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ADDISON M. DUVAL, M.D. 


Dynamic forces in the 


public mental hospital 


In recent years, it has become abundantly 
clear that the primary deterrents to the suc- 
cessful dynamic treatment of patients in 
public mental hospitals are inadequate 
funds, shortage of qualified professional 
staff and an enormous residual institutional 
inertia. Ways and means to overcome these 
deficiencies are being sought by many states 
at the present time. 

It seems generally agreed that adequate 
financial support can best be obtained 
through well-planned educational programs 
reaching out to the majority of citizens. 
When the people are convinced of the need 
of such support they will not usually object 
to increased taxes. 

It has been predicted by the Joint Com- 
Mission on Mental Illness and Health (1) 
that professional staff workers in public 
mental hospitals will decrease proportion- 
ally rather than increase in the next 10 
years. This is due to the projected large 
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increase in the general population, with a 
smaller increase in the number of profes- 
sional staff. 

In view of this fact, it becomes necessary 
for the mental health program planner to 
search for more efficient ways of utilizing 
existing professional services, as well as for 
the educator to make new efforts to attract 
additional workers to the mental health 
field. In both these problem areas, various 
kinds of attacks are being planned. This 
is especially true with regard to improved 
utilization of present personnel. 

In the public mental hospital, the addi- 
tion of inservice training programs, newer 
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treatment and teaching methods and re- 
search programs are proving helpful in re- 
taining staff. Sociological studies of the 
patient population and of the staff have 
also provided rewarding insights. 

Reduction in the size of the large mental 

hospital has proved helpful. This has 
been accomplished by the development of 
additional community facilities, such as 
licensed nursing homes, foster home care, 
halfway houses, day and night hospitals 
and all-purpose community health centers. 
The bridging of the gap between the com- 
munity and the hospital through the use of 
volunteers has been mutually stimulating 
and rewarding. 

The team approach to the treatment of 
the mentally ill is steadily gaining mo- 
mentum as it proves its worth in therapy. 
The same intensive approach is being 
started in the area of hospital management 
through the use of various planning and 
evaluation committees, such as those for 
budget, pharmacy, research, long-range 
planning and therapy. ‘Treatment pro- 
grams are also being broadened to include 
prehospital evaluation of patients, as well 
as posthospital care. 

In various hospitals, plans are being tried 
for improving the skills and increasing the 
responsibilities of clinical psychologists, 
social workers, nurses and chaplains. It 
may well be that such professional people 
will be able to take on rather sharply in- 
creased therapeutic responsibilities, thus 
relieving the pressure on the inadequate 
number of psychiatrists. 

It is predicted that all of these efforts 
and more will be required to plug the very 
great future shortage of professional mental 
health workers. It may be that we will 
have to undertake the development of an 
entirely new mental hospital organization 
before the problem can finally be solved. 

Intimately connected with the inade- 


4 


quacy of staff of the public mental hospitali 
is the presence of an almost overwhelming 
institutional inertia, which seems to pervade 
large mental hospitals in particular. It 
seems to me that this problem may be even 
more important than the shortage of staff. 
This inertia tends to affect patients and staff 
alike. 

We have already mentioned some of the) 
efforts which are being made to change the: 
“bigness” of mental hospitals. These 
changes, in turn, should help to reduce the 
inertia of both patients and staff, In ad- 
dition to total size reduction, some large 
hospitals are being divided into a number 
of smaller operating units and this plan 
seems to be beneficial. 

Many young and ambitious hospital” 
psychiatrists have struggled with this prob- 
lem of inertia in public mental hospitals,’ 
but have rapidly become frustrated andi 
depleted of both motivation and energy. 
The inertia and apathy seems so imponder- 
able, so all-pervading, that even the young 
psychiatrist who would prefer to remain 
in public hospital work finds himself mov 
ing on to private practice where the going 
is easier and the financial reward is better. 

Fortunately, a few psychiatrists have re 
mained at their hospital posts even in th 
face of these difficulties, and obviously it 
is this group which must carry much of hi 
responsibility for leadership in the develop 
ment of improved public mental hospita 
for the future. l 

The chances are that the primary ob 
jectives of public mental hospitals will no 
change much in the immediate future 
These objectives are: (1) to provide ad@ 
quate hospital care and treatment to men 


not provided by other means and (2) 

promote a preventive plan to forestall thi 
development of mental illness and di 
ability. "3 


Within the introductory framework 
which I have just outlined, I would now 
like to discuss briefly some of the types of 
management which are found in public 
mental hospitals, some of the personal 
characteristics of the directors, and finally 
some of the intimate operational problems 
which must be faced in the development of 
a dynamic program of hospital management 
which would hopefully include the solution 
to the problem of mass inertia and apathy 
which we have mentioned above. 


PRINCIPLES AND SKILLS OF 

MODERN MANAGEMENT 

A good manager must know intimately and 
well what he is managing and the objectives 
to be attained. In addition, he must have 
full knowledge of the principles, skills, and 
tools of scientific management. Manage- 
ment is a profession, an art and a science. 
Management is guiding human and phys- 
ical resources into dynamic organizational 
units which attain their objectives to the 
satisfaction of those served and with a high 
degree of morale and sense of attainment 
on the part of those rendering the serv- 
ice (2). 

A simpler definition of management is 
getting things done by others. In my 
. Subsequent remarks, I will use such words 
as leader, director, supervisor, or superin- 
tendent quite interchangeably with man- 
ager. Each of them is considered a manager 
in the framework of this discussion. 
Today, it is generally agreed that there 

are at least five major skills in modern 
Management. These include: (1) planning, 
(2) organizing, (3) co-ordinating, (4) moti- 
Vating and (5) controlling. I would like 
to discuss each of these briefly. 


PLANNING 


The first thing to do as we begin our plan- 
ning is to set our goals, or objectives. Once 
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this is done, we can begin to establish the 
various procedures necessary to reach these 
objectives. Having done this, we can then 
begin our plans to assign various respon- 
sibilities of the operation to a certain num- 
ber of jobs and to establish necessary time- 
tables for getting the job done. 

Plans should be both short-range and 
long-range and these, of course, should be 
related to short-range and long-range ob- 
jectives. After our over-all plans are 
clearly set forth and plans completed, we 
then proceed to the next skill, which is 
organizing. 


ORGANIZING 


Organizing is the arranging of functions 
and the assignment of people to accomplish 
the objectives. Organization is of no use if 
it does not serve function. Through organ- 
ization, we select a plan of relationships of 
staff employees. This is usually effected 
through organization charts which should 
clearly show lines of authority, of respon- 
sibility, and of reporting procedures. 

In general, we like the staffing plan of 
having one person supervise a maximum of 
five other people. This is called the span 
of control. 

A good deal of attention has to be given 
to the problem of delegation within the 
organization, and this will be discussed later 
in more detail. When the leader delegates 
authority, he does not actually give up his 
own responsibility. Rather, he creates a 
new responsibility subordinate to that 
which he already carries. He passes this 
new responsibility on to his subordinate, 
but the leader should retain his responsi- 
bility for receiving reports from the subor- 
dinate and checking on results. 

Job descriptions have been found to be 
helpful in setting up an organization. 
Standards of performance are also valuable 
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as they may be used to measure the work 
efficiency of the employees in an atmos- 
phere of clear understanding. Coupled with 
the performance rating, the evaluation in 
terview has been found to be a useful tool 
in promoting efficiency as well as the 
growth, and the maturity of employees. 


CO-ORDINATING 


By co-ordination we mean bringing the 
right people into mutually happy working 
relationships so that the objectives may be 
properly reached. All of the organization 
units must be tied together, both physically 
and psychologically, if efficiency is to be 
obtained. Co-ordination includes the abil- 
ity of supervisors to work with each other— 
up, down and laterally in the organization. 

Good co-ordination includes an efficient 
informal communication arrangement. 
Full communications are obviously very 
important. The most important ones should 
be written. These can be supplemented 
by informal oral communications. Co- 
ordination will also include the reporting 
procedure and again these reports should 
be fed through both laterally and vertically. 


MOTIVATING 


There are many physical as well as psycho- 
logical elements included in motivation. 
Basically, we mean the process of stimu- 
lating employees to do the best job of 
which they are capable under the circum- 
stances. Motivation is improved through 
a clear understanding of the job to be done, 
as well as the authority and responsibility 
which is assigned. 

The integrity and sincerity of the super- 
intendent has much to do with successful 
motivation of the staff. He should have 
a deep respect for the individuality of his 
employees and should pay attention to their 
personal interests and ambitions. Obvi- 
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ously, adequate salary for work performed 
would aid motivation as would the provi 
sion of educational opportunities for em: 
ployee growth. q 
We have previously mentioned the img 
portance of regular appraisal of the work 
of each employee along with suggestions 
for improvement. The personal and finan- 
cial security of the job are also important 
in the process of motivation. 


CONTROLLING 


By controlling, we mean the process of 
exercising checks and double checks on the © 
operation being undertaken, We contin- 
ually evaluate what is taking place by the 
results that are being obtained and the ~ 
efficiency with which the staff is prctons 
ing. 

This is done in many ways-—by audies 
budget analysis, charts, evaluation reports, 
production reports and the like. Control- 
ling includes the process of taking cor- 
rective action so that efficiency may be in- 
creased and the objectives more rapidly} 
gained. 

The American Management Association 
has suggested a formula, which, if applied 
to a management problem step-by-step, 
gives positive assistance in its solution. 

The steps in this formula include th 
following, and it might be valuable for 
mental hospital personnel to apply this 
formula to their own management prob 
lems. 


1. Clarify organization 

2. Use standards of performance 
3. Develop review and appraisal 
4, Outline action to be taken 

5. Define source of action 

6. Set time schedule for action 

7. Provide incentives and rewards 


In this context, I would suggest that it 
might be helpful for the reader to review. 


the principles of management as outlined 
by Urwick, the famous English writer, in 
his book The Elements of Administration 
(6). These principles are: objective, special- 
ization, co-ordination, authority, respon- 
sibility, definition, correspondence, control, 
balance, and continuity. 

In my opinion, it is very important for 
every public mental hospital superintend- 
ent to become intimately familiar, not only 
with these principles of scientific manage- 
ment, but with the additional aids which 
will come to him through taking courses in 
management, such as those being offered 
by the U.S. Veterans Administration, the 
University College of the University of 
Chicago, or the American Management As- 
sociation. After the superintendent has 
taken such courses, it might be quite help- 
ful for his heads of departments to do like- 
wise. I believe such a plan would materi- 
ally increase the therapeutic efficiency of 
the hospital staff. 

If I am correct in my presumption that 
the greatest impetus toward overcoming 
institutional inertia and the development 
of a dynamic treatment program must come 
from the hospital director, then we might 
ask ourselves: what should be the charac- 
teristics and qualifications of such a direc- 
tor? 


CHARACTERISTICS OF THE DIRECTOR 


In the first place, I think the director 
should be a qualified psychiatrist—as I 
have previously stated (5)—even though in 
some states this is not now a requirement. 


me reasoning behind this conclusion fol- 
ows: 


1. Physicians trained in psychiatry for more than 
a century have been largely responsible for ad- 
vances in hospital therapies in the United 
States, 

2. Those mental hospitals which are recognized 
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today as the best are all administered by psy- 
chiatrists. `; 

3. The superintendent sets the therapeutic stage 
in the mental hospital and guides its destiny. 
Only the trained physician is competent to as- 
sume this therapeutic responsibility. 

4. The laws of most states place the medical re- 
sponsibility of public mental hospitals on the 
physician superintendent. It would thus be 
presently illegal in these states for a non- 
physician to assume this responsibility. 

5. Present standards of mental hospitals require 
that the superintendent should be a physi- 
cian trained in hospital administration. Logic 
dictates that those individuals with the great- 
est knowledge in a field of endeavor should set 
the standards to be used therein. 


Those who argue the opposite position, 
namely that the superintendent should be 
a layman trained in hospital administra- 
tion, rely largely on the point that because 
physicians are in scarce supply they should 
spend their major time treating patients 
and in so doing leave the administrative 
hospital problems to non-physicians. 

To me, this seems a weak argument, in- 
deed, in view of the great amount of pro- 
fessional attention now being given to the 
development of the open hospital, with its 
resulting advantageous therapeutic milieu. 
Such new medical and psychological and 
sociological developments are resulting in 
increased improvement and recovery rates 
in hospitalized patients, and I do not see 
how these programs could be developed 
by the nonmedical superindentent. 

The personal qualities of the successful 
superintendent—whether in industry or in 
public mental hospitals—are much the 
same. Research has found these character- 
istics to include: (1) creative ability, (2) 
good judgment, (3) administrative skill, (4) 
positive attitude, (5) courage, and (6) in- 
tegrity. At 

Utilizing these personal characteristics, 
a superintendent can steer his administra- 
tion toward (1) a democratic or permissive 
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type, (2) toward an autocratic type, or, (3) 
he can steer his administration somewhere 
between these two on some sort of middle 
ground, 

Specific research (3) has shown that un- 
der the autocratic leader, subordinates 
often feel passive and dependent. They 
compete for the leader’s favor, engage in 
much bickering, morale is often quite low, 
work production is diminished and effec- 
tiveness in getting the job done depends 
almost wholly on the leader’s skill. Fre- 
quently, in this same situation, one finds 
tension, anxiety and much “apple polish- 
ing.” 

With democratic or permissive leader- 
ship, it was found that conflict and tension 
were somewhat diminished but still present, 
as was dependency. There seemed to be 
less competition for the leader’s favor, but 
employees seemed to feel a greater sense of 
frustration because of the absence of specific 
directives, controls, and limitations on their 
authority and responsibility. Neither of 
the two extreme forms of leadership seem 
to produce consistently high morale. If 
this be true, then what is the practical solu- 
tion? 

It is my belief that there is a middle road 
between the extreme of autocratic and 
democratic leadership, which is more com- 
fortable to travel and which produces better 
results in the long run. 

On the one hand, the superintendent 
needs to keep a firm hand on the adminis- 
trative controls, to issue clear concise di- 
rectives, to set up specific delegations of 
authority and responsibility, to be sure 
that all channels of communications are 
open and in action, to clarify line and peed 
organization and to insist on full produc- 
tion and full devotion to duty. $ 

In the second place, however, it seems 
to me that all these things TR Paman 
place in a pleasant, understanding and co- 
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operative climate where the dignity of ea 
employee is respected and his ideas 
welcomed. This middle-of-the-road m 
agement would thus include certain ele 
ments of both the autocratic and democrati 
type of leadership. i 

Such a plan would require the constan 
and undivided attention of the leader t 
the physical, psychological and sociolo 
gical aspects of interpersonal relationship 
The superintendent would need to be 
come more aware of himself as a person 
under this plan, more tolerant and under- 
standing of others, and he would need to 
develop his skills and leadership to the 
highest degree. 


PROBLEMS OF DELEGATION 


Rather frequently, one of the major 
difficulties of the public mental hospital 
superintendent relates to the area of 
delegation of authority and responsibility. 
This may be one of the principal de 
terrents to efficient management. 

Most physicians who become supe’ 
tendents have worked their way 
through various staff assignments of in 
creasing responsibility. Rather naturally, 
there has been a tendency to take on new 
responsibilities with each new promotion, 
without shedding the responsibilities of 
the old job. This physician needs to know 
his personal capacity regarding his wor! 
load and be willing to delegate to other: 
as he reaches his full capacity. 

Sometimes it is surprising that a super- 
intendent will refuse to delegate such 
small tasks as composing simple letters for 
his signature, when a competent secretary 
could do this job quite as well as he. All 
of us need to remember that managing 
getting things done by others! Delegati 
of such tasks leaves us more time to 
better job of managing. 


Here again, it is well to remind our- 
selves that when we delegate authority, 
we do not really delegate complete respon- 
sibility, but only partial responsibility. 
To repeat what we have previously said, 
a new responsibility subordinate to that 
which the superintendent already carries 
is what is delegated. 


BARRIERS TO DELEGATION 


We have previously commented about 
some of the difficulties of the mechanism 
of delegation. Let us now look more 
closely at some of the barriers which 
prevent proper primary delegation (4) 

Barriers to delegation seem to arise 
from: (1) poor training for leadership, (2) 
egocentricity, (3) need for status, (4) fear- 
fulness, (5) ineffective communications, and 
(6) overdelegation, 

Let us now look at these barriers a little 
more closely, 

As we have said, the type of leadership 
usually depends on the personality of the 
leader, the needs of the employee group 
and the general social conditions which 
exist. The untrained leader has not been 
taught the principles of leadership, nor 
the skills and tools of modern manage- 
ment. His value judgments are often 
defective. He is threatened by the effi- 
Ciency of his staff and is frequently tense, 
anxious and insecure. For these reasons, 
both communication and delegation often 
break down quickly and deteriorate ra- 
pidly under untrained leadership. 

The egocentric leader also is often 
guilty of failure both in organizing and 
in delegation. He must seemingly satisfy 
his emotional needs by making all the 
the decisions. His narcissistic personality 
makes him deny any overt feelings of 
weakness or inadequacy. 

Self-esteem must be fed continually, and 
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it appears beneath his dignity to share 
problems and responsibilities. Because of 
this, good suggestions by employees are 
often discarded simply because the leader 
did not think of them first. As you would 
expect, low morale is the usual finding in 
this situation. 

Many of these same results are found in 
the operations of the leader who has great 
need for increased personal status. This 
may relate to the need for increased 
wealth, for increased personal control of 
people, or for self-enhancement in other 
ways. He is power-hungry and will resort 
to any maneuver which will gain him 
increased personal status. 

It has been said that the principal in- 
gredients of the fearful leader relate to 
his insecurity regarding his own compe- 
tency and adequacy. Often his life pattern 
will be found to have been one of continu- 
ing fear and apprehension at every job 
promotion. He cannot bear the thought 
of weakness, or failure in himself or in his 
subordinates. His anxiety is often trans- 
mitted to his staff. This in turn begets 
inefficiency, which then produces more 
anxiety, and thus a vicious circle is estab- 
lished. 

The leader who does not believe in com- 
municating with his staff is often very 
troubled with the problem of delegation. 
He often depends on oral communications, 
and we all know how defective these can 
be. Many people do not hear correctly 
what is said to them, and some seem to 
hear nothing at all. Without proper 
communications and clear understanding, 
employees may be left completely in 
the dark. Morale and efficiency suffer 
markedly when communications are defi- 
cient. 

Only occasionally do we find a leader 
who overdelegates, but this also can be 
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a problem. The principal causes of over- 
delegation seem to be feelings of insecurity 
and of inadequacy. 

Through the mechanism of overdelega- 
tion, the leader appears to be trying to 
avoid self-mistakes with possible result- 
ing personal criticism, reduced status and 
maybe, even the loss of his job. The 
dynamism is, therefore, principally one of 
self-defense. 

If we carefully consider these various 
barriers to proper delegation, the chances 
are we will identify ourselves with some 
of the personalities described. If such 
identification is done with an open mind 
and with only a moderate degree of emo- 
tional investment, the result should be 
constructive. In my judgment, self-analy- 
sis can be a healthy function, if not over- 
done. I do not think that honest, critical, 
self-evaluation with an open mind ever 
seriously damages any manager. 

The principles, skills, and tools of 
modern management may well be the keys 
which can open the door of the public 
mental hospital to a dynamic program of 
treatment, as well as assist in the reduction 
of institutional inertia. These keys must 
not remain only with the superintendent, 
but must be made available to each de- 
partment and unit supervisor. 

In this way, it is possible to bring into 
one powerful main stream, the various 
smaller tributaries of help which each 
patient needs in his fight for mental 
health. The central core of such a hos- 
pital program is action, action and more 
action! Inaction produces the deadening 
inertia and apathy and these, in turn, 
produce disability, on top of the existing 
illness. 

In reality, I am not sure that it matters 
very much what specific action program 
is carried on as long as it is produced in 
a general climate of interest and under- 
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standing, and as long as it is done in | 
manner indicating respect for the digni 
and integrity of the patients in the h 
pital. This philosophy does not have to 
be expounded in order for the patien 
and staff to be aware of it. 

Through nonverbal communications, pa- 
tients quickly come to know and feel thi 
dynamic forces at work. These helping 
forces are self-evident from the moment of 
the patient’s admission, when the admit- 
ting physician presumes a short hospital 
stay, when he talks with the patients and 
his relatives. 

These forces increase through the pa- 
tient’s contacts with each additional mem- 
ber of the staff—attendant, psychologist, 
chaplain and the rest—until the forces to- 
ward recovery gain such momentum that 
there seems no turning back toward ill- 
ness. In this way, we are conquering the 
problem of hospital inertia by not letting 
it get started. This is the essence of 
successful prevention as we know it today. 

In closing, it is my recommendation that 
we add to our psychiatric treatment arma- 
mentarium, a program of dynamic public 
hospital management, using all the mod- 
ern tools and skills at our command, I 
believe this would increase the efficiency o! 
our existing inadequate hospital staffs 
would shorten the length of hospital- 
ization of patients and finally woul 
serve to reduce and possibly eliminate thai 
dreadful scourge of institutional inertia 
and apathy which has plagued our large 
state hospitals for a half century while we 
were making good progress in other 
aspects of psychiatric treatment. 

All this will not come to pass by simply 
wishing it. Whether we have the strength, 
the dedication, the will-power and the 
tenacity to get the job done remains to” 
be seen. We hope it may be so. 

“The measure of a man’s life is the well 


spending of it, and not the length.”— 
Plutarch. 
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BENJAMIN MALZBERG, Pux.D. 


Mental disease among Irish-born and 
native whites of Irish parentage in 


New York State, 1949-195] 


PART I 
Born in Ireland 


The Irish formed the largest category of 
immigrants to the United States during 
the first half of the nineteenth century. 
Subsequently, immigration from Ireland 
fell off significantly, both in absolute num- 
bers and relative to the total foreign-born. 

In 1920, after the close of World War I, 
there were 284,747 Irish-born in New York 
State, including Northern Ireland, or 10.2 


——— 
Dr. Malzberg is principal research scientist for 
the Research Foundation for Mental Hygiene, Inc., 
Albany, N. Y. This investigation was supported by 
a research grant from the National Institute of 
Mental Health (Grant M-1140 C4). 


This is the first of a series of eight studies describ- 
ing the frequency of mental disease among ethnic 
and national groups in the United States. 


1 United States Census of Population, 1950. Gen- 
eral Characteristics, New York (Washington, D. C.: 
U. S. Government Printing Office, 1952), Report 
P-B 32, p. 64. 


2 Ibid. 
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per cent of the total foreign-born.t They 
were exceeded in number only by ‘those 
born in Italy, Russia and Germany. Thirty. 
years later, in 1950, the Irish-born (Eire), 
living in New York State totaled 182,581, 
or only 7.3 per cent of the total foreign- 
born? 

The decline in the number of Irish-born 
has been accelerated by the application, 
since 1920, of the restrictive laws with re- 
spect to immigration to the United States. 

Ireland is not an immigrant-receiving na- 
tion. Therefore, except for movement of 
population between northern Ireland and 
the Irish Free State, there is little possibility 
of the mingling of diverse ethnic groups 
in Ireland. The proportion of Scotch-Irish 
in Eire cannot be significantly large, 

Therefore, it may be assumed, for prac- 
tical purposes, that the Irish in Ireland 
and those among the current Irish immi- 
grants to the United States are a sufficiently 
homogeneous ethnic population. 

There are no data, official or otherwise, 
in New York State, from which this state- 
ment can be verified. But support for this 
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view is gained from the ethnic classification 
of patients admitted to hospitals for mental 
disease in New York State. This classifica- 
tion was adopted for statistical purposes 
by the state mental hospitals from the Dic- 
tionary of Races or Peoples, prepared by 
the United States Immigration Commis- 
sion. 

As applied to the Irish, it is a common- 
sense definition, which is used generally 
without resulting confusion. According to 
this definition, which ignores nationality, 
99 per cent of those born in Ireland who 
were admitted to mental hospitals in New 
York State in 1949-1951 were considered 
to be of Irish ethnic origin. 

The probability is undoubtedly high 
that this homogeneity is also true of the 
general population of Irish-birth in New 
York State. Therefore, an analysis of the 
incidence of mental disease among the 
Irish-born is equivalent to a study of the 
ethnic factor in such disorders. 

The decennial census of population in 
the United States supplies limited data with 
respect to the racial composition of the 
general population. The great division is 
between white and non-white. The foreign 
white population is defined only by nativ- 
ity. But with those born in Ireland, as 
with some other nationalities, we may as- 
Sume a sufficient ethnic unity to justify in- 
ferences from this point of view, and thus 
add to the limited amount of information 
available with respect to the ethnic distribu- 
tion of mental disease. 

Whether immigrants are a representative 
selection of a population is always subject 
to question. Since suitable comparative 
data are not available for Ireland, we shall 
limit our conclusions to the Irish in New 
York State, without reference to wider im- 
plications. 

Early census reports ascribed a high rate 
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of mental disease to foreign-born whites 
from Ireland. In 1900 they represented 
22.4 per cent of the total white foreign-born 
population in New York State, but on De- 
cember 1, 1903, they represented 40.3 per 
cent of the foreign white population of 
the mental hospitals. In 1910, there were 
112.6 foreign-born admissions to mental hos- 
pitals in the Middle Atlantic Division (New 
York, New Jersey, Pennsylvania) per 100,000 
foreign-born white population, but those 
born in Ireland had a rate of 199.6.5 

The concept of first admissions was in- 
troduced in 1922. In that year, there were 
113.2 white foregin-born first admissions to 
mental hospitals in the United States per 
100,000 corresponding population, whereas 
those born in Ireland had a rate of 185.3.° 

There is a presumption, therefore, that 
foreign-born Irish had a higher incidence 
of mental disease than the total foreign- 
born white population. However, these 
were all crude rates and must therefore 
be supported by a more detailed analysis. 
This will be based upon statistics of first 
admissions among the Irish-born to all 
hospitals for mental disease in New York 
State from October 1, 1948, to September 
30, 1951. This period was selected because 
its midpoint, April 1, 1950, coincided with 
the date of the census of population, and 
made it possible to compute annual rates 
of first admissions. 


3 Reports of the Immigration Commission, Dic- 
tionary of Races or Peoples. 61st Congress, 8rd 
Session, U.S. Senate. Document No. 662. 


4 Insane and Feebleminded in Hospitals and Insti- 
tutions. (Washington, D. C.: Bureau of the Census, 
1906), 24. 


5 Insane and Feebleminded in Institutions (Wash- 
ington, D. C.: Bureau of the Census, 1914), 32. 


6 Patients in Hospitals for Mental Disease (Wash- 
ington, D. C.: Bureau of the Census, 1923), 25. 
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TABLE 1 


First admissions, born in Ireland, to all hospitals for mental disease in 
New York State, 1949-1951, classified according to mental disorders 


Average annual rate per 
Number Per cent 100,000 population 
Mental disorders Males Females Total Males Females Total Males Females Total 
General paresis 5 3 8 0.6 0.3 0.4 2.2 0.9 1.4 
Alcoholic 166 68 234 20.1 6.0 11.9 72.0 20.6 41.8 
With cerebral 
arteriosclerosis 262 338 600 31.7 29.8 30.6 113.6 102.5 107.1 
Senile 160 370 530 19.4 32.6 27.0 69.4 = 112.3 94.6 
Involutional 39 125 164 4.7 11.0 8.4 16.9 37.9 29.3 
Manic-depressive ll 29 40 1.3 2.6 2.0 4.8 8.8 7.1 
Dementia praecox 15 114 189 9.1 10.1 9.6 32.5 34.6 33.7 
Other 108 87 195 13.1 7.7 10.0 46.8 26.4 $4.8 
Total 826 1,134 1,960 100.0 100.0 100.0 358.1 844.1 349.8 


e eiee ei s 


There were 1,960 first admissions to these 
hospitals during the three years, who were 
born in Ireland. Of this total, 600, or 30.6 
per cent, were psychoses with cerebral ar- 
teriosclerosis, and 530, or 27.0 per cent, were 
senile psychoses. Together, they included 
57.7 per cent of the total Irish-born first 
admissions. Dementia praecox included 
only 9.6 per cent of the total. 

The distribution of first admissions was 
markedly different for the native white 
population. Of 35,317 white first admis- 
sions during the three years, 11,671, or 
33.0 per cent, were cases of dementia 
praecox. The two groups of mental dis- 
orders associated with advanced age to- 
gether included only 25.3 per cent of the 
total first admissions. 

These differences were obviously associ- 
ated with the age compositions of the two 
populations, The Irish-born population 

had a median age of 55.6 years. Thirty per 
cent were aged 65 and over, and only 13 
per cent were under age 40. The native 
whites, however, had a median age of only 
29 years; only 6 per cent were aged 65 and 
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over, but 69 per cent were under age 40. - 
The older age level of the Irish-born would 
necessarily raise the proportion of arterio- 
sclerotic and senile disorders, whereas the 
younger ages of the native-born would in- 
fluence the proportion with dementia 
praecox. 

Average annual rates of first admissions 
were affected in a similar manner. The rates 
for psychoses with cerebral arteriosclerosis 
per 100,000 population were 107.1 for Irish- 
born, and 15.4 for native whites. The cor- 
responding rates for senile psychoses were 
94.6 and 10.8, respectively. For dementia 
praecox, however, the rates were $3.7 and 
34.3, respectively. This emphasizes the 
fact that proportional differences are not 
necessarily an index of differences in inci- 
dence of disease. 

The rate of first admissions increases 
with advancing age. Among native whites 
it rose steadily from 110.6 per 100,000 at 
ages 30 to 34 to a maximum of 705.7 at ages 
75 and over. 

In order to compute similar rates for the 
Irish-born, it was necessary to have the 


age distribution of the general population 
of Irish birth in New York State by sex. 
These data were not available for indi- 
vidual states in 1950, but an estimate was 
derived as follows. 

The Middle Atlantic division of the 
United States, which includes New York, 
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fore assumed that the Irish-born in New 
York State had the same age and sex com- 
position as the total Irish-born in the Mid- 
dle Atlantic division. The resulting age- 
specific rates are shown in Table 2, and 
are compared with those for native whites 
in Table 3. 


TABLE 2 


White first admissions, born in Ireland, to all hospitals for mental 
disease in New York State, 1949-1951, classified according to age 


Average annual rate per 
Number Per cent 100,000 population 
Age ee BOE SETS Si Sih = 
(years) Males Females Total Males Females Total Males Females Total 
Under 15 siz ie ate oe ne Ne a s 
15-19 1 3 4 0.1 0.3 0.2 114.2 151.7 140.2 
20-24 5 6 ll 0.6 0.5 0.6 129.8 96.9 109.4 
25-29 10 11 21 1.2 "E OIRE E; | 155.4 153.8 154.6 
30-34 8 8 16 1.0 0.7 0.8 161.3 104.2 126.6 
35-39 12 31 43 1.5 2.7 2.2 129.7 129.7 129.7 
40-44 54 69 123 6.5 6.1 6.3 187.6 176.1 181.0 
45-49 6l 89 150 7.4 7.8 7.7 181.4 241.8 212.8 
50-54 83 77 160 10.0 6.8 8.2 290.0 242.4 264.9 
55-59 69 71 140 8.4 6.3 7.1 282.0 210.6 240.6 
60-64 78 82 160 9.4 7.2 8.2 305.6 240.6 268.4 
65-69 125 152 277 15.2 13.4 14.1 519.7 397.3 444.5 
70-74 101 150 251 12.2 13.2 12.8 549.4 513.7 527.5. 
75 and over 219 384 603 26.5 33.9 30.8 1,052.8 999.8 1,018.1 
Unascertained AX 1 1 es 0.1 0.1 ve ‘ata AN 
SC BP aL ES Eee SON SYN Ue OEE RE 
Total 826 1,134 1,960 100.0 100.0 100.0 358.1 344.1 849.8 


New Jersey, and Pennsylvania, had an Irish- 
born population of 261,980 on April 1, 
1950. The age and sex distributions of 
this population are shown in the census 
publication dealing with nativity and 
parentage.T 

Of the total Irish-born in this division, 
182,581, or 70 per cent, were in New York 
State. There is no reason for believing that 
the remaining 30 per cent differed with 
respect to age and sex proportions from 
those in New York State. It was there- 


It will be observed that the crude rate for 
native whites, 103.9, was only 30 per cent 
of the corresponding rate for Irish-born, 
349.8. With but two minor exceptions, 
rates for Irish-born were in excess at all 
comparable ages. But the degree of excess 
varied about a much lower level than for 
total crude rates. To reverse the order of 


1 United States Census of Population, 1950. Nativ- 
ity and Parentage (Washington, D. C.: U. S., Gov- 
ernment Printing Office, 1954), Special Report P-E 
No. 3A, p. 95. 
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TABLE 3 


Average annual rates of first admissions to all hospitals for mental 
disease in New York State, 1949-1951, per 100,000 population, 
among native whites and Irish-born, classified according to age 


Native white 

Age 

(years) Males Females Total 
Under 15 7.3 3.4 5.4 
15-19 81.1 71.1 76.0 
20-24 141.6 94.7 117.0 
25-29 128.3. 111.5 119.6 
30-34 105.8 114.9 110.6 
85-39 107.4 121.1 114.4 
40-44 114.2 122.2 118.3 
45-49 123.7 125.2 124:4 
50-54 135.2 124.8- -129:8 
55-59 159:3.. 182.7. _ 145.2 
60-64 186.7 151.2 167.7 
65-69 236.3 180.9 206.1 
70-74 368.8 313.4 336.9 
75 and over 740.1 683.4 705.7 1 
All ages 104.8 103.1 103.9 


comparison, we may say that, although the 
crude rate for native whites was only 30 
per cent of that for Irish-born, the ratios 
at comparable ages rose significantly. 
Hence, the large difference based upon 
crude rates is an artifact of the age distribu- 


Born in Ireland 


Males Females Total 


114.2 151.7 


129.8 96.9 109.4 
155.4 153.8 154.6 
161.3 104.2 126.1 
129.7 129.7 129.7 
187.6 176.1 181.0 
181.4 241.8 212.8 
290.0 242.4 264.9 
282.0 210.6 240.6 
305.6 240.6 268.4 
519.7 397.9. 444.5 
549.4 518.7 527.5 
052.8 999.3 1,018.1 
358.1 344.1 349.8 


Ratio ®© to™ 


Males Females Total 


0.71 0.47 0.54 


1.09 0.98 1.07 
0.83 0.72 0.77 
0.66 1.10 0.88 
0.83 0.93 0.88 
0.61 0.69 0.65 
0.68 0.52 0.58 
0.47 0.51 0.49 
0.56 0.63 0.60 
0.61 0.63 0.62 
0.45 0.46 0.46 
0.67 0.61 0.64 
0.70 0.68 0.69 
0.29 0.30 0.30 


tions. The rates were therefore adjusted 
on the basis of a common age and sex 
standard. 

On this basis, the Irish-born had a stand- 
ardized rate of 231.7 per 100,000 popula- 
tion. The rate for native whites was 152.0. 


TABLE 4 


Average annual standardized * rates of first admissions to all hospitals 
for mental disease in New York State, per 100,000 population, 
1949-1951, among Irish-born, and selected nativity groups 


Males Females Total 
Bs Ratio to Ratio to Ratio to 
Nativity Rate native Rate native Rate native 
Treland 240.7411.95 1.53 216.9+9.49 1.53 231.747.51 1.52 
All foreign-born. 168.2+ 2.50 1.07 180.522.57 1.27 178.7+1.82 1.18 
Native 157.14 1.35 1.00 141.81 .22 1.00 152.00.91 1.00 


* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 


years) taken as standard. 
16 


The former was significantly in excess by 
52 per cent. Irish-born males and females 
each had a significantly higher rate than 
the corresponding native population. We 
may also note that the Irish-born had 
higher rates than all white foreign-born 
in New York State. 

Thus, by taking age and sex into con- 
sideration, the excess of the rate for Irish- 
born was reduced from 237 per cent over 
that for native whites to an excess of 52 
per cent. 

But there are other factors which influ- 
ence the relative frequency of mental dis- 
ease. Chief among these is the urban-rural 
distribution of population. Rates of first 
admissions are high among urban popula- 
tions, and are especially high for New York 
Gity.8 The complete urban age distribu- 
tion of population was not available for 
the Irish-born in New York State, but was 
given by the Bureau of the Census for the 
Middle Atlantic division. The Irish-born 
in New York City constituted almost 60 
per cent of the total Irish-born in this divi- 
sion. We have therefore taken New York 
City as an approximation to the complete 
urban distribution, and assumed the same 
age and sex distribution as for the Irish- 
born in the urban area of the Middle At- 
lantic division. 

On this basis, we computed age specific 
rates for the Irish in New York City, and 
then adjusted the rates for the Irish-born 
and native whites in New York City, using 
the same standard as for New York State. 

The standardized average annual rate 
of first admissions in New York City was 
244.0 for Irish-born and 168.8 for native 
whites; the former was in significant excess 
by 44 per cent. Comparisons by sex showed 
Similarly higher rates for the Irish-born. 
The latter also had higher rates than all 
foreign-born whites. 
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We conclude that Irish-born, living in 
New York State, had a higher over-all rate 
of first admissions to hospitals for mental 
disease than native whites. Their rate for 
New York State, adjusted for age and sex, 
was 52 per cent higher. Their rate, limited 
to New York City, was in excess by 44 per 
cent. Irish-born also had a higher rate 
than all foreign-born whites. 


General Paresis 


There were 8 Irish-born first admissions 
with general paresis to all hospitals for 
mental disease in New York State during 
1949-1951. They represented 0.4 per cent 
of all Irish-born first admissions. The 
average annual rate was 1.4 per.100,000 pop- 
ulation, compared with 1.1 for the native 
white population. The difference, which is 
not statistically significant, was due in part 
to the variation in age structures of the two 
populations. 

Because of the few Irish-born first admis- 
sions with general paresis, it is not possible 
to present adjusted rates based upon direct 
standardization. Assuming, however, that 
the Irish-born had the same average annual 
age-specific rates as the native-born whites 
during 1949-1951, they would have had a 
total. of 4.4 first admissions with general 
paresis during 1949-1951, instead of an ac- 
tual total of 8. The rates, adjusted by in- 
direct standardization, were 0.9 per 100,000 
Irish-born, 1.6 for native whites, and 1.8 
for all foreign-born whites. 

The incidence of general paresis is higher 
among urban than among rural popula- 
tions, and is especially high in New York 


8 Malzberg, Benjamin, “The Distribution of Men- 
tal Diseases in New York State, 1949-1951,” Psy- 
chiatric Quarterly Supplement, 29(Part 2, 1955), 
216. 


9 See footnote 7, p. 96. 
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TABLE 5 


First admissions with general paresis, born in Ireland, to all 
hospitals for mental disease in New York State, 
1949-1951, classified according to age 


Average annual rate per 
Number Per cent 100,000 population 
Age REEE Di EEA IAEA LT EO T 
pal Males Females Total Males Females Total Males Females Total 
Under 20 i sA a os “s w et 3 a 
30-34 She > 
35-39 ve 
40-44 a 
4549 s% oly 
50-54 2 + 2 40.0 Py 25.0 7.0 oh 3.3 
55-59 1 1 2 20.0 $3.3 25.0 41 3.0 3.4 
60-64 2 n 2 40.0 +s 25.0 7.8 te 3.4 
65-69 we 1 1 os 33.3 12.5 . 2.6 1.6 
10-74 an Vy AS i i a “ As Ry 
75 and over ts 1 1 5 33.3 12.5 oo 2.6 1.7 
Total 5 3 8 100.0 100.0 100.0 2.2 0.9 1.4 


City. Since the Irish-born are concentrated 
in New York City, a further comparison 
is desirable. 

As for the state as a whole, direct stand- 
ardization of rates is not possible because 
of too limited data for the Irish-born. But 
on an indirect basis, by applying as stand- 
ard the age-specific rates of the native-born 
whites in New York State, we find an ex- 
pected total of 3.6 first admissions with 
general paresis among Irish-born, compared 
with an actual total of 7. The rates, ad- 
justed by indirect standardization were 1.0 
per 100,000 Irish-born, compared with 1.7 
for native-born whites, and 1.7 for all for- 
eign-born whites. 

We may note that there was no difference 
in rates of first admissions with general 
paresis between all foreign-born and native 
whites. But the Irish-born had a lower 
rate. 
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Alcoholic Psychoses 


There were 234 first admissions with al- 
coholic psychoses among those born in 
Ireland, representing 11.9 per cent of all 
first admissions, or an average annual rate 
of 41.8 per 100,000 population. The cor- 
responding rate for native whites was 5.8, 
a ratio of 7.21 to 1. 

The great excess of the rate for Irish-born 
is, in part, an artifact of their age distri- 
bution. The alcoholic psychoses are con- 
centrated heavily between ages 35 and 59. 
The Irish-born population included 52 per 
cent within this age range, compared with 
30 per cent for the native whites, Hence, 
it is necessary to adjust the rates for this 
difference. Table 7 includes standardized 
rates. 

Irish-born had a standardized rate of 
33.6 per 100,000 population, compared with 


9.9 for native whites, the former being in 
excess in the ratio of 3.39 to 1. It is im- 
portant to note that not only did the rate 
for the Irish-born exceed that for all for- 
eign-born whites, but the latter had a sig- 
nificantly lower rate than native-born 
whites. Similar differences with respect to 
nativity are observed in comparison by sex. 
It is also significant that the rate for Irish- 
born females amounted to 38 per cent of 
that for Irish-born males, whereas the cor- 
responding percentages were only 29 for 
all foreign-born whites, and 24 for native- 
born whites. 

Comparisons should be limited still 
further with respect to urban-rural ratios 
of population. The alcoholic psychoses 
are more frequent in cities. For reasons 
explained previously, a complete compari- 
son of this type cannot be made. We shall 
therefore accept an approximation by 
limiting the comparison to New York City. 


Mental disease among Irish-born 
MALZBERG 


The importance of such a comparison ap- 
pears from the fact that 47 per cent of the 
native white population of New York State . 
were in New York City on April 1, 1950, 
compared with 78 per cent of the Irish- 
born. 

The Irish-born had a standardized rate of 
38.1 per 100,000 in New York City, com- 
pared with 11.3 for native whites. Clearly, 
urbanization did not change the ratio of 
the two rates significantly. As for the 
whole state, there was a significant differ- 
ence in the sex ratios according to nativity. 
Thus, the rate for Irish-born females in 
New York City was 44 per cent of that 
for Irish-born males, compared with 33 per 
cent for all foreign-born, and 30 per cent 
for native whites. The sex ratio of the 
rates is, in part, a function of degree of 
urbanization. 

It is shown once again that the Irish-born 
had a significantly high rate of first admis- 


TABLE 6 


White first admissions with alcoholic psychoses, born in Ireland, 
to all hospitals for mental disease in New York State, 
1949-1951, classified according to age. 
SS IGE TSE O VIIA ARETA na E A 


Average annual rate per 
Number Per cent 100,000 population 

Age puai E L E e AIEA FEAE IAOU E 
(years) Males Females Total Males Females Total Males Females Total 

Under 20 Sa EI ie 
20-24 ee .. .. .. oe 
25-29 1 1 1.4 0.4 14.0 7.4 
30-34 g 2 2 2.9 0.9 26.0 15.8 
35-39 s 1 1 r 14 0.4 te SL ae aD 
40-44 24 7 31 14.4 10.3 18.2 83.4 9.2 45.6 
45-59 28 1 39 16.9 16.2 16.7 83.3 29.8 55.3 
50-54 32 u 43 19.3 16.2 18.4 11.8 34.6 71.2 
55-59 25 14 39 15.1 20.6 16.7 102.2 41.5 67.0 
60-64 22 12 34 13.3 17.7 14.5 86.2 35.2 57.0 
85-69 28 5 33 16.9 07.414 116.4 13.1 53.0 
T4 2 3 5 ie Oa oat 10.9 10.3 10.5 
75 and over 5 1 6 8.07 14 26 24.0 26 10.1 
Total 166 68 234 100.0 100.0 100.0 72.0 ` 20.6 41.8 
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TABLE 7 


Average annual standardized * rates of first admissions with 
alcoholic psychoses to all hospitals for mental disease 
in New York State, 1949-1951, among Irish- 
born, and selected nativity groups 


Males Females Total 
Ratio to Ratio to Ratio to 
Nativity Rate native Rate native Rate native 
Ireland 49.75.44 3.03 19.12.88 4.78 $3.622.87 8.39 
All foreign-born 11.7£0.66 0.71 8.40.35 0.85 7.40.87 0.74 
Native 16.40.46 1.00 4.00.22 1.00 9.90.24 1.00 


* White population of New York State aged 20 years and over on April 1, 1950 (in intervals of 5 
years) taken as standard. 


sions with alcoholic psychoses. The rela- 
tive excess was greater for Irish-born fe- 
males than for Irish-born males. 


Psychoses with Cerebral Arteriosclerosis 

There were 600 Irish-born first admis- 
sions with psychoses with cerebral aterio- 
sclerosis, representing 30.6 per cent of all 


Irish-born first admissions, and giving an 
average annual rate of 107.1 per 100,000 
population. 

These psychoses represented 14.9 per cent 
of total first admissions among native 
whites, or a rate of 15.4, Such differences 
among Irish-born and native-born are ob- 
viously due to variations in age structures. 
OF the former, 30 per cent were aged 65 


TABLE 8 


First admissions with psychoses with cerebral arteriosclerosis, born in 
in Ireland, to all hospitals for mental disease in New York 
State, 1949-1951, classified according to age 


Average annual rate per 
Number Percent 100,900 population 
Age es 

(years) Males Females Total Males Females Total Males Females ‘Total 
——— ee IU 
45-49 f 4 4 ss 1.2 0.7 ihe SOS 5.7 
50-54 6 2 8 23 06 1.3 B10: ays TSS 
55-59 14 18 27 53 38.8 45 57.2 38.6 46.4 
60-64 25 39 64 9.5 5 © 10.7 97.9 114.4 107.4 
65-69 êl 85 146 23.3. 25.1 24.8 253.6 292.2 234.3 
70-74 62 75 137 3.7 32" ste 837.5 256.9 287.9 
75 and over 94 120 214 35.9 35.5 35.7 451.9 312.8 361.3 
Total 262 338 600 100.0 100.0 100.0 113.6 102.5 107.1 


and over. Only 6 per cent of the native- 
born were in this age range. It is neces- 
sary, therefore, to standardize the rates, and 
the results are shown in Table 9. 

The Irish-born had a standardized rate 
of 105.9 per 100,000, which differed signifi- 
cantly from the rate of 68.8 for native 
whites. The rate for Irish-born was also 
significantly in excess of that for all 
foreign-born whites. Irish-born males and 
females each had a significantly higher rate 
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to 1. The relative excess was greater for 
Irish-born females, who had a rate of 97.6, 
compared with 68.9 for native-born females, 

We conclude that the Irish-born had a 
significantly higher rate of first admissions 
with psychoses with cerebral arteriosclero- 
sis than native whites, They also exceeded 
all foreign-born whites in this respect. 
However, the latter had a lower rate than 
native whites, although the difference is not 
significant. 


TABLE 9 


Average annual standardized * rates of first admissions with psychoses 
with cerebral arteriosclerosis, to all hospitals for mental disease 
in New York State, per 100,000 population, 1949-1951, 
among Irish-born, and selected nativity groups 


Males Females Total 
Ratio to Ratio to Ratio to 
Nativity Rate native Rate native Rate native 
Treland 112.49. 34 1.49 91,927.20 1.64 105.95,88 1.54 
All foreign-born 78.71.95 1.04 66,321.82 1,18 76.841,87 LU 
Native 75.40.74 1.00 56.041.833 1.00 68.8+1.08 1.00 


* White population of New York State aged 45 years and over on April 1, 1950 (in intervals of 5 


years) taken as standard, 


than corresponding groups of native-born, 
but the excess was relatively greater for 
Irish-born females, 

Because of the association of high rates 
of psychoses with cerebral arteriosclerosis 
with high degrees of urbanization, we shall 
make a further comparison, limited to New 
York City. 

The average annual standardized rates 
in New York City increased to 110.7 for 
Irish-born and to 83.2 for native whites. 
The difference is statistically significant, 
but the excess dropped to 38 per cent. The 
Tates were 116.3 and 90.7 for Irish-born and 
native males, respectively, a ratio of 1.28 


Senile Psychoses 

There were 530 Irish-born first admis- 
sions with senile psychoses, representing 27 
per cent of all first admissions, with an 
average annual rate of 94.6 per 100,000 
population. 

This differed significantly from native 
whites, among whom the senile psychoses 
represented only 10.4 per cent of the total 
first admissions, with an average annual 
rate of 10.8. As with psychoses with cere- 
bral arteriosclerosis, the difference was ob- 
viously associated with the proportion of 
aged in the two populations. Standardized 
rates are therefore shown in Table 11. 
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TABLE 10 


First admissions with senile 


psychoses, born in Ireland, to 


all hospitals for mental disease in New York State, 
1949-1951, classified according to age 


Number 

Age ————— 

(years) Males Females Total 
Under 50 aa af 
50-54 1 1 
55-59 she 2 2 
60-64 2 6 8 
65-69 13 43 56 
70-74 $2 63 95 
75 and over 113 255 368 
Total 160 370 530 


Average annual rate per 


Per cent 100,000 population 
Males Females Total Males Females Total 
0.3 0.2 8.1 1.7 
A 0.5 0.4 a 5.9 3.4 
1.3 1.6 1.5 11.4 17.6 13.4 
8.1 11.6 10.6 54.1 112.4 89.9 
20.0 17.0 17.9 174.1 215.8 199.6 
70.6 68.9 69.4 543.2 663.6 621.3 
100.0 100.0 100.0 69.4 112.3 94.6 


The Irish-born had a standardized rate 
of 76.3 per 100,000, compared with 46.0 for 
native whites. The former was signifi- 
cantly in excess by 66 per cent. The excess 
was especially marked for Irish-born fe- 
males, Rates for Irish-born exceeded those 
for all foreign-born whites. The latter had 
a significantly higher rate than native born. 

The incidence of senile psychoses is 
greater in cities. The greater concentra- 
tion of Irish-born in cities must therefore 


be considered. An approximation to 
standardization for gross environmental 
differences will be made by using standard- 
ized rates for New York City. 


The Irish-born had a standardized rate 
of 76.2, which was almost the same as their — 


rate for the entire state. Native-born 
whites, however, had a rate of 64.9 in New 
York City, which reduced the excess of the 
Irish-born to 17 per cent. The difference 
is not statistically significant, however. 


TABLE 11 


Average annual standardized * rates of first admissions with senile 
psychoses to all hospitals for mental disease in New York State, 
per 100,000 population, 1949-1951, among Irish-born, 
and selected nativity groups 


Males Females Total 
Ratio to Ratio to Ratio to 
Nativity Rate native Rate native Rate native 
Treland 58.06.72 1.59 78.4+6.64 1.77 76.34.09 1.66 
All foreign-born 44.8+1.48 1.23 59.41.72 1.34 59.941.28 1.30 
Native 36.41.14 1.00 44,241.18 1.00 46.00.88 1.00 


* White population of New York State aged 45 years and over on April 1, 1950 (in intervals of 5 


years) taken as standard. 
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Irish-born males and females each had 
higher rates than native whites of corre- 
sponding sex. ‘The differences were not sta- 
tistically significant, however. 

Thus, Irish-born had higher rates of first 
admissions with senile psychoses than either 
all foreign-born whites or native whites. 
Larger frequencies are needed, however, 
to provide more stable rates of first admis- 
sions. 
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against 62 per cent of the Irish-born. The 
rates were therefore adjusted with respect 
to age and sex proportions, and are sum- 
marized in Table 13. 

The standardized rates were 32.0 and 21.4 
for Irish-born and native whites, respec- 
tively. The difference is statistically signifi- 
cant. This was due primarily to the differ- 
ence among females. Irish-born females had 
a rate of 47.6, compared with 29.0 for native 


TABLE 12 


First admissions with involutional psychoses, born in Ireland, 
to all hospitals for mental disease in New York State, 
1949-1951, classified according to age 


Average annual rate per 
Number Per cent 100,000 population 
Age 

(years) Males Females Total Males Females Total Males Females Total 

Under 30 
30-34 Si n $3 ue ne ey Pa Pie 
35-39 te 1 1 0.8 0.6 ne 4.2 3.0 
40-44 1 16 17 2.6 12.8 10.4 3.4 40.8 25.0 
45—49 4 33 37 10.3 26.4 22.6 11.9 89.4 52.4 
50-54 10 30 40 25.6 24.0 24.4 34.9 94.4 66.2 
55-59 9 24 33 23.1 19.2 20.1 36.8 71.2 56.7 
60-64 10 13 23 25.6 10.4 14.0 39.2 38.1 38.6 
65-69 5 6 11 12.8 4.8 6.7 20.8 15.7 17.7 
70-74 Fi 1 1 0.8 0.6 Ks 3.4 2.1 
75 and over ike 1 1 0.8 0.6 My 2.6 1.7 
Total 39 125 164 100.0 100.0 100.0 16.9 37.9 29.8 


Involutional Psychoses 

There were 164 Irish-born first admis- 
sions with inyolutional psychoses in 1949- 
1951, or 8.4 per cent of the total, with an 
average annual rate of 29.3 per 100,000 
population. 

These psychoses included 7.6 per cent of 
all native white first admissions, with a cor- 
responding rate of 7.9. The difference 
is associated with the age structures of the 
two populations. Of the native whites, 
only 33 per cent were aged 35 to 64, as 


females. The corresponding rates for males 
were 17.2 and 14.4, respectively, but the 
difference is not significant. The Irish- 
born also had a higher rate than all foreign- 
born whites, but the difference was not 
statistically significant. 

First admissions with involutional psy- 
choses have a higher incidence among ur- 
ban populations, and are especially high 
in New York City, where there is a heavy 
concentration of Irish-born. 

Standardized rates for New York City 
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TABLE 13 


Average annual standardized * rates of first admissions with involu- 
tional psychoses to all hospitals for mental disease in New York 
State, per 100,000 population, 1949-1951, among 
Trish-born and selected nativity groups 


Males Females Total 
Ratio to Ratio to Ratio to 
Nativity Rate native Rate native Rate native 
Ireland 17.2+3.32 1.19 47.6+4.61 1.64 32.02.90 1.49 
All foreign-born 17.90.86 1.24 42.01.31 1.44 29.50.78 1.38 
Native 14.40.56 1.00 29.00.74 1.00 21.40.47 1.00 


* White population of New York State aged 35 years and over on April 1, 1950 (in intervals of 5 
years) taken as standard. 


were all higher than corresponding rates ference between Irish-born and all foreign- 
for the state as a whole, but the relative ex- born whites was not significant. 

cess of the rates for Irish-born was reduced. We conclude that the incidence of in- 
The differences remained significantly high, volutional psychoses did not differ signifi- 
especially for Irish-born females. The dif- cantly among Irish-born males and native 


TABLE 14 


First admissions with manic-depressive psychoses, born in 
Treland, to all hospitals for mental disease in New York 
State, 1949-1951, classified according to age 


Average annual rate per 


Number Per cent 100,000 population 

Age —————— Vana oe ee 

(years) Males Females Total Males Females Total Males Females Total 
Under 15 
15-19 no «s sc, ae te ce os os os 
20-24 . 1 1 wa 3.5 2.5 16.1 10.0 
25-29 te 1 1 3.5 2.5 14.0 7.4 
30-34 ae by + oe 
35-39 Be 7 7 $ 24.1 17.5 +. 29.3 21.1 
40-44 , 2 7 9 18.2 24.1 22.5 6.9 17.9 13.2 
45-49 2 5 7 18.2 17.2 17.5 5.9 13.6 9:9) 
50-54 3 2 5 27.3 6.9 12.5 10.4 6.3 8.3 
55-59 1 1 2 9.1 3.5 5.0 4.1 3.0 3.4 
60-64 2 2 4 18.2 6.9 10.0 7.8 5.9 6.7 
65-69 1 2 3 ot 6.9 7.5 4.2 5.2 4.9 
70-74 1 1 35 2.5 3.4 2.1 
75 and over >. 

Total l1 29 40 100.0 100.0 100.0 4.8 8.8 7.1 
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males, Irish-born females, however, had a 
significantly higher rate than native females. 


Manic-Depressive Psychoses 


There were 40 Irish-born first admissions 
with manic-depressive psychoses during 
1949-1951. They represented 2 per cent 
of the total Irish-born first admissions, and 
provided an average annual rate of 7.1 per 
100,000 population. Native-born whites 
had a corresponding rate of 5.2. 

As with other groups of psychoses, the 
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cantly from those for all foreign-born 
whites. 

The Irish-born are predominantly an ur- 
ban population. Consideration must be 
given to the possible effect of excessive ur- 
banization. For reasons explained previ- 
ously, adjustments for such environmental 
differences will be approximated by limit- 
ing comparisons to New York City. 

The standardized rates for New York 
City did not differ essentially from those for 
the entire state. Irish-born males had a 


TABLE 15 


Average annual standardized * rates of first admissions with manic- 
depressive psychoses to all hospitals for mental disease in New 
York State, per 100,000 population, 1949-1951, among 
Irish-born, and selected nativity groups 


Males 
Ratio to 
Nativity Rate native 
Treland 3.2+1.37 0.63 
All foreign-born 4.80.42 0.94 
Native 5.10.24 1.00 


* White population of New York State aged 15 
years) taken as standard. 


difference was partly due to the contrast- 
ing age structures of the two populations. 
OF the Irish-born population, only 18 per 
cent were under age 40 compared with 69 
per cent of the native whites. Adjustments 
for this difference are given in Table 15. 
The Irish-born had a standardized rate 
of 6.9 per 100,000 population. Native 
whites had a rate of 7.1, but the difference 
is not significant. The rate for Irish-born 
males was only 63 per cent of that for native 
males. The rate for Irish-born females was 
in excess by 16 per cent. Neither differ- 
ence is statistically significant, however. 
Rates for Irish-born did not differ signifi- 


Females Total 
Ratio to Ratio to 
Rate native Rate native 
10.42.07 1.16 6.91.30 0.97 
10.60.62 1.18 7.70.38 1.08 
9.00.31 1.00 7.10.20 1.00 


years and over on April 1, 1950 (in intervals of 5 


lower rate than native whites, and Irish- 
born females had a higher rate, but the 
differences were not significant. For con- 
stant age and sex proportions, the rates 
were 7.4 for total Irish-born and 7.3 for 
total native whites. 

We conclude that there was no signifi- 
cant difference in relative incidence of 
manic-depressive psychoses between Irish- 
born and native-born. 


Dementia Praecox 


There were 189 Irish-born first admissions 
with dementia praecox during 1949-1951, 
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TABLE 16 


First admissions with dementia praecox, born in Ireland, to all 
hospitals for mental disease in New York State, 1949-1951, 
classified according to age 


Average annual rate per 

Number Percent 100,000 population 
Age —_—_—_—_—_—_—_—— Se “Sh ANE 
(years) Males Females Total Males Females Total Males Females Total 
Under 10 . a a . : . 5 . 
10-14 + + “* ae s. . ry on oy 
15-19 1 1 2 1.8 0.9 1.1 114.2 50.6 70.1 
20-24 4 s 7 5.3 2.6 3.7 103.8 48.4 69.7 
25-29 9 8 17 12.0 7.0 9.0 139.9 111.9 125.1 
30-4 8 5 LLI 10.7 2.6 5.8 161.3 89.1 87.0 
35-99 8 16 a 10.7 14.0 12.7 86.5 67.0 72.7 
40-44 18 25 4s 24.0 21.9 22.8 62.5 63.8 63.8 
4549 8 23 sı 10.7 20.2 16.4 23.8 62.4 44.0 
50-54 n 15 26 14.7 18.2 13.8 38.4 47.2 43.1 
55-59 2 8 10 2.7 7.0 53 8.2 23.7 17.2 
60-64 5 5 10 6.7 44 5.8 19.6 14.7 16.8 
65-69 . 3 5 . 2.6 1.6 a 7.8 4.8 
70-74 e 2 2 .. 1.8 Li . 6.8 4.2 
75 and over 1 1 2 1.3 0.9 11 4.8 2.6 3.4 
Unascertained * 1 1 . 0.9 0.5 . e 2 
ee 
Total % 4 189 100.0 100.0 100.0 $2.5 4.6 33.7 
eee 


Table 17. 

The standardized rates per 100,000 popu- 
lation were 60.2 and 41.8 for Irish-born and 
native whites, respectively. The difference 
is significant. The difference was even 
greater among the male groups. Irish-born 
females also had a higher rate than native 
females, but the difference was not signifi- 
cant. 


Comparisons limited to New York City 
did not result in substantial changes, except 
that the relative spread in the rates was 
reduced. 

Irish-born from New York City had a 
standardized rate of 64.8, compared with 
48.9 for native whites. The rate for Irish- 
born males, 68.9, exceeded that for native 
males by 40 per cent. The rate for Irish- 
born females was in excess by 14 per cent. 
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TABLE 17 7 


Average annual standardized * rates of first admissions with dementia 
praecox to all hospitals for mental disease in New York State, 
per 100,000 population, 1949-1951, among Irish-born, 
and selected nativity groups 


Males Females Total 
Ratio to Ratio to Ratio to 
Nativity Rate native Rate native Rate native 
Ireland 71.26.50 1.70 50.16.76 1.28 60,225,069 1460 
All foreign-born 57.21.46 1.87 50,321.36 1.24 52.70.99 1.28 
Native 41.80.70 1.00 40.60.65 1,00 41,320.48 1,00 


* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 
years) taken as standard. 


PART II 
Native-born of Irish Parentage 


The United States Bureau of the Census 
defines foreign white stock as consisting of 


white foreign-born and native whites of 
foreign parentage. The latter include 
natives of mixed parentage, that is, one 
parent native, the other foreign-born, 

On this basis, there were 478, 745 native- 


TABLE 18 


Native white first admissions, parents born in Ireland, to all hospites MA 
for mental disease in New York State, 1949-1951, classifie ; 
according to mental disorders 


Average annual rate per 
Number Per cent 100,000 population — 
Mental disorders Males Females Total Males Females Total Males Females Total 
General paresis 23 13 36 1.5 0.7 11 34 1.6 24 
Alcoholic psychoses 220 70 290 14.5 3.9 8.8 33.1 6.9 199 
Psychoses with cere- 
bral arterio- 
sclerosis 326 462 788 21.5 2.0 23.9 49.0 584 Ma 
Senile 195 447 642 12.8 25.2 19.4 2.3 65 Wd 
Involutional 105 208 313 6.9 11.7 9.5 ue rr | a 
Manic-depressive 28 59 87 1.8 3.3 2.6 A A ae 
Dementia praecox 312 290 602 20.5 16.3 18.9 69 WI ALD 
310 228 538 20.4 12.8 16.8 6.6 88 37.0 
Total 1519 1,777 329 100.0 100.0 100.0 234 2.7 24 
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TABLE 19 


Native white first admissions, parents born in Ireland, to all hospitals 
for mental disease in New York State, 1949-1951, 
classified according to age 


Average annual rate per 


Number Per cent 100,000 population 
Age IPT) Gee set 

poe Males Females Total Males Females Total Males Females Total 
Under 10 .. . .. on a . ve ng a. 
10-14 7 4 ll 0.4 0.2 0.3 21.9 12.6 17.3 
15-19 34 27 6l 2.2 1.5 1.9 94.3 75.3. 84.8 
20-24 72 52 124 4.7 2.9 3.8 205.0 136.3 169.2 
25-29 74 66 140 4.9 3.7 4.2 186.4 157.8 171.7 
80-34 70 85 155 4.6 4.8 4.7 154.83 162.2 158.5 
385-39 89 94 183 5.9 5.3 5.6 166.1 158.2 162.0 
40-44 128 130 253 8.1 7.3 7.7 202.8 187.4 194.4 
45-49 182 115 247 8.7 6.5 7.4 205.2 161.9 182.5 
50-54 181 128 259 8.6 7.2 7.9 200.6 167.7 182.9 
55-59 147 105 252 9.7 5.9 7.6 264.0 158.5 206.7 
60-64 116 120 236 7.6 6.8 7.2 263.8 209.7 233.2 
65-69 121 116 237 8.0 6.5 7.2 341.8 212.9 263.6 
70-74 189 203 $42 9.2 11.4 10.4 500.8 463,1 477.7 
75 and over 264 580 794 17.4 29.8 24.1 872.8 995.2 950.8 
Unascertained 2 2 : 0.1 0.1 E Bs ae 
Total 1519 1,777 3,296 100.0 100.0 100.0 228.4 224.7 226.4 


born of Irish parentage in New York State 
on April 1, 1950,10 the fourth largest con- 
tingent of native-born of foreign parentage 
in the state. The ethnic homogeneity of 
this population may be regarded as high 
in view of the fact that assortative mating is 
the usual marriage pattern among the 
parents. Some support is seen in statistics 
of native-born first admissions of Irish par- 
entage. In sixty-five per cent of the cases, 
both parents were born in Ireland. 
Therefore, both the Irish-born and 
natives of Irish parentage may be considered 
to constitute a common stock. Any differ- 
ences between them in the incidence of 
mental disease must therefore be attributed 


10 Ibid., p. 77. 
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to social and other environmental factors 
rather than to ethnic variations, 

There were 3,296 native first admissions 
of Irish parentage to all hospitals for mental 
disease in New York State during the three — 
years 1949-1951, inclusive. The leading 
diagnosis was psychoses with cerebral arte- 
riosclerosis, which included 788 cases, or 
23.9 per cent of total first admissions for 
this group. Senile psychoses included 642 
first admissions, or 19.4 per cent. Together — 
they included 43.3 per cent of the total. 
The corresponding percentage for the 
foreign-born Irish was 57.7. 

On the other hand, dementia praecox 
included 18.3 per cent of the total first 
admissions among the second generation 
Irish, but only 9.6 per cent of the Irish-born. 


Similiar differences are seen with respect to 
the average annual rates of first admissions. 
The rates for psychoses with cerebral arte- 
riosclerosis were 54.1 and 107.1 per 100,000 
for those of Irish parentage and those of 
Trish birth, respectively. For the senile psy- 
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former had lower rates. (See Table 20). 

It is therefore necessary to adjust the 
summary rates with respect to variations in 
sex and age proportions. Such data were 
not given by the census of 1950 for Irish in 
New York State, but an approximation 


TABLE 20 


Average annual rates of first admissions to all hospitals for mental 
disease in New York State, per 100,000 population, 1949-1951, 
among native-born of Irish parentage * and Irish-born, 
classified according to age 


Native-born of Irish 


parentage® Born in Ireland Ratio™ to™ 

Age 

(years) Males Females Total Males Females Total Males Females Total 
Under 15 9.8 5.6 7.7 58 ee 35 En ‘6 es 
15-19 94.3 75.3 84.8 114.2 151.7 140.2 0.83 0.50 0.60 
20-24 205.0 136.3 169.2 129.8 96.9 109.4 1.58 1.41 1.54 
25-29 186.4 157.8 171.7 135.4 153.8 154.6 1.20 1.03 111 
80-84 154.3 162.2 158.5 161.8 104.2 126.6 0.96 1.56 1.25 
85-39 166.1 158.2 162.0 129.7 129.7 129.7 1.28 1.22 1,24 
40-44 202.3 187.4 194.4 187.6 176.1 181.0 1.08 1.06 1.07 
45-49 205.2 161.9 182.5 181.4 241.38 212.8 1.18 0.67 0.86 
50-54 200.6 167.7 182.9 290.0 242.4 264.9 0.69 0.69 0.69 
55-59 264.0 158.5 206.7 282.0 210.6 240.6 0.94 0.75 0.86 
60-64 263.8 209.7 233.2 305.6 240.6 268.4 0.86 0.87 0.87 
65-69 341.8 212.9 263.6 519.7 397.3 444.5 0.66 0.54 0.59 
70-74 500.8 463.1 477.7 549.4 513.7 — 527.5 0.91 0.90 0.91 
75 and over 872.8 995.2 950.8 1,052.8 999.3 1,018.1 0.83 1.00 0.93 
All ages 228.4 224.7 226.4 358.1 344.1 349.8 0.64 0.65 0.64 


a a 


* Includes one parent native, the other born in Ireland. 


choses the corresponding rates were 44.1 and 
94.6, respectively. For dementia praecox 
they were 41.8 and 33.7, respectively. For 
total first admissions, the rates were 226.4 
and $49.8, respectively, the latter being in 
excess by 54 per cent. 

Such differences are obviously due to 
varying age structures of the two popula- 
tions. Differences in age specific rates were 
generally of a lower order. Below age 45, 
natives of Irish parentage had a higher 
Tate than Irish-born. At older ages, the 


for natives of Irish parentage was obtained 
by assuming the same age and sex distribu- 
tion as for natives of Irish parentage in the 
Middle Atlantic division.“ 

There were 811,635 natives of Irish 
parentage in this division, of whom 478,- 
745, or 59 per cent were in New York State. 
It is probable, therefore, that the age dis- 
tribution for second generation Irish in 
New York State does not differ signifi- 


11 Ibid, p. 95. 
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cantly from that for the corresponding 
population in the Middle Atlantic division. 
On this basis, standardized rates of first 
admissions were obtained and summarized 
in Table 21. 

Natives of Irish parentage had an average 
annual standardized rate of 220.2 per 
100,000, compared with 123.2 for natives of 
native parentage. 

The former was in significant excess by 
79 per cent. The rate for those of Irish 
parentage also exceeded that for all natives 
of foreign parentage, and the latter in turn 
exceeded that for natives of native parent- 
age. The same order of difference occurred 
in comparisons for each sex. 

It is necessary, as explained in previous 
sections, to make an adjustment with re- 
spect to urban-rural distribution. Because 
of the lack of complete data, this had to be 
limited to New York City. This is of 
importance, since 64 per cent of natives of 
Irish parentage in New York State were 
living in New York City on April 1, 1950, 
compared with 47 per cent for all native 
whites. The age distribution of second 
generation Irish was obtained by assuming 
it to be the same as that for the similar 


TABLE 21 


Average annual standardized * rates of first admissions to all hospitals 
for mental disease in New York State, per 100,000 population, 
1949-1951, among native-born of Irish parentage, and 

i selected nativity groups 


Males 
Nativity Ratio to 
of parents Rate native 
Ireland 228.4+7.22 1.80 
All foreign-born 201.942 .28 1.59 
Native 126.91 .64 1.00 


Por SS SESS RE TSUN Ser SS A ee, 
* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 


years) taken as standard. 
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194.36.07 1.67 
177.04+2.03 1.52 
116.34+1.49 1.00 


generation of Irish in the urbanized part 
of the Middle Atlantic division. There 
were 811,635 native whites of Irish parent- 
age in this division on April 1, 1950, of 
whom 38 per cent were in New York City. 
This indicates a greater dispersion through- 
out the Middle Atlantic division than was 
true of Italians, for example. But the age 
distribution was used on the assumption 
that it gave a good approximation to that 
for second generation Irish in New York — 
City. Age-specific rates were computed and 
then used in standardizing rates of first — 
admissions from New York City. 
Natives of Irish parentage had a stand- 
ardized rate of 212.6 per 100,000, compared 
with 125.9 for natives of native parentage. | 
This is a significant difference. Native 
males of Irish parentage had a higher rate 
than all native males of foreign parentage, — 
and both had higher rates than native 
males of native parentage. Similar results — 
were found for females. abies, 
Native whites of Irish parentage had a 
crude rate of first admissions of 226.4 per 
100,000, which exceeded the crude rate for 
natives of native parentage by 193 per cent. 
When standardized for age and sex, the 


Females Total 


Ratio to 
native 


Ratio to 


Rate native 


Rate 
220.2+4.78 1.79 
197.84+1.56 1.61 
123.2+1.11 1.00 


j 


> 
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TABLE 22 


Average annual rates of first admissions to all hospitals for mental ~ 
disease in New York State, per 100,000 population, 1949-1951, 
among native whites of native parentage and native whites 
of Irish parentage,* classified according to age 


Native of native Native of Irish 
parentage‘ parentage * % Ratio to 

Age 

(years) Males Females Total Males Females Total Males Females Total 
Under 15 6.2 2.9 4.6 9.8 5.6 7.7 0.63 0.52 0.60 
15-19 69.6 63.0 66.3 94.3 75.3 84.8 0.74 0.84 0.78 
20-24 119.7 81.3 99.4 205.0 136.3 169.2 0.58 0.60 0.59 
25-29 110.4 97.6 103.7 186.4 157.8 171.7 0.59 0.62 0.60 
80-34 92.2 99.6 96.1 154.3 162.2 158.5 0.60 0.61 0.61 
35-39 104.4 108.2 106.4 166.1 158.2 162.0 0.63 0.68 0.66 
40-44 103.8 105.1 104.4 202.3 187.4 194.4 0.51 0.56 0.54 
45-49 108.3 105.9 107.1 205.2 161.9 182.5 0.53 0.65 0.59 
50-54 114.9 96.6 105.4 200.6 167.7 182.9 0.57 0.58 0.58 
55-59 120.6 114.1 117.2 264.0 158.5 206.7 0.46 0.72 0.57 
60-64 140.9 122.7 131.3 263.8 209.7 233.2 0.54 0.59 0.56 
65-69 163.3 185.2 148.2 341.8 212.9 263.6 0.48 0.64 0.56 
70-74 262.8 223.3 240.4 500.8 463.1 477.7 0.52 0.48 0.50 
‘75 and over 507.5 490.1 497.1 872.8 995.2 950.8 0.58 0.49 0.52 
All ages 78.1 76.3 77.2 228.4 224.7 226.4 0.34 0.34 0.34 


* Includes one parent native, the other born in Ireland. 


excess was reduced to 79 per cent. In New 
York City, the excess amounted to 69 per 
cent. 

Thus, even after important statistical 
adjustments, it remained clear that second 
generation Irish in New York State had a 
higher rate of first admissions than natives 
of native parentage. They also had a 
higher rate than all natives of foreign 
parentage. Compared to foreign-born 
Trish, second-generation Irish had a lower 
Tate. 


General Paresis 


The Irish-born population of New York 
State had only 8 first admissions with 
general paresis during 1949-1951, or 0.4 per 
cent of all first admissions. There were 36 
such first admissions among natives of Irish 


parentage, or 1.1 per cent of all first ad- 
missions. The corresponding crude rates 
were 1.4 and 2.4, per 100,000, respectively. 
Native whites of native parentage had a 
rate of 0.9 

Because the corresponding general popu- 
lations differed in their age structures, it 
is necessary to adjust in this respect, since 
the relative incidence of general paresis is 
correlated with age. Standardized rates of 
general paresis for New York State are 
shown in Table 24. 

Natives of Irish parentage had a standard- 
ized rate of 2.4 per 100,000 population, 
This did not differ significantly from the 
rate for all native whites of foreign parent- 
age, but both exceeded the rate for natives 
of native parentage. 

The incidence of general paresis is high 
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TABLE 23 


Native white first admissions with general paresis, parents born in 
Treland, to all hospitals for mental disease in New York State, 
1949-1951, classified according to age 


Average annual rate per 
Number Per cent 100,000 population 
Age Sa Ry ge TE Sorat 
(jeans) Males Females Total Males Females Total Males Females Total | 
Under 15 . . + oy . on as a . 
15-19 > 1 1 . 7.7 2.8 a 2.8 1.4 
20-24 si F 
25-29 ʻi . Ka “ 
30-34 1 1 4.3 2.8 2.2 1.0 
35-39 1 - 1 4.3 2.8 1.9 ws 0.9 
40-44 3 3 6 13.1 23.1 16.7 4.9 4.3 4.6 
4549 3 1 4 13.1 7.7 11.1 4.7 1.4 3.0 
50-54 4 1 5 17.4 7.7 13.9 6.1 1.3 3.5 
55-59 4 4 8 17.4 30.8 22.2 7,2 6.0 6.6 
60-64 3 1 4 13.1 7.7 11.1 6.8 1.7 4.0 
65-69 1 1 2 4.3 7.7 5.6 2.8 1.8 2.2 
70-74 2 1 3 8.7 7.7 8.3 7.2 2.8 4.2 
75 and over 1 1 4.3 2.8 3.3 1.2 
Total 23 13 36 100.0 100.0 100.0 3.4 1.6 2.4 


in urban areas, and is especially high in comparison for New York City is desirable. 
New York City. Since 64 per cent of the Second generation Irish had a standard- 
second generation Irish in New York State ized rate of general paresis of 2.6 per 
were living in New York City, compared 100,000 in New York City, compared with 
with 47 per cent of all native whites, a 1.7 for natives of native parentage. The 


TABLE 24 


Average annual standardized * rates of first admissions with general 
paresis to all hospitals for mental disease in New York State, per 
100,000 population, 1949-1951, among native-born of 
Trish parentage, and selected nativity groups 


Males Females Total 
Nativity Ratio to Ratio to Ratio to 
of parents Rate native Rate native Rate native 
Ireland 3.3+0.87 1.50 1.6+0.56 1.45 2.4+0.51 1.50 
All foreign-born 3.2+0.29 1.45 1.40.18 1.27 2.30.17 1.44 
Native 2.2+0.22 1.00 1.1+0.14 1.00 1.6+0.13 1.00 


_  *White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 j 
| years) taken as standard. 
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rates were slightly higher for New York 
City than for the state. 

Native males of Irish parentage had the 
relatively high rate of 4.3, whereas the rate 
for native females of Irish parentage did 
not differ significantly from that for native 
females of native parentage. 

Rates of first admissions with general 
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parentage in New York State during 1949- 
1951. They represented 8.8 per cent of all 
first admissions in that group, and a rate 
of 19.9 per 100,000 corresponding popula- 
tion. 

This exceeded the crude rate of 4.4 for 
natives of native parentage, but was less 
than the corresponding rate for foreign- 


TABLE 25 


Native white first admissions with alcoholic psychoses, parents born 
in Ireland, to all hospitals for mental disease in New York 
State, 1949-1951, classified according to age 


Average annual rate per 

Number Per cent 100,000 population 

Age PEALE Sete EA EAN ad i 

(years) Males Females Total Males Females Total Males Females Total 
Under 20 Ns A x Me BS of 
20-24 1 1 0.4 i 0.3 2.8 Y, 1.4 
25-29 2 b 2 0.9 pa 0.7 5.0 Fi 2.4 
30-34 y 7 3 10 3.2 4.3 3.4 15.4 5.7 10.2 
35-39 7 6 13 3.2 8.6 4.4 13.1 10.1 WB 
40-44 31 25 56 14.1 35.7. 19.8 51.0 36.0 43.0 
45-49 40 1l 51 18.2 15.7 17.6 62.2 14.8 87.7 
50-54 39 9 48 17.7 12.9 16.6 59.7 11.8 83.9 
55-59 46 10 56 20.9 14.3 19.3 82.6 15.1 45.9 
60-64 25 2 27 11.4 2.9 9.3 56.9 3.5 26.7 
65-69 15 4 19 6.8 5.7 6.6 42.4 E e A E $ 
70-74 5 ike 5 2.3 A 1.7 18.0 y 7.0 
75 and over 2 a 2 0.9 0.7 6.6 2.4 
Total 220 70 290 100.0 100.0 100.0 33.1° 8.9 19.9 


born Irish. These differences are artifacts 
of the age distributions of the several popu- 
lations. Standardized rates for New York 
State are given in Table 26. 

The excessive rate of alcoholic psychoses 
among natives of Irish parentage is evident. 
They had a rate of 21.7 per 100,000 popula- 
tion, compared with 8.4 for natives of native 
parentage. Their rate was almost twice 
that for all native whites of foreign parent- 
age. Among males, the rate for natives of 
Irish parentage was 34.4, compared with 
13.9 for native males of native parentage, 
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paresis were undoubtedly significantly low 
among Irish-born. The large number of 


_ admissions among natives of Irish parentage 
_ Was responsible for a higher rate than that 
! for all natives of foreign parentage, and for 


a significantly higher rate than that for 
_ Natives of native parentage. This was due 
toa relatively high rate among native males 
of Irish parentage. 


Alcoholic Psychoses 


There were 290 first admissions with 
alcoholic psychoses among natives of Irish 


TABLE 26 


Average annual standardized * rates of first admissions with alcoholic 
psychoses to all hospitals for mental disease in New York State, 
per 100,000 population, 1949-1951, among native-born of 
of Irish parentage, and selected nativity groups 


Males Females Total 
Nativity Ratio to Ratio to Ratio to 
of parents Rate native Rate native Rate native 
Treland 34.42.90 2.47 10.11.42 2.90 21.71.54 2.58 
All foreign-born 19.90.74 1.43 4.60.34 1.31 11.90.40 1.42 
Native 13.90.58 1.00 3.50.28 1.00 8.4+0,31 1.00 


* White population of New York State aged 20 years and over on April 1, 1950 (in intervals of 5 


years) taken as standard. 


a ratio of 2.47 to 1. The excess was greater 
for native females of Irish parentage, the 
ratio being 2.90 to 1. 

The alcoholic psychoses have a high inci- 
dence in New York City, where the Irish 
are heavily concentrated. The rate is in- 
fluenced by the pressures of a dense urban 


environment. A further comparison is 
therefore added, using standardized rates 
for New York City. 

Native whites of Irish parentage had a 
standardized rate of 26.6 per 100,000 in 
New York City, compared with 9.9 for 
natives of native parentage, a ratio of 2.69 


TABLE 27 


Native white first admissions with psychoses with cerebral arterio- 
sclerosis, parents born in Ireland, to all hospitals for mental 
disease in New York State, 1949-1951, classified 
according to age 


Average annual rate per 
Number Per cent 100,000 population 

Age 
(years) Males Females Total Males Females Total Males Females Total 
Under 40 =. eet oe be es ey, we 
40-44 ot 3 3 0.6 0.4 4.3 2.3 
50-54 6 8 14 1.8 1.7 1.8 9.2 10.4 9.9 
55-59 20 17 37 6.1 3.7 4.7 35.9 25.7 30.4 
60-64 37 63 100 11.4 13.6 12.7 84.1 110.1 98.8 
65-69 65 71 136 19.9 15.4 17.3 183.6 130.3 151.3 
70-74 75 106 181 23.0 22.9 23.0 270.2 241.8 252.8 
75 and over 123 194 317 37.7 42.0 40.2 406.6 364.3 379.6 
Total 326 462 788 100.0 100.0 100.0 49.0 58.4 54.1 


1. Thus, the disparity in rates was 
reater in New York City than for the 
yhole state. Second generation Irish males 
ind females both showed significantly 
ligher rates of first admissions with alco- 
holic psychoses than natives of native 


_ Thus, largely on the basis of social tradi- 


tion, the stimulus to heavy alcoholic addic- 
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obvious reason for the difference in the 
rates. Adjusted rates of psychoses with 
cerebral arteriosclerosis are therefore shown 
in Table 28. 

Those of Irish parentage had lower rates 
than all whites of foreign parentage. But 
they had significantly higher rates than 
natives of native parentage. The difference 
was especially marked among females. 

A further comparison will be given, based 


TABLE 28 


Average annual standardized * rates of first admissions with psychoses 
© with cerebral arteriosclerosis to all hospitals for mental disease in 
ri New York State, per 100,000 population, 1949-1951, among 
native-born of Irish parentage, and selected nativity groups 


Males 
Ratio to 
Rate native 
88.5+6.12 1.59 
reign-born 1108.43.06 1.94 
55.71.86 1.00 


White population of New York State aged 45 
its) taken as standard. 


from one generation to the next. It is 
ificant, nevertheless, that the second 
ation of Irish had a lower rate than 
l€ parental generation. 


Psychoses with Cerebral Arteriosclerosis 


€ were 788 first admissions with 
Noses with cerebral arteriosclerosis 
natives of Irish parentage during 
1951, or 23.9 per cent of their total 
idmissions. 
ne average annual rate was 54.1 per 
000 population. The corresponding 
for those born in Ireland was 107.1. 
latter had a significantly higher per- 
tage aged 65 years and over, which is the 


Females Total 
Ratio to Ratio to 
Rate native Rate native 
80.05.08 2.21 88.54.03 1.86 
85.42.51 2.36 102.0+2.01 2.14 
36.2+1.41 1.00 47, 641.18 1.00 


years and over on April 1, 1950 (in intervals of 5 


upon first admissions from New York City, 
in order to approximate the urban-tural 
differential. 

Standardized rates for natives of Irish 
parentage and all natives of foreign parent- 
age were lower in New York City than in 
New York State. But standardized rates 
for the second generation of foreign stock 
remained significantly higher than those for 
natives of native parentage. The second 
generation Irish stock had lower rates than 
all natives of foreign parentage. è 

In summary, it may be said that, although. 
second generation Irish had a higher rate 
than natives of native parentage, they had 
a lower rate than foreign-born Irish. 
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TABLE 29 


Native white first admissions with senile psychoses, parents born in 
Ireland, to all hospitals for mental disease in New York State, 
1949-1951, classified according to age 


Number 
Age 
(years) Males Females Total 
Under 50 a 
50-54 1 1 
55-59 1 1 2 
60-64 5 7 12 
65-69 18 21 39 
10-74 41 84 125 
75 and over 130 332 462 
Unascertained oe 1 1 
Total 195 447 642 
Senile Psychoses 


There were 642 first admissions with 
senile psychoses among native-born of Irish 
parentage, representing 19.4 per cent of all 
first admissions. The average annual rate 
was 44.1 per 100,000 population. 

Such first admissions provided an average 
annual rate of 94.6 among Irish-born, and 
7.0 among natives of native parentage. The 


TABLE 30 


Average annual standardized * rates of first admissions with senile 
psychoses to all hospitals for mental disease in New York State, 
per 100,000 population, 1949-1951, among native-born 
of Irish parentage, and selected nativity groups 


Males 
Nativity Ratio to 
of parents Rate native 
Ireland 471.24+4.47 1.99 
All foreign-born 58.12.24 2.45 
Native 23.71.21 1.00 


Average annual rate pet 


Per cent 100,000 population : y 
Males Females Total Males Females To ta 
.. . g 
“4 0.2 0.2 4 1.3 0.7 
0.5 0.2 0.3 1.8 1,5 1 
2.6 1.6 1.9 11.4 12.2 11, 
9.2 4.7 6.1 50.8 38.5 43.4 
21.0 18.8 19.4 147.7 191.6 174%% 
66.7 74.3 72.0 429.8 623.4 553. 
. 0.2 0.2 . 
100.0 100.0 100.0 29.3 56.5 


differences in rates were obviously related 
to the varying proportions of aged in th 
populations. Rates, adjusted for such 
variations, are shown in Table 30. 

Natives of Irish parentage had a standa d- 
ized rate of 62.9 per 100,000, compared wi 
70.6 for all natives of foreign parentage: 
Both rates were significantly greater tha 
that for natives of native parentage. 


Females Total 
Ratio to Ratio te 
Rate native Rate native 
62.44.49 9.07 62.943.839 2.07 
67,842.23 2.24 70.6£1.67 2.32 
30.21.29 1.00 30.40.94 1.00. 


* White population of New York State aged 45 years and over on April 1, 1950 (in intervals ol 5 


years) taken as standard. 
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Part of the difference was associated with the rate continued in excess of that for 
the urban-rural distribution of population. natives of native parentage. 
This may be compensated for partially by 5 
limiting comparisons to New York City. Involutional Psychoses 

Natives of Irish parentage had a standard- There were 313 first admissions with in- 
ized rate of 55.2 per 100,000 in New York volutional psychoses among natives of 
City, compared with 40.3 for natives of na- Irish parentage during 1949-1951, repre- 
tive parentage. The former was in signifi- senting 9.5 per cent of their total first ad- 


TABLE 31 


Native white first admissions with involutional psychoses, parents 
born in Ireland, to all hospitals for mental disease in New 
York State, 1949-1951, classified according to age 


Average annual rate per 
Number Per cent 100,000 population 

Age Sib see AEN Cg ale. PE edit ele its, 

(years) Males Females Total Males Females Total Males Females Total 
Under 30 ti Sa 

30-34 ae g! $ A Ny 3 wa 
35-39 2 8 10 1.9 3.8 3.2 3.7 18.4 8.9 
40-44 4 26 30 3.8 12.5 9.6 6.6 37.4 23,0 
45-49 8 38 46 7.6 18.3 14.7 12.4 53.5 34.0 
50-54 26 65 91 24.8 31.3 29.1 39.8 85.2 64.8 
55-59 32 34 66 30.4 > 16.8 21.1 57.4 51.8 54,1 
60-64 19 25 44 18.1 12.0 14.1 43.2 48.7 43.4 
65-69 8 9 17 7.6 4.3 5.4 22.6 16.5 18.9 
10-74 5 2 7 4.8 1.0 2.2 18.0 4.6 9.8 
75 and over 1 1 2 1.0 0.5 0.6 3.3 1.9 2.4 
Total 105 208 313 100.0 100.0 100.0 15.8 26.3 21.5 


cant excess by 37 per cent, compared witha missions, and an average annual rate of 
Corresponding excess of 107 per cent for 21.5 per 100,000 population. 
the whole state. Foreign-born Irish had an average annual 

The excess was primarily due to the high rate of 29.3. Native whites of native parent- 
rate among native females of Irish parent- age had a rate of 5.4. As with other groups 
age. Those of Irish parentage had a lower of mental disorders, these rates were all 
Tate than all natives of foreign parentage. affected by the age proportions of the 
They also had a significantly lower rate several populations. Adjusted rates are 
than foreign-born Irish. therefore given in Table 32. 

It is evident, therefore, that there was a Natives of Irish parentage had a stand- 
Teduction in the incidence of senile psy- ardized rate of 31.8. All natives of foreign 
choses among Irish in New York State and parentage had a standardized rate of 28.4. 
New York City within a generation. But These did not difer significantly, but both 
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TABLE 32 


Average annual standardized * rates of first admissions with involun- 
tional psychoses to all hospitals for mental disease in New York 
State, per 100,000 population, 1949-1951, among native- 
born of Irish parentage, and selected nativity groups 


Males Females Total 
Nativity Ratio to Ratio to Ratio to 
of parents Rate native Rate native Rate native 
Ireland 23.22.69 2.14 40.2+3.16 1.80 $1,342.08 1,92 
All foreign-born 20.00.98 1.85 $7.641.26 1,69 28.40.80 1.74 
Native 10.80.66 1.00 22.30.89 1.00 16.80.55 1.00 


* White population of New York State aged 35 years and over on April 1, 1950 (in intervals of 5 
years) taken as standard. . 


were significantly greater than the rate for The standardized rate for natives of 
natives of native parentage. Irish parentage in New York City was 30.7 

A further adjustment for degree of ur- per 100,000. This was significantly greater 
banization may be made by standardizing than the rate for natives of native parentage 
the rates for New York City. by 70 per cent, It is clear, therefore, that 


TABLE 33 


Native white first admissions with manic-depressive psychoses, parents 
born in Ireland, to all hospitals for mental disease in New 
York State, 1949-1951, classified according to age 


Average annual rate per 
Number Percent 100,000 population 

Age m 
(years) Males Females Total Males Females Total Males Females Total 
Under 15 . ee ag Ou S3 ox a 
15-19 i 1 1 1? 1.2 2.8 1.4 
20-24 a 1 1 ne 1.7 1.2 be 2.6 1.4 
25-29 2 10 12 7.1 16.9 13,8 5.0 28.9 14.7 
30-34 4 7 ll 14.8 11.9 12.6 8.8 13.4 12.5 
35-39 1 1l 12 3.6 18.6 13.8 1.9 18.5 10.6 
40-44 5 1 16 17.9 18.6 18.4 8.2 15.9 12.3 
45-49 4 7 ll 14.3 11.9 12.6 6.2 9.9 8.1 
50-54 2 4 6 71 6.8 6.9 3.1 5.2 4.2 
55-59 3 2 5 10.7 3.4 5.7 5.4 3.0 4.1 
60-64 2 1 3 7.1 17 3.4 4.5 1.7 3.0 
65-69 8 3 6 10.7 5.1 6.9 8.4 ARRIN 
70-74 2 1 3 7.1 1.7 3.4 7.2 2.3 4.2 
75 and over oy 4 
Total 28 59 87 100.0 100.0 100.0 4.2 7.4 6.0 
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ven when adjusted for sex, age, and gross 

nvironmental differences, natives of Irish 

arentage had a higher rate of first admis- 

ions with involutional psychoses. 

Native males of Irish parentage had a` 
“higher rate than foreign-born Irish males. 

‘oreign-born Irish females, however, had 

igher rate than second generation Irish 


Manic-depressive Psychoses 


ere were 87 first admissions with ma- 
iic-depressive psychoses among natives of 
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ardized rate of 7.4 per 100,000, compared 
with 9.0 for all natives of foreign parentage, 
but the difference is not significant. Both 
rates were greater than that for natives of 
native parentage, although the difference 
between second generation Irish and natives 
of native parentage was not significant Fe- 
males had higher standardized rates than 
males. 

We shall limit the comparisons still 
further to New York City, in order to ap- 
proximate to the influence of urbanization. 

The results for New York City did not 


TABLE 34 


Average annual standardized * rates of first admissions with manic- 

depressive psychoses to all hospitals for mental disease in New 
York State, per 100,000 population, 1949-1951, among native- 
born of Irish parentage, and selected nativity groups 


* White population of New York State aged 15 
) taken as standard. 


ü parentage during 1949-1951. They 
presented 2.6 per cent of total first ad- 
ions from this population, and an aver- 
annual rate of 6.0 per 100,000. 

he corresponding rates for foreign-born 
ish and natives of native parentage were 
1 and 3.6, respectively. The contrasts are 
ly due to age differentials, 40 per cent 
Natives of Irish parentage being under 
40, compared with only 13 per cent of 
ign-born Irish, but 72 per cent of all 
whites of native parentage. There- 
Tates, adjusted for sex and age, are 

in Table 34. 


Males Females Total 
Ratio to Ratio to Ratio to 
Rate native Rate native Rate native 
4.61.03 1.12 9.71.36 1.34 7.4+0.88 1.30 
6.50.41 1.59 11.10.51 1.54 9.0+0.83 1.58 
4.1+0.29 1.00 7.2+0.37 1.00 5.7+0.24 1.00 


years and over on April 1, 1950 (in intervals of 5 


differ essentially from those for New York 
State. Natives of Irish parentage had a 
higher rate than all natives of native par- 
entage, but the difference was not signifi- 
cant. They had a lower rate than all na- 
tives of foreign parentage, although the 
difference was not significant. 

Second generation Irish in New York 
City had a lower rate than foreign-born 
Irish. This was due to a lower rate among 
native females of Irish parentage. 


Dementia Praecox 


There were 602 first admissions with de- 
mentia praecox among second generation 
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Irish during 1949-1951, representing 18.3 
per cent of all first admissions. 

The average annual rate was 41.3 per 
100,000, compared with 33.7 for Irish-born, 
and 24.0 for all natives of native parentage. 
These rates were all influenced by the 
varying proportions of those under age 
40 in the several populations. Therefore, 
the rates were standardized, and revised 
comparisons are given in Table 36. 

The average annual standardized rate 
was 59.0 for native whites of Irish paren- 
tage, and 33.0 for all natives of native 
parentage. The former was in significant 
excess by 79 per cent. The second genera- 
tion Irish had a higher rate than all na- 
tives of foreign parentage, but the difference 
was not statistically significant. Na- 


tivity differences according to sex were of 
the same order. 

A further comparison will be made, based 
upon first admissions from New York City. 
Part of the difference between the several 
nativity groups was due to a high degree 
of urbanization by the Irish, The differ- 
ence between the standardized rates for 
natives of Irish parentage and natives of 
native parentage was reduced from 79 per 
cent in the state to 53 per cent in New York 
City, but the difference remained signifi- 
cant. 

Comparison with Irish-born in New York 
City showed a higher rate for native males 
of Irish parentage, but a lower rate for 
native females of Irish parentage, but the 
differences were not significant. 


TABLE 35 


Native white first admissions 


with dementia praecox, parents 


born in Ireland, to all hospitals for mental disease in New 


York State, 1949-1951, 


classified according to age 


ee ee I 


Males Females Total 


Average annual rate per 


Percent 100,000 population 


Males Females Total 


Sha ssSsSsSsSsSSSSsSSes 


Number 

Age ‘Sa eT ee 

(years) Males Females Total 
Under 10 aA oa 
10-14 5 1 6 
15-19 25 13 38 
20-24 51 40 91 
25-29 54 43 97 
30-34 40 48 88 
35-39 38 43 81 
40-44 33 33 66 
45-49 24 27 51 
50-54 25 15 40 
55-59 6 16 22 
60-64 7 7 14 
65-69 2 2 4 
70-74 1 a 1 
75 and over 1 1 2 
Unascertained oH 1 1 


100.0 


1.0 15.6 3.2 9.4 

8.0 4.4 6.3 69.3 36.3 52.8 
16.3 13.8 15.1 145.2. 104.8 124.2 
17.3 14.8 16.1 136.0 102.8 119.0 
12.8 16.6 14.6 88.1 91.6 90.0 
12.2 14.8 13.4 70.9 72.4 71.7 
10.6 1.4 11.0 54.3 47.6 50.7 
7.7 9.3 8.4 37.3 38.0 37.7 
8.0 5.2 6.6 38.3 19.7 28.2 
1.9 5.5 3.7 10.8 24.2 18.0 
2.3 2.4 2.3 15.9 12.2 13.8 
0.6 0.7 0.7 5.6 3.7 4.4 
0.3 A 0.2 3.6 HR 1.4 
0.3 0.3 0.3 3.3 1.9 2.4 
R 0.4 0.2 = oF . 


100.0 100.0 
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TABLE 36 


EN Average annual standardized * rates of first admissions with dementia | 
i praecox, to all hospitals for mental disease in New York State, 
ip per 100,000 population, 1949-1951, among native-born 


i 


of Irish parentage, and selected nativity groups 


Males 


Ratio to 


Rate native 


63.03.77 1.91 
52.41.16 1.59 
32.9+0.83 1.00 


York State from October 1, 1958, to 
ptember 30, 1951. The average annual 
was 349.8 per 100,000 population. The 
responding rate for native whites in New 
K State was 103.9. The difference and 
Proportionate differences in the distri- 
tion of the groups of mental disorders 
due to the age structures of the pop- 
ons, the Irish-born being represented 
€ heavily at older ages. 

‘urther comparison for New York 
» Standardized for age and sex, gave 
f 231.7 and 152.0 for Irish-born and 
ve whites, respectively. Limiting the 
parison still further—to New York City 
ive standardized rates of 244.0 and 168.8, 
tively, the rate for Irish-born being 
ficant excess by 44 per cent. 

‘tate for Irish-born also exceeded 
r all white foreign-born by 33 per 
These comparisons, therefore, put 
under basis the conclusions from 
‘Studies by the United States Census 
au, showing a high rate of first admis- 


52.13.14 1.58 
49.71.08 1.51 
32.90.80 1.00 


Females Total 


Ratio to 
native 


Ratio to 


Rate native Rate 


59.0+2.48 1.79. 
52.440,80 1.59 
33.00.58 1,00 


"* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 


sions among Irish-born in the United 
States. 

In general, the Irish-born had higher 
rates than native whites in the principal 
groups of mental disorders. They had the 
highest rate for alcoholic psychoses, which 
again confirms all previous experience. 
They had higher rates for the psychoses of 
advanced age, and for involutional psy- 
choses. They had a higher rate for demen- 
tia praecox. However, their rate for gen- 
eral paresis was below the average, and 
there was no significant difference with re- 
spect to manic-depressive psychoses. 

There were 3,296 native-born white first 
admissions of Irish parentage. They had 
an average annual rate of 226.4 per 100,000. 
This exceeded the rate for all native whites 
of foreign parentage by 63 per cent. It 
exceeded that of natives of native parentage 
by 193 per cent. 

As with the foreign-born, it was necessary 
to consider variations in age and sex pro- 
portions. Rates for New York State were 
therefore standardized. They were 220.2 
for natives of Irish parentage, and 123.2 for 
natives of native parentage, an excess of 
79 per cent. Standardized still further, by 
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reference to New York City, the excess was 
reduced slightly to 69 per cent. 

Those of Irish parentage also had a 
higher rate than all whites of foreign paren- 
tage. Thus, the Irish, whether native or 
foreign-born, had rates of first admissions 
considerably above the average. 

Compared to natives of native parentage, 
those of Irish parentage had, generally, 
higher rates with respect to each of the 
major groups of mental disorders. But 
significant differences are also found in 
comparison with foreign-born Irish. Thus, 
the former had a significantly lower over- 
all rate of first admissions. They had lower 
rates for psychoses of advanced age. There 
was no significant difference for dementia 
praecox. 

The native-born probably had a higher 
rate of general paresis, but a lower rate of 
alcoholic psychoses. Both are probably 
related to changes in some of the social 
viewpoints and practices of the two genera- 
tions. 

Comparisons between natives of Irish 
parentage and native whites of native par- 
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entage must be viewed in the light of # 
fact that the Irish consituted a second 
eration, whereas the latter include mat 
of third, fourth, etc, generations. Pt 
sumably, the latter, owing to their long 
history, are better able to adjust. Unfe 
tunately, more direct comparisons canné 
be made, since the foreign stock in th 
United States is not classified beyond th 
second generation. 

The general over-all decrease in the levi 
of rates of first admissions from one g 
eration to the succeeding generation mu 
be associated with rising levels of socia 
adjustment. Thus, it is known that rate 
of first admissions decline with a rise i 
educational and occupational status. 
both respects, natives of Irish parentage are 
at an advantage, compared to the parental 
generation. 

In addition, one cannot ignore the in 
fluence of the migratory factor upon th 
foreign-born. Any future changes in these 
respects should result in further lowering 
of the rates of first admissions among suc 
ceeding generations of native-born. 


BERTRAM MANDELBROTE, D.P.M. 
STEVEN FOLKARD, Pux.D. 


The outcome of schizophrenia in relation to a 


developing community psychiatric service 


This is a preliminary report in relation to 
an investigation which was prompted by 
the striking reduction in population which 
occurred at Coney Hill and Horton Road 
Hospitals in Gloucester during their reor- 
ganization as a comprehensive psychiatric 
service in the period 1956-58. 

The alteration of hospital function which 
Was necessary in order to attain a hospital 
community setting which enabled the hos- 
pital to function differently and resulted 
m the development of a more extensive 
Psychiatric service for the community has 
been described elsewhere (5). A number 
of initial problems had to be overcome be- 
fore progress could be made. 

Difficulties were associated with over- 
crowding, poor classification of patients, 
institutionalism, poor facilities for new ad- 
missions, locked doors, certification and the 
Psychological barrier between the hospital 
and the local community (6). 

Within the hospital there was the prob- 


lem of tension and insecurity resulting from 
the change in roles of members of the 
nursing staff with the consequent need for 
readjustment and altered attitudes. During 
the course of the change, long-stay patients 
were rehabilitated; new referrals were 
screened in outpatient clinics; and domi- 
ciliary visits and improved facilities were 
devised for short-stay patients. 

Outside the hospital, the system of dom- 
iciliary visiting was extended and new out- 
patient clinics were started at Stroud, 
Lydney and Cinderford, as well as addi- 


Dr. Mandelbrote is consultant psychiatrist and 
physician superintendent, Littlemore Hospital, Ox- 
ford, England. Dr. Folkard is research sociologist, 
Nuffield Provincial Hospital Trust, London. 

This paper was read at the Third World Congress 
of Psychiatry held in Montreal, Canada, in June, 
1961. 

The investigation described was conducted with 
the aid of a grant from the Nuffield Provincial 
Hospital Trust. 


48 


tional clinics in Gloucester, where the first 
clinic was started in 1930, and in Chelten- 
ham, where a clinic had been operating 
since 1948, 

A day hospital was opened in Gloucester 
in 1958 and during the first year of opera- 
tion it was attended by 413 patients. There 
was close collaboration between the mental 
hospital and the local health authorities. 
An integrated mental health service was 
developed, whereby both social histories 
and follow-up reports were provided by the 
mental welfare officers, who had received 
training for this purpose from the psychi- 
atric service. 
| An attempt was made to influence public 
attitudes by various educational procedures, 
including discussions with interested groups 
of people in the community, visits to the 
hospital and the development of an active 
League of Friends. 

Other factors which were favorable to 
this inquiry in Gloucestershire were: 

1. A fixed catchment area in close prox- 

imity to the hospital. 

2. The hospital was the only National 

Health Service hospital in the area. 
3. There was a uniform hospital policy. 
4. Schizophrenic psychosis is usually asso- 
ciated with inpatient hospital manage- 
ment. 

5. The community is a fairly settled one 

for follow-up study. 


RESEARCH AIMS AND METHODS 
The research program was devised: 


1. To examine the effects of these policy 
changes; the length of stay and read- 
mission rates of patients admitted to 
hospital. 

2. To assess the extent to which patients 
discharged from hospital were able to 
function outside the hospital. 

3. To obtain information about the so- 
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cial consequences of such a policy bot 
for the patient and his family and fo 
the community in general. 


The primary purpose of this paper is t 
examine some aspects of the outcome of 
admitted patients. In particular, attention 
will be focused on referred schizophrenics, 
since these are patients who are likely to b 
treated in hospital and comprise a high pro: 
portion of the long-stay patients in a mentz 
hospital. i 

Data about schizophrenic referrals wa 
recorded on cards for research purposes and, 
to ensure psychiatric comparability, 
diagnosis of patients admitted to the hos 
pital with schizophrenia was confirmed by 
one of the authors (BMM). Criteria fo 
diagnosis of patients were based on a clint 
cal impression of schizophrenia, backed by 
the presence of at least one of the following 
signs, which were regarded as evidence of 
schizophrenia: thought disorder (blocking, 
withdrawal, incoherence), primary delu- 
sions, passivity feelings, pseudo hallucina- 
tions. The study involved all schizophrenic 
referrals over a two-year period (392 schizo- 
phrenic referrals, of which 320 were ad: 
mitted to hospital), 


SOME SHORT-TERM EFFECTS OF 
CHANGING HOSPITAL POLICY 


(A) The Total Patient-Population of 
the Hospital 


The study is related to schizophrenics 
who were referred for psychiatric assess- 
ment during a two-year period, but it is 
instructive to look at them within the con- 
text of the total patient-population of he 
hospital over a somewhat longer period o 
time. b, 

Over the course of a five-year period, from 
1954 to 1958, there was a steady and 
gressive decrease in the total number 


TABLE 1 
Number of patients on hospital 
register 
Type of patient 1954 1955 1956 1957 1958 
Voluntary 479 473 684 1,082 1,162 
Temporary 5 4 2 +. ae 
Certified 1,045 944 681 210 19 
Total 1,529 1,421 1,367 1,292 1,181 


(Source: Hospital Report, 1959) 


patients on the hospital register, from 
1,529 to 1,181. This has considerably re- 
duced the problem of overcrowding. Since 
the number of deaths during the period 
dropped from 195 in 1955 to 106 in 1958, 
these changes can be attributed to an in- 
creasing discharge of patients back into the 
community. 

Each year of the period has seen a con- 
siderable reduction in the proportion of 
certified patients in the hospital. In 1954 
they comprised 65.1 per cent while in 1958, 
they comprised only 1.6 per cent of the 
total hospital population. 

Although there had been a progressive 
decrease in the total hospital population, 
there was an increase in the number of 
yearly admissions from 1954 to 1957. This 
can be accounted for by an increased turn- 
Over rate, itself reflecting a greater number 


TABLE 2 


Number of patients admitted 


to hospital 
Pees ile TO ayers les anlar sey eat iD ashe Pin eae 


Type of patient 1954 1955 1956 1957 1958 
Voluntary 499 539 614 771 74 
‘Temporary AE (RIAA BARA IAT 
Certified 127 100 66 22 13 

Total 625 657 701 795 756 


(Source: Hospital Report, 1959) 
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of admitted patients who stayed in hospital 
for a short period of time. In 1958 there 
was a reduction in the number of admis- 
sions, suggesting that the policy of commu- 
nity care, in the form of the day hospital 
(opened in March, 1958), outpatient clinics, 
and domiciliary visits, were dealing with 
patients who would otherwise have been 
admitted to hospital. 

The proportion of patients certified on 
admission has been considerably reduced, 
although there was an increase in the 
number of patients admitted under “Sec- 
tion Order” (short-term order), from 67 in 
1954 to 275 in 1958. However, only one of 
the latter group of patients was subse- 
quently certified. 

The general picture is of a hospital with 
a reduced population, whose patients en- 
joy greater freedom in a more therapeutic 
atmosphere, and who stay in hospital for 
a shorter period of time. 


OUTCOME OF SCHIZOPHRENIC 
REFERRALS DURING THE 
PERIOD OF CHANGE 
During the two-year period under surveil- 
lance, 392 schizophrenic patients were re- 
ferred to the Gloucester Psychiatric Serv- 
ice. Of these, 288 (131 first admissions) 
were referred from the urban and rural 
districts of Gloucester, Cheltenham, Stroud 
and the Forest of Dean, which were in close 
proximity to the hospital and well-served 
by outpatient clinics and community serv- 
ices. This represents a referral rate over 
the two-year period of 0.95 per 1,000 popu- 
lation for North Gloucester with a first 
admission rate of 0.44 per 1,000 population. 
Table 3 indicates that a high proportion 
of these patients (320 or 81 per cent) were 
considered in need of hospital treatment; 
this figure is slightly smaller for first ad- 
missions (79 per cent) than readmissions 
(85 per cent) and smaller in areas with 
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TABLE 3 


Proportion of schizophrenic patients 
referred to the hospital service 


Areas Areas 
with out- without out- 
patient clinics patient clinics Total 


Admitted 
to hospital 225 95 320 
Not admitted 
to hospital 63 9 12 
Total 288 104 392 


20.5 per cent of first referrals were not admitted 
and 14.7 per cent of readmissions. 


outpatient clinics (78 per cent) than those 
without clinics (91 per cent). 

The referrals were divided into four, six- 
month periods in order to assess whether 


any changes were evident over the two-year | 


period in the referral rate, length of stay, 
readmission rate and the extent to which 
the patient became dependent on hospital 
facilities and was unable to leave the hos- 
pital. Three sets of referrals are presented 
in Table 4, based on different methods of 
computation: 

(1) First referrals: Patients who have no 
previous referral. 

(2) Initial referrals: First referral of the 
patient during the two-year period of study 
(period 1956-58). The patient who is an 
initial referral may or may not have been 


TABLE 4 
Comparison of referrals over a two-year period (mid 1956-mid 1958) 


referred prior to 1956 and may or may n 
have been discharged from hospital and 
readmitted sometime during the remainde} 
of the two-year period (this was the re 
corded unit of the Gloucester data). 
(3) Total number referrals: Initial T 
ferrals plus patients whose names 
featured earlier as initial referrals and wer 
subsequently referred again in the latei 
six-month periods (rereferrals). These fig: 
ures point to a reduction in the number 0 
first referrals in 1958; this reduction ap: 
pears to be predominently related to pa 
tients from the South Gloucester area which 
may have been affected by developments 
the Bristol Psychiatric Service. 
It would be expected that an expanding 
psychiatric service would bring to light 
number of hitherto undetected and un- 
treated cases. This was not very evident, 
apart from an increase in 1957; if in 1957 
a backlog of cases were dealt with, this 
may be one explanation for the reduction 
of first referrals in 1958. i 
Table 5 shows the length of time that 
schizophrenic patients remained in hospital. 
It will be seen that over the whole period, 
186 out of 320 stayed in hospital for under 
4 months and 254 out of $20 for less than 
months. In $8 cases the patients remained 
in hospital continuously throughout 
year. 
For first admissions the outcome was 
more favorable than previous admissions. 


Initial referrals 


Total First referrals with 
Initial referrals and re-referrals first referrals outpatient clinics 
1956 (2nd half) 105 105 65 40 
1957 (Ist half) 118 123 69 50 
1957 (2nd half) 100 140 68 54 
1958 (1st half) 69 109 47 38 
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TABLE 5 


Length of hospitalization (during first year) by date of admission 


1956 1957 1957 1958 
Second half First half Second half First half 

Length — eena 

of time First Previous First Previous First Previous First Previous 
in hospital adm. adm. adm. adm. adm. adm. adm. adm. Total 
Months 
Short-stay 
(Under 4) 36 13 34 23 29 12 28 11 186 
Long-stay 
(+ 7) ll 9 11 10 11 8 6 2 68 
(8-11) 3 5 5 6 5 2 1 1 28 

a2) 5 8 6 5 6 3 1 4 38 

Total 55 35 56 44 51 25 36 18 320 


Reduction of long-stay patients from 41 in 1956 to 15 in 1958. 
1958—1 first admission and 4 previous admissions in hospital for 12 months. 


Of 198, 127 were discharged within 4 months 
(64 per cent) as opposed to 59 out of 122 
(49 per cent). Both first admissions and 
previous admissions contributed to the 
patients remaining in hospital continuously 
throughout the year. It is interesting to 
note the decrease in the length of stay in 
patients toward the end of 1957 and begin- 
ning of 1958. 


TABLE 6 
Length of time in hospital 


First Previous 
Months admissions admissions Total 
Under 4 127 59 186 
47 39 29 68 
sil 14 14 28 
12 18 20 38 
Coe Slt Aan ei a "al ames Pact Dae 
Total 198 122 320 


DE first admissions, 90.9 per cent were discharged 
within 12 months, 

OF Teadmissions, 83.7 per cent were discharged 
Within 12 months. 


This is very marked in relation to first 
admissions in 1958 (see Table 5) when only 
8 patients admitted stayed in the hospital 
for more than 4 months, compared with 22 
in each of the previous periods, and only 1 
of the 36 patients stayed continuously in 
the hospital for the whole year. 

These figures are based on a short-term 
assessment, but if the trend shown in 1958 
continues, it would bring about a consid- 
erable reduction in the number of long-stay 
patients in the hospital. Parnell and 
Skottowe (10) show that in England and 
Wales in 1953 the medium length of stay 
in hospital for schizophrenics was approxi- 
mately 5 months. 

During the 2 years of the Gloucester study 
64 per cent of first admissions and 58 per 
cent of all admissions stayed in hospital 
for less than 4 months from the date of ad- 
mission. This is true in spite of their 
being more highly selected as needing 
hospitalization. These figures would sup- 
port the evidence of Brown (1) that changes 
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TABLE 7 


One-year outcome of admitted schizophrenics 


Outcome one-year 1956 1957 
after admission Second half First half 
Out of hospital 69 76 
In hospital 21 24 
Total 90 100 
Per cent of patients 
out of hospital 76.6 76.0 


1957 1958 
Second half First half Total 
61 44 250 
15 10 70 
76 54 820 
80.3 81.5 78.1 


Of first admissions, 168 out of 198 (84.8 per cent) were out of hospital 12 months later. 
Of readmissions, 82 out of 122 were not readmitted 12 months later (66 per cent). 


in hospital policy and administration can 
help to reduce the number of long-stay 
patients in a mental hospital. 

Length of stay in hospital provides a use- 
ful measure of outcome, but the figures for 
the short-stay patients may conceal the fact 
that some of them have been in hospital 
more than once during the year, and may 
actually be in hospital a year later. This 
might be expected if many patients were 
discharged before the remission of their ill- 
ness or before they were capable of living 
outside the hospital. In these circumstances 
it is possible for favorable figures for length 
of stay in hospital to become unfavorable 
for residence outside hospital a year later. 

If the patient is not fit to leave hospital 
when he is discharged, one would anticipate 
that attention would be drawn to the 
problem he presents by his family, his 
doctor, or one of the social agencies, if not 
by the hospital aftercare follow-up service, 
and in many instances readmission would 
occur. 

In the Gloucester Psychiatric Service, 
especially, this would be true, as it was 
wholly responsible for a local catchment 
area. Apart from 5 patients admitted 
directly to Barnwood House (a small private 

hospital) over a two-year period, no patients 


48 


from the North Gloucester section were 
admitted to neighboring hospitals. 

Table 7 deals with the outcome a year 
after admission. For first admissions these 
figures were more favorable than for pre- 
vious admissions. Of 198, 168 (84.8 per 
cent) were out of hospital a year later, as 
opposed to 82 out of 122 (66 per cent). 
It is interesting that the contrast is not as 
great as may have been anticipated. The 
actual number of patients in hospital a 
year after admission for the 1958 period 
was once again lower than at any other time. 

Table 8 deals with the outcome within 


TABLE 8 


Readmission rates by length 
of hospitalization 


Length of time in hospital 
Outcome 
within one year 4 4-7 8-11 
of admission months months months Total 


Not readmitted 153 38 10 201 
Readmitted 33 30 18 81 
Total 


186 68 28 282 


Of first admissions, 139 out of 180 (77.2 per cent) 
were not readmitted within 12 months, 

Of readmissions, 62 out of 102 were not re- 
admitted (60.8 per cent). 
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TABLE 9 
First admissions 
Length of time from discharge to readmission 
within 12 months of discharge 


Length of Under Upto Upto Upto Upto Total Not Total 
“Stay in hospital Iweek 3mos. 6mos. 9mos. 12mos. readmitted readmitted discharged 


Under 1 week 1 1 ss a ee 2 5 
1 17 12 2 3 35 80 

2 se 2 2 2 8 82 

2 1 1 4 11 

4 3 

_ Totals 4 20 15 5 5 49 131 


wy first admissions, 76 per cent of those readmitted were readmitted in under 3 months and 92 per 
it in under 6 months. 


year of admission. Of 282 patients, considerable problem of relapse, which may 
were not readmitted during this period. lead to a further accumulation of long-stay 
Over the two-year period under surveyance, problems at a later date. The striking fact 
of the 81 patients readmitted were dis- about the readmissions was the indication 
ed again so that at the time of review, of relapse within a short period after dis- 

dmissions still in hospital constituted 10 charge. Of the first admissions, 76 per cent 
er cent (32 out of 320) of the patients of those readmitted were readmitted in. 
nitially admitted to hospital. under three months after discharge and 92 
‘A critical scrutiny of readmission (Tables per cent in under 6 months, while for pre- 
üd 10) demonstrates that there was stilla vious admissions these figures were 69 afi 


TABLE 10 


Readmissions 


Length of time from discharge to readmission Bet 
within 12 months of discharge 


Length of Under Upto Upto Upto Upto Total Not Total 
i) in hospital Iweek 3mos. 6mos. 9mos. 12mos. readmitted readmitted discharged. r 
Ree ae 1 OP ea a 
4 10 10 9 3 36 37 3 
1 2 3 i 2 8 10 ahh ha 
ie 2 1 3 6 0 6 
1 $ 1 1 3 2 ae 
6 15 15 9 9 54 49 103 


69 per cent were readmitted in under 3 months, and 83 per cent in under 6 months. j 
Patients out of 11 who stayed in hospital for 9 months or more were readmitted within the next 12 
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cent and 83 per cent respectively. Previous 
admissions who spent a considerable time 
in hospital (9 months or more) seemed to 
have poor prospects in the community. 
Nine out of 11 of these were readmitted 
within a 12-month period. 

In order to determine whether demo- 
graphic variants affect outcome and whether 
they are relevant to programs of rehabilita- 
tion, an assessment was made of the extent 
to which factors such as age, sex, marriage, 


more of the females were living outside the 
hospital one year after the dates of their ad- 
mission, but the differences between the 
sexes did not reach the level of statistical 
significance. 

There were slightly more males under 
36 years, and more females 36 years and 
over, but in neither case did these age 
groupings differentiate the patients in terms 
of outcome. Twice the number of women 
with previous admissions were over 35 when 


TABLE 11 


One-year outcome of hospitalized schizophrenics 
related to sex and age 


Outcome one year after admission 


Out of hospital In hospital Total 
Age M F T M F A, M F T 
Up to 35 yrs. 39 47 86 10 8 18 49 55 104 
Over 35 yrs. 32 62 94 10 17 27 42 79 121 
Total 7 109 180 20 25 45 91 134 225 


social class and initial psychiatric screening 
affected outcome. 

For the purpose of this investigation, the 
data analyzed was confined to certain areas 
which were selected because it was reason- 
ably sure that all patients admitted from 
these areas were admitted to the Gloucester 
Psychiatric Service. These included the 
urban and rural districts of Gloucester, 
Cheltenham, Stroud and the Forest of 
Dean. There were 288 referred cases of 
schizophrenia from these areas during the 
two-year period, of whom 225 were ad- 
mitted to hospital. 

There were more female than male- 
admitted schizophrenics during the two- 
year period, and this finding will be dis- 
cussed in another paper (7). Proportionally 
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contrasted with first admissions, but these 
did not significantly affect the outcome of 
the two groupings. 

In the analysis of Table 12, the category 
of “Ever Married” includes patients who 
are married at present and those who are 
separated, divorced or widowed. 

There was a highly significant difference 
in the marital status on admission between 
male and female patients (Chi.Square= 
40.495, df£=1, p<.001). Seventy-two per 
cent of the women were married, as com- 
pared with only 26 per cent of the men. 

The importance of marital status for the 
outcome of admission to hospital also varies 
with the sexes. Male patients inside or 
outside hospital one year later did not differ 
with regard to marital status, but signifi- 
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TABLE 12 


One-year outcome of hospitalized schizophrenics 
related to marital status 


Outcome one year after admission 


Out of hospital In hospital Total 
Marital Status M F Yi M F T M F T 
Ever married 18 79 97 4 14 18 22 93 115 
Single 48 26 74 13 10 23 61 36 97 
Total 66 105 171 17 24 41 83 129 212 


_ cantly more of the married women suc- 
ceeded in leaving the hospital (Chi.Square 
=5.161, d.f.=1, p<.05). This was even 
More significant when analyzing the first 
admissions, where 50 out of 53 married 
Women were living out of hospital as com- 
pared with 29 out of 40 previous admissions. 
Information about the particular social 
circumstances to which the patients were 
discharged will be provided by a follow-up 
_ Study (7) and will enable a more detailed 
analysis to be made of this relationship. 
_ There is evidence from other studies, such 
as that of Freeman and Simmons (2), that 
Patients returning to conjugal families have 
_ 4 more successful outcome than those 
fy returning to parental families. This find- 
Ing is supported by the data relating to the 
female patients, but further investigation 


is necessary to show why, in this respect, 
they differed from the male patients. 

It has been shown by Hollingshead and 
Redlich (4), and by Hare (3) that social class 
is an important variable in mental illness, 
and for the purpose of the present study, 
information was recorded for each patient 
to place him in the Registrar General's 
Occupational Classification. 

One difficulty of using this system is that 
a large number of women cannot be 
classified, since their occupations are often 
recorded as “housewives.” In the absence 
of any further information about the 
occupations of their husbands, or fathers, 
this factor cannot be used as an index of 
social status. The analysis of social class in 
Table 13 has, therefore, been confined to 
the male patients. 


TABLE 13 


One-year outcome of hospitalized male schizophrenics 
related to social class 


EERE i ee Se ale 


0 
When Occupational social class 
pison I m IV v Und. Total 
be Pcl 1 4 12 2 7 7 
eee 0 0 2 11 1 20 
Sites O a E A A 
14 33 8 91 


Total 1 


This analysis is concerned with relating 
social class to the outcome of hospitaliza- 
tion, and not to admission rate. It is known 
that many individuals in social classes I and 
II go into private hospitals when they 
become mentally ill, and that admissions 
to a state hospital do not give a repre- 
sentative picture in terms of social class. 

Although there were only 5 male patients 


TABLE 14 


One-year outcome of hospitalized schizophrenics related 
to initial psychiatric screening 


the case of first admissions, 15 out of 19 
social class V were out of hospital; for 
previous admissions, 7 out of 14. j 

However, the total numbers of patients 
involved, and those in the individual 
classes are relatively small, so that the 
evidence at this stage for this particular 
group of patients must remain somewhat 
inconclusive. : 


Outcome one year after admission 


Out of hospital In hospital Total 

NORNER cn el Tea is a 

Admission channel M F T M F T M F T 
Screened (14.8%) 

Outpatient clinics 21 82 53 6 3 9 27 35 62 

Domiciliary visits 12 27 39 1 6 7 13 33 46 
Not screened (26.3%) 

Section orders 13 18 31 3 8 11 16 26 42 

Other direct 

admissions 4 7 ul 4 0 4 8 7 15 

a A NAS ETE Ds PAE ELESSE SUORAN 

Total 50 8 l3 14 17 31 6& w0 è I® 


in the top two social classes, all of these 
were out of hospital again one year later. 

A comparison was made between social 
class V and the other social classes combined, 
and although proportionately more of the 
former were still in hospital a year after 
their admissions to hospital, the difference 
was not statistically significant. 

It will be noted that 8 of the male patients 
could not be classified, and that 7 of these 
were among the patients who succeeded in 
leaving hospital. If several of these came 
from class V the differences between the 
social classes would be reduced further. In 
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There are several channels through which 
patients may be admitted to the mental 
hospital, and the initial contact which 
psychiatrists have with patients may be at 
an outpatient clinic or on a domiciliary 
visit, or, if the patient is admitted directly 
to hospital, as on a short-term order, the first 
psychiatric assessment will be made when 
he is already in hospital. 

It is, possible, therefore, to classify 
patients according to whether they were 
seen by a psychiatrist before admission t0 
hospital or not. It seems useful to assess 
the outcome of admission to hospital in | 


terms of this initial psychiatric screening, 
although the two groups of patients are 
not directly comparable. 

The direct admissions, particularly those 
initiated by the duly authorized officers, 
are often patients who have caused a dis- 
turbance in the community, necessitating 
their removal to hospital. It is difficult to 
assess whether these patients form a more 
severely ill group, but the precipitating 
circumstances leading to their hospitali- 
zation are as much related to factors of social 
disturbance as they are due to mental 
disturbance. 

As the system of outpatient clinics and 
_ domiciliary visiting in Gloucestershire was 
_ expanded considerably in the early part of 
1957, the admissions during the second half 
of 1956 have been excluded from the 
analysis in order to make the figures more 
comparable, 

Table 14 shows the one-year outcome of 

patients admitted to hospital through 
Various channels during the 18-month 
period beginning January, 1957. It will be 
_ seen that proportionately more of these 
patients who were psychiatrically screened 
_ Were living out of hospital one year later; 
in fact only 14.8 per cent of them were in 
hospital, compared with 26.3 per cent of 
the patients who were directly admitted and 
Not seen in this way; this was even more 
marked in the first admissions. There was 
__ little difference in the outcome of male and 
' female patients in this respect. 
___ Itis possible that initial contact between 
doctor and patient makes further contact 
easier and helps to create a more successful 
treatment situation; it also seems probable 
that there are greater problems of social 
Teadjustment with patients who are admit- 
ted directly to hospital. 

Whatever the explanation, the further 
Outcome for both groups will be assessed 


Outcome of schizophrenia 


MANDELBROTE AND FOLKARD 


in a follow-up study, and this may show 
whether there are other differences between 
them. 


DISCUSSION 


Schizophrenia is a heterogeneous syndrome 
and there are many facets which may deter- 
mine its outcome. The natural history is 
known to include episodes which remit 
spontaneously, recurrent episodes with or 
without increasing damage to personality, 
with persistence of the psychotic process 
leading to permanent hospital stay. 

The outcome for individuals who enter 
mental hospitals as patients would seem to 
depend on many factors. In addition to 
the nature and severity of a patient's illness, 
demographic and social variables can be 
important in determining how successful he 
is in leaving hospital. 

Shepherd (11), in a recent survey of 130 
schizophrenic patients treated with insulin 
coma and followed up five years after dis- 
charge, comments that only one clinical 
symptom carried prognostic significance: 
namely, loss of affect, and that an apprecia- 
tion of other factors was necessary in order 
to keep prognosis in perspective. 

Emphasis was placed on work record and 
basic personality, the extent to which the 
patient was dependent on others for his 
support and the attitude of relatives. The 
living group to which the patient returns 
has also been emphasized as of importance 
in assessing outcome. 

Follow-up surveys have shown that 
schizophrenic patients tended to manage 
better in the community, living away from 
their parental groups, in conjugal groups or 
hostel settings. There is a good deal of 
evidence that the parents of schizophrenics 
are themselves often bordering on psychotic 
illness or weird detached personalities. 

Quite apart from the attributes which 
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lie either within the individual or in his 
social environment, the role of the mental 
hospital in the community is often decisive 
in determining what happens to a person 
who becomes mentally ill. It is a basic 
postulate of the study which has been de- 
scribed that an evaluation of outcome must 
take account of both the characteristics of 
the patients and of the policy of the mental 
hospital they enter for treatment. 

Where the hospital policy is largely a 
custodial one, and where the main emphasis 
is on the convenience and protection of 
society, many patients may enter and re- 
main, when this may not be necessary in 
terms of their mental illness alone. 

In this investigation, the first question 
we were interested in was the outcome of 
patients diagnosed as suffering from schizo- 
phrenia when managed in a changed hos- 
pital administrative setting with facilities 
for early diagnosis and better aftercare. 

Our findings showed that over 60 per 
cent were discharged within four months; 
70 per cent were not readmitted within 
the year and 80 per cent were out of hos- 
pital one year after admission. Eighty-eight 
per cent of all admissions were discharged 
in the first year following admission. First 
admissions do better than readmissions; 
women who at one time had been married 
had a better outcome than single women, 
and social classes I, II, III, and IV seem to 
do better than those in social class V. 
Screening admissions also affected outcome 
favorably. 

These findings show a striking contrast 
to conclusions drawn by Norris (8) in a 
survey of mental illness in London between 
1947 and 1951 when only 56.5 per cent of 
men and 62.6 per cent of women with 
schizophrenia were discharged within the 
first year following admission. The present 
trend for the Oxford Region (9) is in line 
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with these findings, with 83.7 per cent for 
men and 88.7 per cent for women. 


The degree of chronicity seems to be 
lessening in that a small number of admis- 
sions remain continuously in hospital. The 
question that is not yet answered is the ex- 
tent to which chronic problems are develop- 
ing in the community and the burden that 
these patients may present to their families. 
These are facts which we are still investi- 
gating, 

Considering, however, that this was a 
closely knit community service and that 
after-care facilities were such that there was 
close contact between mental welfare officer 
and relatives of the patient, it is unlikely 
that many such problems could persist in 
the community without being brought to 
our notice. In the cases where readmissions 
occurred, especially in the case of first ad- 
missions, relapses predominated in the first 
three months after discharge, emphasizing 
the extent to which it was important to 
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follow-up the patients and supervise care 


and medication. 

The fact that readmissions return more 
readily to hospital—with a great tend- 
ency to remain longer in hospital with less 
chance of discharge—may indicate the in- 
creasing scarring of the personality which 
occurs; it may also represent the increasing 
reluctance of the family or community to 
tolerate their impaired functioning ca 
pacity. 

Although a considerable number of pa- 


tients, whether first admission or previous — 


admission, stayed in hospital for under four 


months and were not readmitted, there — 


remains the problem of readmission and re- 
lapse which is quite considerable and draws 
attention to the need for an assessment of 
the type of supervision required following 
discharge and the factors that affect out- 


come in terms of readmission to hospital. 
This is part of a further study. 

_ The present trend in Great Britain is 
‘to assume that the problem of schizo- 
‘phrenia as a chronic psychiatric hospital 
problem will cease to exist. Much of the 
“emphasis for this type of conclusion is based 
on evidence such as is submitted in this 
study of shorter periods in hospital and less 
» eyidence of the production of long-stay 
Patients who remain in hospital and be- 
ome dependent on the shelter of the hos- 


‘However, although interesting strides 
ve been made in modifying the mental 
spital outcome of schizophrenia (which 
“Constitutes by far the greatest problem in 
mental hospitals), by dint of energetic effort, 
enthusiasm and increased morale in the 
hospitals and the beneficial effect of the 
phenothiazines, there is still considerable 
doubt about the end result. 
Until such time as psychiatric community 
‘Services have developed sufficiently to insti- 
tute a program of continuous care, schizo- 
Phrenics will remain in the community, 
inadequately treated. It remains to be seen 
J to what extent recurrent episodes produce 
increasing damage to the personality of the 
individual, which in the more vulnerable 
_ 4nd inadequate will result in the produc- 
= “on of an individual who requires per- 
£ Manent care in “sheltered accommodation.” 
___ The only positive conclusions we can 
State at this stage is that there is clear evi- 
dence that short-term outcome in hospital 
i shows a reduction in the number of schizo- 
| Phrenics staying in hospital more than 12 
“Months, In a decade this has been reduced 
from 50-60 per cent in 1947 to 6-15 per 
cent in 1958, 


SUMMARY 
a) An account has been given of the 
changing role of a mental hospital 
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with a developing community psy- 
chiatric service and its effects on the 
hospital outcome of schizophrenic pa- 
tients referred to the psychiatric 
service. 

(2) Sixty per cent of these patients were 
discharged within 4 months; 70 per 
cent were not readmitted within one 
year, and 80 per cent were out of hos- 
pital a year after admission. Eighty- 
eight per cent of all admissions were 
discharged from hospital within one 
year. 

(3) With the diminishing length of stay, 
the number of patients remaining in 
the hospital as long-stay patients 
showed a steady decline. In the last 6 
months of the investigation, only one 
first admission remained in hospital 
for 12 months. 

(4) The influence on this outcome of vari- 
ous demographic factors is discussed. 

(5) Despite the favorable hospital out- 
come, there is a possibility of an in- 
creased burden for the community, 
and emphasis is placed on the need 
for adequate supportive and follow-up 
services for schizophrenic patients 
living in the community. 
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€ concept of high-level wellness is one 
ich has been developed over a period of 
rs by Halbert L. Dunn, doctor of medi- 
€ and philosophy, and past chief of the 
tional Office of Vital Statistics. 

ellness, in the sense in which Dr. Dunn 
‘the term, is not synonymous with good 
Ith but signifies something rather differ- 
“Good health,” he states, “can exist 
elatively passive state of freedom from 
ess in which the individual is at peace 
mith his environment—a condition of rela- 
‘lomeostasis (7).” 

ness, in contrast, he conceptualizes 
dynamic; as a condition of change in 
ich the individual moves forward, in 
h he is climbing toward a higher poten- 
E functioning within the ongoing and 
'§ environment in which he lives (7). 


concept for the health 


pts 


High-level wellness, a pertinent 


i 


professions 


As the individual moves toward higher 
levels of wellness, this functioning potential 
is increasingly realized within that environ- 
ment which, to a greater or lesser degree, | 
he finds ways to adapt and modify. = 
A high-level wellness, for the individual, _ 
as defined by Dr. Dunn, is: An integrated 
method of functioning which is oriented 
toward maximizing the potential of which 
the individual is capable, within the en- 
vironment where he is functioning. — j 
It therefore involves: (A) directio. us 
progress forward and upward toward a 
higher potential of functioning, (B) an 
open-ended and ever-expanding tomorrow 


Dr. Kaufmann is assistant professor, school of Nurs- 
ing, University of California Medical Center, Los 
Angeles. £ 
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with its challenge to live at a fuller poten- 
tial, and, (C) the integration of the whole 
being of the total individual—his body, 
mind, and spirit—in the functioning proc- 
ess (7). 

As such, high-level wellness is an open- 
ended concept embodying direction and 
ongoingness rather than plateauing at some 
level specified as optimum. 

Earlier in the development of medicine, 
the curing of disease and the saving of lives 
was a primary preoccupation. In the last 
century, however, physicians and other 
health workers have recognized wellness as 
something more than the absence of sick- 
ness. ‘This concern is manifest in the in- 
creasing interest in, and development of, 
preventive and rehabilitative health care. 
It is seen in the development of progressive 
patient care, whereby the person is guided 
through planned phases of increased inde- 
pendence and self-reliance in his health care, 
as his physical and psychological condition 
permits. 

Health itself, be it physical, emotional, or 
social, can exist and meet certain standards 
or criteria of “goodness” and still remain 
static in the sense that it maintains but 
does not advance. Wellness, because it 
embodies and is based upon a forward 
motion, positive in nature, involves the 
total individual and his internal and ex- 
ternal nature and environments. 

As Dr. Dunn has expressed it: “. . . well- 
ness is not just a single amorphous con- 
dition but rather . . . it is a complex state 
made up of overlapping levels of wellness. 
As we come to know how to recognize these 
levels objectively, more or less as we now 
diagnose one disease from another, we will 
realize that the state of well-being is not a 
relatively flat, uninteresting area of ‘unsick- 
ness,’ but rather a fascinating and ever- 
changing panorama of life itself, inviting 
exploration of its every dimension (2).” 
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The concept of high-level wellness, al: 1 
though it is not equated to good health, is 
in no sense antagonistic to it. The two are 1 
at once mutually supportive and independ: 
ent. It is these qualities of togetherness 
and separateness that lead to the pertinence | 
of the wellness concept to the health pro: 1 
fessions. 

Sound physical health is found in people 
who are living essentially nonproductive 
lives. Socially and psychologically, indi 
viduals are considered “normal” if they 
have such attributes as reasonably good 
interpersonal relationships, if their family 
lives are content, and if they are economi- 
cally stable, even though they are merely 
maintaining the status quo, accepting lif 
passively. 

Conversely, wellness, at its various level 
can be found in the absence of health ant 
physical soundness. In the lower levels of 
wellness, the individual just gets along. In 
the high-level wellness he functions at full 
potential, using whatever energies and tal 
ents are not completely lost to him by illness 
and disability. He adapts his environment 
so that it permits, even fosters, productiv 
functioning. 

Many examples of this sort of wellnes 
may be seen among the physically disabl 
and the chronically ill who participate Í 
the business world, who contribute to thé 
welfare of society in various kinds of volut 
teer or church work, and who not onl 
participate in, but advance good familj 
living. 

A rather striking example of high-level 
functioning in the face of total disabilitl 
is demonstrated by a young woman quad 
raplegic who has learned to paint Christm% 
cards with a brush held in her teeth. Thi 
woman might easily sit all day in her whee 
chair staring out the window. But she do% 
not. She brings her spirit and her talent 
under the guidance of the occupatio 


= therapist, into a useful and rewarding 
activity. 

Members of the health professions must, 
of necessity, be primarily concerned with 
the health status. It is their reason for 
being. However, when health and wellness 
can be brought into a synergistic relation- 
ship, each may then support the other. 
Together they may work toward the maxi- 
mization of potential, whether that poten- 
tial be great or small, whether it be in 
regard to the health status or the full scope 
of living. The individual may then be 
approached not in terms of just his body, 
or just his mind, or just his social stature, 
but in terms of his totality or wholeness. 

i Thus are opened dynamic potentialities of 
compensation and balance. 

An individual might be likened to a 
mobile, made up of several pieces of differ- 
ent sizes and shapes, suspended so that the 
Whole is in balance. Should a piece be re- 
moved or a string shortened, the balance 

_ Would be upset, but through readjustment 
_ of the remaining pieces and string lengths, 
ot by adding new pieces, that balance could 
_ again be restored, thus permitting the indi- 
| Vidual freedom to function productively. 
3 _ Should an incapacitating or destructive 
w imbalance occur in one area of the health 
por the wellness status, compensation might 
-be sought, for example, in the living pat- 
terns or in the development of new dimen- 
: Slons within the total being, thereby reduc- 
oe barriers to progress and giving impetus 

to the achievement of higher levels of well- 
“Ress and maximized potential. 

In blending the concept of high-level 
Wellness with the health care of people, the 
health professions might look increasingly 
re to the Philosophies, the arts, and the be- 

AVioral sciences, as well as to the natural 
Sclences, since these give clews to the in- 

X trinsic and extrinsic components of the hu- 
_ Man organism. 
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In order to work with the complete man, 
one must of necessity be familiar with the 
nature of that man. This is particularly 
pertinent when the individual is subject to 
the stresses of a health-illness nature, since 
these have a marked tendency to skew and 
channelize. They often force a change— 
sometimes temporary, sometimes permanent 
—in the self-image and the life style. 

In the realm of physical health, the rais- 
ing of the level of wellness in one or more 
spheres may serve to motivate the indi- 
vidual; to direct all or part of his available 
energy toward seeking improvement in his 
physical status; toward participating in the 
therapeutic program designed to that end. 
It may also contribute to the development 
of feelings of worthwhileness and challenge, 
extending beyond the maximal achievement 
of physical restoration. 

Prime examples of patients who need 
something to reach beyond physical care can 
be found among those who have suffered 
depreciation of cardiac function or who 
have lost a body part, actually or function- 
ally. For these people the physiological 
status and the external environment may 
be made compatible with continued useful 
functioning in some, if not the original or 
most desired, areas. However, wholeness 
and worth as perceived by the individual 
may be so disrupted that his psychological 
and physical energy are expended nonpro- | 
ductively. He does not use the capacities 
which remain to him. In a sense, he gives 
up living. 

Through examination and manipulation 
of the dynamics of the milieu in which the 
individual functions, one may seek means 
by which the wellness concept can be drawn 
into health care. This involves a flexible 
blend of multidimensional perception. 

The professional worker sees the health 
problem through his own skilled eyes and 
intellect, but he is able, also, to transmit 
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his perceptive sensitivity into the world of 
the patient or client, and to bring these 
two worlds into harmonious relationship. 
Too often, things which are of considerable 
significance to the patient are overshadowed 
by the health worker’s desire to carry out 
the therapeutic program. The patient may 
get well, but not really achieve wellness. 

In seeking evaluation of the existing 
levels of wellness in an individual, and the 
opening of channels for potential flow to 
higher levels, certain considerations on a 
psychology of personality developed by All- 
port may prove useful. He points out the 
relevance of drawing a distinction between 
those things which are matters of impor- 
tance to the individual and those things 
which are merely matters of fact to him; 
that is, between what is vital and central 
to his becoming and that which is a part 
of the periphery of his being. 

There are many things which do not 
ordinarily have a strong personal relevance 
once they have been learned or internalized. 
Among these are many of the social and 
cultural patternings, many of the psycho- 
logical habits which have, over time, become 
more or less opportunistic modes of adjust- 
ing. Such things tend to remain peripheral 
unless they are threatened or interrupted, 
at which time they may become precious 
and deeply involved with the sense of self. 

An example used by Allport is that of 
the English language, a normal medium 
through which social contact proceeds. It 
is generally accepted as peripheral to one’s 
core of existence, but, should a foreign in- 
vader forbid its use, it would again become 
vital (1). 

The acts of walking, talking, dressing, or 
eating are other examples. These are im- 
portant to the child who is learning them, 
but commonplace to the older individual 
—until something interrupts them. Such 
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an interruption might come through illness 
or accident, or it might come through regu. 
lations in the power structure of an organi- 
zation such as a hospital which restricts a 
patient from behaving in ways which are 
comfortable and usual for him. But what 
ever the source of interruption, the outcome 
is disrupting to the person as a person, 
Determination of the levels of wellnes | 
is advanced appreciably when the practi: 
tioner is able to perceive what is actually 
of importance to the patient, and to foresee 
where something which has been a matter 
of fact will be challenged in such a way as 
to bring it into the realm of the vital. I 
may be certain of his religious or dié 
patterns, the wearing of his own clothes, ol 
his ability to function according to his com 
cept of “normal.” Almost all aspects © 
living are subject to this transformation to 
a greater or lesser degree when confronted 
with stress of a health-illness nature. 
Man characteristically centers his atten 
tion upon, and in one way or another strive 
to attain or to do something about, that 
which is important to him. He is directing, 
thereby, an outflow of energy, an outflow 
which could be used destructively rathet 
than productively. Such is the case in 
illness and disability when the person em 
ploys virtually his total energy flow towa 
resistance of the irreversible aspects of the 
change that has come upon him. 3 
Situations such as this are not resolved 
by pointing out their unproductive aspects 
One must understand the person as a person 
so that potential talents may be readied t0 
accept a role of importance such as the lost 
ones had. These then may, in their tur 
become new matters of fact as the individual 
moves forward in his redesigned scheme 
constructive living. 
The process of determining levels of well- 
ness, Dunn points out, is one which 
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extensive programs of research in a 
mber of areas. 

he theory of stress advanced by Selye is 
ow under wide investigation as physicians 
ecognize the necessity not only of institut- 
g therapies for the specific illnesses but 
of stimulating the most effective general 
ody defense reactions. The effects of body 
ension also merit consideration, as there is 
acreasing awareness that, even though a 
tain amount of tension is necessary for 
-preservation and for activating the indi- 
ual physically and psychologically, a 
ained high tension can be destructive to 
h mind and body. Mechanisms of per- 
motivation, too, come into play, inas- 
as man tends to favor that which 
ces his sense of personal unity, and to 
avor that which is disruptive to that 
se of unity. 

Dunn further indicates that man as a 


thereby giving rise to the need to 
duce lacks in essential information which 
der the brain in solving its problems of 
y living. On a somewhat broader scope, 
Teased knowledge is needed about the 
ds of things which occur in families, 
nmunities, nations, in human relations, 
education, and in creative expression 
ich cause individuals and groups to be 
& not in the usual sense of sickness, but 
Telation to operation on the lower levels 
llness, levels which may, in fact, be pre- 
rs to future illness (4). 

nhancement of the levels of wellness in 
patient or client cannot be a simple 
lomatic matter since it involves the 
‘Opment of a somewhat intimate com- 
Ension of the person and his total sur- 
» and of the ways in which his inner 
© Outer worlds interact. It requires a 
T understanding than is often found 
a professional relationship where that 
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relationship is predominantly functional 
nature. Ati 
As van Kaam states: “We understand 
people to the degree that we know their 
phenomenal world (8).” As he indicates, 
the relationship between the giver and the _ 
receiver of professional activity is often one 
of basic anonymity. Patient and prac- 
titioner are initially, and often remain, vir- 
tually strangers. The person is known by 
his name and by the nature of the service 
he requires, but not sufficiently by his total 
being, above and apart from that service 
and the problem for which it is sought. 
Contacts such as these lose their anonymity 
as the professional practitioner develops 
interest in a person as a person, apart from 
the particular service rendered. í 
The seeking of higher levels of wellness 
involves the transmission of a functional 
relationship into one of increased interest 
and awareness in order that, while the pro- 
fessional person works with the outer man, 
he may simultaneously work with the inner 
man. In this way he may set in motion 
active principles which will be self-per- 
petuating within and beyond physiological, 
psychological, or environmental limitations 
which may have reached their maximal 
resolution. To this end the concept of — 
high-level wellness is pertinent to the health 
professions. i 


ON 


REFERENCES th 
1. Allport, Gordon W., Becoming, Basic Considera- 
tions for a Psychology of Personality (New Haven: 
Yale University Press, 1955). 3 
2. Dunn, Halbert L., “High-Level Wellness for Man 
and Society,” American Journal of Public Health, 
49(June, 1959), 786-92. j 

3. Dunn, Halbert L., “Man, Energy, and the Life 
Process,” based on an address given at the School 
of Public Health, University of North Carolina, 
Chapel Hill, N. C., in March, 1958, Mimeographed. 


61 


4, Dunn, Halbert L., “Points of Attack for Raising 
the Levels of Wellness,” Journal of the National 
Medical Association, 49(July, 1957), 225-35. 


5. Dunn, Halbert L., “The Biological Basis for 
High-Level Wellness.” Printed at 7631 Fort Foote 
Rd,, S.E., Washington 22, D. C., October, 1959. 


6. Dunn, Halbert L., “The Dignity of Man,” April, 
1958. Unpublished. 


62 


7. Dunn, Halbert L., “What High-Level Wellness 
Means,” Canadian Journal of Public Health, 50(No- 
vember, 1959), 447-57. 


8. van Kaam, Adrian L., “Nursing the Person,” 
A lecture for the faculties of the schools of nurs- 
ing affiliated with the School for Psychiatric Nurs- 
ing at St. Francis Hospital, Pittsburgh, Pa., in May, 
1958. 


VING B. TEBOR, Px.D. 


alth manpower of all types are not turn- 
§ out sufficient numbers of people to meet 
€ tremendous demands. In no area of 
alth work are the shortages so acute as in 
mtal health, 

Many kinds of programs have been de- 
veloped in order to recruit able young 
People into the mental health professions. 
*amphlets have been written, career con- 
E have been held, and films pub- 


In the summer of 1961, a mental health 
Work-study program was conducted as a 
piot project in California by the University 
23 the Pacific in Stockton in collaboration 
th the California Department of Mental 
Y8lene, The California Association for 
Ental Health, and the Western Interstate 
_ “ommission for Higher Education. 
he aims of the program were to intro- 


A pilot project in California: 
Mental Health Summer 
Work-Study Program 


duce selected college and university stu- 
dents to the mental health professions 
through a course of academic study and 
through experiences as student professional 
assistants in six mental hospitals and one 
hospital for the mentally retarded in the 
north portion of the state. 

The program followed a general frame- 
work developed by the Western Interstate 
Commission for Higher Education 
(WICHE) and was similar to programs 
successfully carried out in the summer of 
1960 under WICHE’s auspices at the Uni- 
versities of Colorado and Washington. 

Forty-five students of 158 applicants, 
mostly students completing their sophomore 
and junior years, were selected for the pro- 


Dr. Tebor is associate professor of sociology, San 
Diego, Calif, State College. Mr. Sirbu is a pre- 
medical student at the University of California, 
Berkeley. 
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gram during the months of May and June, 
1961. Forty-two were California residents 
and/or students in California colleges and 
universities. Three students came from Ari- 
zona universities. Twenty men and twenty- 
five women participated in the program. 
The median age of the students was 20.5; 
the oldest student was 35 years of age and 
the youngest, 18. Forty-four students were 
single; one was married. 

The program consisted of 10 weeks cover- 
ing both semesters of the summer sessions 
at the University of the Pacific and having 
four units of credit. The first week con- 
sisted of intense academic study on the 
Stockton campus, Lectures and discussions 
were given on the complex of mental health 
and illness, the epidemiology of psychi- 
atric disorders, the major aims and organiza- 
tional characteristics of the mental hospi- 
tals, the roles and functions of the therapeu- 
tic personnel in the mental hospitals, the 
nature and purpose of mental hospital 
wards, and the patients in the mental hos- 
pital and the extrahospital world. A core 
bibliography was given to each student 
during this first week and the students 
were required to purchase Greenblatt’s 
The Patient and the Mental Hospital} for 
use as a text for the program. 

The following eight weeks were spent in 
one of the seven participating state hos- 
pitals (Agnew, Dewitt, Mendocino, Mo- 
desto, Napa, Sonoma and Stockton). 

Several objectives were accomplished. 
The first of the objectives was to provide the 
student with an orientation to the over-all 
operations of the hospital in order that he 
might gain a valid insight into the goals, 
functions, and structure of a mental health 


1Greenblatt, Milton, Daniel J. Levinson and Rich- 
ard H. Williams, eds., The Patient and the Mental 
Hospital (Glencoe, Ill.: The Free Press, 1957). 
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facility. Other objectives were to introduce | 
the student to the total range of professional 
services within the hospital, to have him 
learn about the roles and functions of each’ 
and how they are interrelated, to observe 
how the treatment services were supported 
by the business and administrative services, 
to become acquainted with the hospital's 
role in the community and the relationship 

between hospital and community services 
for the mentally ill and retarded, and to ~ 
observe what happens to the patient in thè 
various phases of hospitalization. Orienta 
tion was accomplished by informal discus 
sions, by participating in ward and othet 
activities, by attending staff conferences, 
and by direct observation. 

Although the program varied from hos 
pital to hospital, in general the orientation — 
period was followed by the student being 
assigned to one of the hospital services 80 
that he could become more thoroughly 
oriented in a particular mental health pro- 
fession. 

This included assignments to such serv 
ices as psychology, psychiatric social work’ 
rehabilitation services, psychiatry, and busi 
ness. As varied an experience as possible 
was planned for each student. Their activ 
ities were co-ordinated by one person if! 
the hospital. This co-ordinator was re 
sponsible for providing counseling for the” 
students assigned to him; he also had rê 
sponsibility for the final evaluation of the 
student’s experience. l 

During the course of his eight-week 
period at the state hospital, each student 
was required to write a daily log and # 
final paper which was a synthesis of the 106 
Seminars on the roles of the various men! 
health professions (social work, psychology 
rehabilitation, and psychiatry) were held 
biweekly at each of the participating hos | 
pitals. 


The faculty co-ordinator met with each 
p of students in an informal evening 
ion at least twice during the eight-week 
d. A one-day workshop, which all 
“students attended, was held at Stockton 
Hospital. Finally, a large topical 
ography was provided each student 
g the midpoint of the program. 

ing the eight-week assignment to the 
ital, board and room was available on 
hospital grounds at minimum rates. 
those eight weeks the students held 
Service appointments as student pro- 
onal assistants and they were paid at 
fate of $281 per month. In order to 
age students to enter the program 
summer months when many students 
hally work to earn expenses for the 
mg school year, $2,010.80 in scholar- 
Money was made available from vari- 
mental health associations and clubs 
ughout California. KCRA-TV of Sacra- 
contributed $500 in scholarship 


aculty co-ordinator and his graduate 
tant interviewed each of the 45 students 
§ the course of the last week. Finally, 


en evaluation. 

eneral, the hospitals agreed that the 
am was of worth and would wish to 
üue the program in following years. 
pitals believed that the program 
in recruitment, public education, 
taff and patient stimulation. 
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“Best experience of my life . . . at very least 
will have helped me to inform public of prob- 
lems of treatment of the mentally ill.” 

“Now I'm certain I wish to become a psy- 
chiatric social worker.” 

“Now want to go into music therapy. Don’t 
have fears I once had about mental illness. 
Acutely aware of inadequacies in methods of 
dealing with patients and disturbed at society's 
little interest.” 

“Nebulous career goals to social work and 
graduate school.” 

“Greatest experience of my life.” 

“English literature to psychiatry.” 

In general, more of the students were 
committed to career objectives than had 
been originally suspected. Twenty of the 
students had come into the program with 
well-defined career objectives and stated 
that the program helped confirm their 
original choice. Two students stated that 
although they had been committed to a 
mental health profession previous to the 
program, they were now uncertain. 

The other 23 stated that the program had 
either helped them to decide to change 
their undergraduate major, i.e., from French 
to social work, from experimental psychol- 
ogy to rehabilitation, and from English 
literature to pre-medical,—or had created 
a desire to specialize within the original 
career choice, i.e., from education psychol- 
ogy to clinical psychology, from probation 
to psychiatric social work, and from general 
medicine to psychiatry. 

From the results of this program, it 
would seem that one of the most desirable 
methods of recruiting able young people 
into the mental health professions is to 
allow them actually to become involved in 
an ongoing program as both observers and 
participants. This method seems to be most 
fruitful in helping a student to test out his 
career aspirations. 

It is hoped that other states can develop 
summer programs similar to California’s 

! 65 


Department of Mental Hygiene pilot proj- 
ect. Social agencies might very well experi- 
ment with salaried summer experiences for 
selected undergraduate students. Academic 
institutions might develop undergraduate 
social welfare curricula and require field 
assignment experiences as required course 
work, The need for boldness and imagina- 
tion in meeting these mental health man- 
power shortages is very great. 

The following summary paper by Mr. 
Sirbu, one of the 45 undergraduate students 
in the California program, is an example of 
the experiences that can be derived in a 
10-week period. 


Mental Health Summer Work-Study 
Program Summary Paper 


If done conscientiously there can be no greater 
task than organizing, analyzing, and finally synthe- 
sizing some given body of experience. I have just 
finished eight weeks of work in a mental institution, 
eight weeks during which I learned, intellectually 
and emotionally, many new things each day—eight 
weeks in which I stepped into a new world. And 
now at the end of it all I am attempting to syn- 
thesize some total meaning from it and to see what 
effect it has had upon me, 

To my distress I have been thinking about this 
matter intermittently for several days but have 

` come up with no answers, no conclusions, no real 
organization. Instead, only more questions arise 
in my mind. 

And thus the void expands. But perhaps this is 
not so bad after all. Perhaps this is the way it 
must be when one searches for explanation or 
meaning or truth. And especially so when one is 
standing at the very beginning of the road, Only 
through asking impossible questions will the 
answers come. So although it cannot be fully sat- 
isfactory, particularly since it creates additional 
work for the reader, I can only speak of the ques- 
tions that are in my mind and, in some instances, 

how they got there. 

There is a primary discovery which I made 
early in my stay at the hospital. Actually it was 
something which I already knew, something which 
many people find extremely disconcerting, but 
which, for some reason, I selfishly find rather sat- 
isfying. 
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As I read through ward files I began to see that 
it was impossible to actually observe concrete cor 
relations between case history and present symp- 
toms. Any attempt to find such correlations can 
only lead to the wildest type of conjecturing or, 
at best, vague generalization, And I further found 
that symptoms for each individual were usually 
so mixed and complex that there could be no cut 
and-dried diagnosis of illness. 

Any number of theories could explain what had 
happened in each case . . . perhaps the patient 
could just as easily have a personality disorder rather 
than schizo-affective schizophrenia, Each case must 
be looked at individually and the method of treat 
ment must be based upon an assessment of the total 
individual and his particular symptoms and prob: 
lems, not upon the diagnostic label. 

Such a situation obviously causes problems in 
understanding the patient and consequently in tht 
operation of the institution. And naturally an 
thing that causes problems in the operation of 
institution is really causing troubles for the staf 
So now one can see what the effects of living int 
world of gray are on both patients and staff, | 

But before I go on with this, perhaps it would 
be better to elaborate further on the nature of the 
gray itself, for then one will be able to see whethet 
this should serve as a basic explanation into tht 
difficulties encountered in a smooth operation l 
the mental hospital or whether its presence should 
merely be a point to keep in the back of ont! 
mind so that he can be more sympathetic bil 
not dispelling. 

It is certain that we are only beginning © 
emerge from the dark ages in our understanding 
of the etiology and dynamics of mental illne 
Researchers are following a pinwheel of divergitf 
approaches: sociological, anthropological, psych? 
logical, physiological, genetic, endocrine, statisti 

It is true that one cannot definitely point M 


that this was traumatic or that was overwhelming 
Psychoanalytically, that depressive psychosis 
resents a cry for love rather than, somatogenicall} 
an endocrine dysfunction, But anyone who d 
directly with patients is fully aware of this. 
Furthermore, when one is confronted by a livin 
suffering individual, the Clinical importance 
theory tends to fade into the background and 
emerges relying upon common sense and his oW 
life experience. Not that this is desirable—that ) 
a moot point—it is just reality, The only parts" 
theory which seem to retain their relevance 4% 


observations made during therapy and 
recommendations on treatment method. 
the midst of all this confusion, however, the 
who works among mental illness usually 
some type of intellectual anchor. If he is a 
tric professional—a_ psychiatrist, psycholo- 
‘psychiatric social worker, or rehabilitation 
ipist—he will usually form some undefined 
unified theory based upon all that he has 
and read. If he is in nursing services, his 
nation may be less sophisticated and he will 
j to a greater extent upon common sense. But 
ill be a few ingredients common to all of 
llosophies which arise, for there are some 
pable actualities which seem to command 
ittention, 

ill notice that patients are fearful, untrust- 
nsecure; that they are unable to cope with 
that they have been deeply injured in the 
that they are extremely sensitive, sympathetic 
duals often hiding behind a defensive facade. 
Will believe that either overtly or unconsciously 
f Know they are sick and desire help and un- 
tanding, that they are no longer either able or 
§ to put up with deceit or intolerance. 

It, back to the original question: how much 
Psychiatric ambiguity be blamed for ineffi- 
in the patient treatment program of the 


ve already stacked the deck by pointing out 
ìn spite of the lack of any tested monolithic 
for the explanation and treatment of disease 
= Can still make certain fundamental observa- 
Ns on the nature of nervous disorders. I can 
0 on to say that these observations are 
A to enable the hospital staff to follow certain 
types of treatment programs and still feel 
d that it is doing the right thing and 
general, headed in a fruitful direction. 
might begin to find this direction by con- 
What would be the best method for deal- 
ith suspicion or guilt or feelings of inferiority 
Other number of symptoms to be found 
erent cases of mental disturbance. The ob- 
and most simple answer is the one which is 
attempted in California hospitals at this 
` create an atmosphere based upon truth, 
nding, and respect for the dignity of the 
Any program following these basic 
Should enjoy some measure of success. 
are many programs which would live up 
Specifications and no one can really pass 
it on which is best; at this time I think most 
in the mental health field would be grate- 
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Ki Ne 
ful for the presence of any program of this type. 

Officials in the hospital in which I worked be- 
lieve that the creation of a therapeutic community 
best fulfilled these purposes. Here the emphasis 
is placed on a democratic ward social structure 
with patients and staff working together in the - 
everyday operation of the ward. This demands co- 
operative action in policy planning, decision-mak- 
ing; it places a good measure of responsibility upon 
the patients, both as individuals and in groups. 
Another approach might be administration of 
simpler ward affairs and patient treatment through 
a benevolent dictatorship headed by the doctor. 
Many think this lessens possible confusion det- 
rimental to the patients, 

I have personal preferences in this matter, but 
there is no time to discuss them in a paper of 
this length, nor have my thoughts solidified. In 
fact, one of those unanswerable questions which 
now occupies my thought is precisely what type 
of treatment program or ward milieu would best 
facilitate the recovery of the patient. And again, 
it all depends upon one’s initial assumptions about 
the nature and capabilities of the mentally ill. 

So one finds after all that there are consistencies 
and truths to be found in the psychiatric sphere, 
that constructive treatment programs can be fol- 
lowed, and that even though absence of unified 
opinion may prevent dogmatic policy from domi- 
nating the institution, this is not to be used as an 
excuse for dysfunctional organization and opera- 
tion. Nevertheless disharmony does exist in the 
hospital system. Patient recovery is interfered with, 
and the institution is unable to operate as smoothly i 
as it could. apy) 

Now why should this be so? Here is the point 
at which I can create a series of questions out of 
a summer of experience. fe Gee 

Why should inter-professional conflict be so 
strong as to cause a degree of bickering great 
enough to cause confusion through the best and 
most logical of treatment programs? Why must 
inidividuals identify so heavily ioe their re- 

tive occupations in order to m: rir 
Eb Cannot PERE ae Gime 
through seeing a team endeavor pre; 
Why do people who are in responsible positions 
stake the measurement of their success on the 
preservation of the status quo? Why is the aban- 
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to react hostily to those phenomena which they 
cannot understand? Why does the technician or 
any other psychiatric worker often feel so threat- 
ened by the delusional beliefs or irrational actions 
of a patient? Why do most members of the general 
public abhor any contact with the mentally ill? 
Why is it so hard to overcome old superstition, 
to teach members of the so-called healthy group 
to treat the psychotic kindly and remember that he 
is a human being deserving of the traditional 
amount of respect? How much education will be 
necessary to gather enough momentum to overt- 
come the inhumane attitudes of the past? 

What type of social structure must an institu- 
tion have in order to be best able to administer 
psychiatric treatment? How can authority channels 
best be structured to minimize resentment and 
conflict and to cut red tape? How analogous is the 
doctor-patient relationship in the mental hospital 
to the traditional one? What is the role of the 
patient in the mental hospital; how much control 
should he have in establishing the course of his 
own recovery program? 

What is the ideal size of a psychiatric facility? 
Can a large bureaucracy tolerate multiple opinion 
and eventually internalize its continual presence 
as a culture norm so that it will be maximally 
prepared to institute the changes which shall 
improve its functioning? Or does a bureaucracy 
develop personalities which have no tolerance for 
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ambiguity and are so rigid that they would first 
disintegrate rather than flex? 

‘Are there inherent elements in the bureaucratic 
structure which automatically render it unsuitable 
for the care of the mentally ill, a group of indi- 
viduals which demands particular attention, con- 
stant policy change, and the ability for adapta- 
tion and readaptation on the part of personnel? 

Even if one finds the answer to the last “ques- 


tion positive—and I am sure many already have’ 


come to such conclusions—there is still nothing to 
be done but to continue to work with large, 


bureaucratic hospitals’ and the problems which 


arise in them. (And I do not see why this should 
be impossible or why acute pessimism is appro- 
priate. Institutions are made of men: should not 
men be able to change institutions?) 

Community tolerance and understanding of nerv- 
ous disorder and abnormal behavior has not yet 
reached the point where such institutions can cease 
to exist. The time of the small community psy- 
chiatric clinic has not yet arrived. Until that time 
people in the mental health field must endeavor to 
improve existing facilities in every possible manner. 
Perhaps one of the ways would be through con- 
sidering many of the questions which have been 
presented in this exposition . . . just a few of the 
questions which represent a partial synthesis of 
a summer's experience. 
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R. V. HECKEL, Pu.D. 


The effects of fatherlessness on 


the preadolescent female 


A review of the literature revealed no de- 
finitive statement regarding the effect of 
fatherlessness on the preadolescent female. 

Wylie and Delgado (6) reported the re- 
sults of studying the effect of fatherlessness 
on young males but do not speculate on this 
effect in females. Rubenstein and Levitt 
(5) gave emphasis to what they felt was a 
neglected area, the importance of the father 
in the development of problems in children 
and his importance in the treatment process. 
Pascal (4) has indicated that specific dep- 
rivation, as in the loss of a parent, was 
accompanied by behavioral changes. 

Freud (1, 2), in commenting on father- 
daughter relationships, indicated that the 
Oedipal conflict was necessary for the forma- 
tion of the superego. Lacking this conflict, 
behavior takes on a pathologic pattern, 
possibly operating on the pleasure prin- 


ciple. He developed a highly complex 
system by which the female develops her 
Oedipal strivings. This consisted of her 
disappointment at not having a penis, the 
rejection of the mother because she too is 
“castrated,” causing her to abandon her 
mother love and turn to her father, She 
then becomes a rival with the mother, de- 
siring a child by the father. 

He also saw little resolution of this 
Oedipal situation, which is abandoned late 
in life, if ever, by the female. Since there 
is no castration anxiety, the motive for 
giving up the Oedipus complex is lacking. 
While interesting, such an involved process 
does not lend itself to experimental testing 


Dr. Heckel is co-ordinator, Research and Training, 
Psychology Service, Veterans Administration Hos- 
pital, Augusta, Ga. 
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nor does it indicate, except on an inferential 
basis, what might result if the Oedipal con- 
flict never develops. 

A striking description of the effects of 
fatherlessness in the pre-adolescent female 
comes from the literary rather than the 
scientific field where Nabokov (3) described 
the behavior of “Lolita” in a manner which 
paralleled the dynamics of the five pre- 
adolescent females who were the basis of 
this study. She was described by Nabokov 
from two points of view—through the eyes 
of her mother, who saw her as an “aggres- 
sive, boisterous, critical, impatient, irritable, 
listless, negativistic and obstinate child;” 
and through the eyes of the pedophilically 
inclined Humbert who saw her as a seduc- 
tive, sexually aware and attuned “nymphet.” 


CASE REPORT 

The five preadolescent females, the “Loli- 
tas” of this study, were referred by school 
authorities through family physicians. The 
basis for referral was behavior described as 
aggressive, negativistic, underachieving in 
school, excessively interested and curious 
about sex, day-dreaming, lying, and refus- 
ing to join in the activities of their peers. 
In each instance, the school had attempted 
unsuccesssfully to improve the child’s atti- 
tude and behavior in school. In two cases 
there had been the recommendations that 
the child be withdrawn from classes. 

Their mothers described them in essen- 
tially the same terms as had school officials. 
Each mother not only expressed great con- 
cern about her child’s behavior but felt 
helpless in coping with it. 

Results of physical examination by refer- 
ring physicians were not remarkable. All 
children were seen as healthy, well-nour- 
ished, eight-year old girls. 

The psychiatric social worker, through in- 
terviews with the mother and contacts with 
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the referring physicians and school officials, 
supplied information regarding the early 
development. Each child had lost her 
father before the age of two. Two of the 
children had no contact with the father, 
one having died in service, the other having 
deserted prior to her birth. 

In the remaining cases, one father was in 
prison for murder; another died when the 
child was 22 months old; the third had 
made a career of being overseas without 
his family, having returned only for a few 
months since before the birth of his daugh- 
ter. All but one had older siblings and in 
one instance there was a younger child. 

Each mother was described as an im- 
mature, dependent, insecure woman who 
“gave up” following the death or departure 
of the husband, allowing her mother to take 
over responsibilities for herself and her 
children. As one mother described itni 
was just another one of the children. My 
mother told me everything to do and when 


to do it.” Although often resenting the, 


mother’s domination, 
and unable to resist. 
All were physically and educatio 
equipped to work or had adequate incomes 
to maintain themselves away from their 


each felt helpless 


parents, had they so desired, but only one 


worked outside the home. The others spen 


their time at home and at infrequent social _ 


activities with other women. None dated 
or interacted with males at the time of 
referral, although years had passed since 
the loss of the husband. 

They described their husbands as strong, 
aggressive males who had taken over from 
the mothers and had permitted them little 
independence or decision-making, essen- 
tially following the pattern they had been 
accustomed to in their parental home prior 
to marriage. 

Following the death or departure of the 
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children’s fathers, four of the mothers re- 
turned to the home of their parents; the 
fifth maintained a separate dwelling but 
had her mother come to live with her. 
Two of the mothers had living fathers, 
although they were described as being 
dominated by their wives, indifferent to 
their daughters and granddaughters, pre- 
ferring to isolate themselves. 

The grandmothers, four of whom were 
seen in the clinic, were felt by the staff to 
be strong, dominant women who “took 
over” in most situations, permitting little 
freedom or responsibility by their husbands 
or daughters, even with their own children. 
The mothers’ social withdrawal, the grand- 
fathers’ inadequacies and the grandmothers’ 
control appeared to isolate each child from 
any possibility of close relationships with 
males. 

The psychological evaluation of each 
child reflected marked similarities. All 
showed above average intelligence, ranging 
from bright normal to very superior. 
Scores on achievement testing were all above 
grade level, although teachers’ reports in- 
dicated performance below that of class- 
mates, 

Projective tests responses were many in 
number, rich in quality and adult in con- 
tent. Those responses most commonly 
found in children of a similar age (eight 
years) were largely absent. It was felt that 
in subject matter the Rorschach protocols 
would have been more appropriate for an 
adult rather than a child. In each record 
there was much to suggest uncontrolled 
aggression, acting out and sexual preoccupa- 
tion. 

From the start of the staff’s contact with 
these children, a marked difference in their 
Teactions was noted in relating to males 
and females. To female staff members 
(both professional and secretarial) there 
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was a marked indifference, coldness and 
unwillingness to be interviewed; while 
toward males, there was an outgoing, posi- 
tive response, resembling the coy, seductive 
behavior of some adult females. $ 

Based on the objective disturbance noted 
in the child’s behavior, the deficits apparent 
in the adjustment of both mother and child 
and the expressed need for help on the 
part of both school authorities and the 
mother, the staff agreed to undertake a series 
of psychotherapeutic interviews with both 
mother and child. In each case, mother 
and child were to be seen on as intensive a 
basis as possible (the limits being estab- 
lished by the time available in the mental 
health clinic). Treatment time involved 
extended from three months in one case to 
over two years in others, 

Therapy with the child was carried out 
—in the playroom setting—in four cases 
by a male therapist; therapy with the 
mother, by a female therapist. In the fifth 
case, treatment roles were reversed, and the 
child was seen by a female therapist; the 
mother, by a male therapist. In all cases, 
play followed a similiar pattern. 

Early interviews were characterized by the 
child’s assuming the role of the mother; the 
therapist, the father. Conversation centered 
on marrying the father (therapist), having 
babies, fears that the child’s mother might 
somehow interfere with therapy and fre- 
quent attempts to display overt affection 
toward the therapist. Unlike other children 
who frequently take on the role of mother 
and father during play therapy, all five 
children showed a much higher degree of 
identification with the role, marked sexual 
overtones, unwillingness to engage in other 
play activities and an affectional over- 
response toward the therapist.’ ; 

As treatment progressed, coupled with 
attitude changes observed in the mothers, 
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there was more and more open expression 
of hostility and aggression, both verbally 
and in play activity, which was focused 
chiefly against the mother. This was fol- 
lowed by a “regression” to play more ap- 
propriate for the child’s age group. 

In three cases, regression continued to an 
infantile level where play involved acting 
as a baby, sleeping in a baby bed, drinking 
from a bottle, and so on, for an extensive 
period of time. This was then followed 
by a return to a “normal” age-play level. 
Concomitant changes were reported by the 
school during this time, indicating a 
greater co-operativeness regarding school 
work, 


DISCUSSION 


In the three to seven years that have 
elapsed since termination of the children’s 
treatment, reports indicated that improve- 
ment had been maintained in the social and 
school adjustment with no indication of 
a recurrence of the acting out or seductive 
behavior beyond that expected for their age 
group. All were reported doing well in 
school and popular with their peers, which 
was not the case on referral. 

In four of the cases, it was felt that the 
mothers had gained sufficient strength and 
insight to deal with the disciplinary and 
emotional needs of their daughters. In the 
fifth case a lesser level of adjustment was 
reached, we felt, because of the difficulties 
of the mother, who was continued in treat- 
ment following the discharge of her daugh- 
ter. 

Treatment of the mothers centered on 
helping them overcome their feelings of 
helplessness and passivity, to express their 
feelings more openly and to develop more 
awareness of their capabilities and poten- 
tials. It was felt that there was expressed 
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in the behavior of the children, in addition 
to the child’s own needs, many of the re- 
pressed feelings of the mothers. 

For example, these children were the 
only ones who were able to defy the grand- 
mothers. They also were able to approach 
and interact with males in a seductive man- 
ner. A professional staff member had oc- 
casion to observe this taking place on a bus, 
where the child approached a nice looking 
stranger, asked a number of highly personal 
questions regarding his marital status, age 
interests, and was flirtatious and quite at- 
tentive. The mother, far from discouraging 
this behavior, which had been one of the 
bases for referral, merely smiled, 

As therapy progressed, there was move- 
ment on the part of the mothers toward 
independence from parental ties and less 
noticeable disturbance in the children’s be- 
havior. The mother with the living hus- 
band decided to continue the marriage and 
with the help of various agencies made ar- 
rangements to join the husband overseas. 
The three mothers not working obtained 
employment and all made arrangements to 
live apart, with their children, from the 
parents. 

The weaning was a gradual process and 
by the close of treatment, three of the 
mothers moved to other towns; the fourth, 
wanting to keep a job in which she had 


considerable seniority, moved to another 


section of the city. The four without hus- 
bands started dating and having social con- 
tacts with males, although none, so far as 
is known, have remarried. There was no fol- 
low-up on one woman who left for another 
section of the country following treat- 
ment, The mothers in each case were felt 
to have more fully realized their capabilities, 
both emotionally and occupationally, fol- 
lowing treatment. 

The staff felt the effects of fatherlessness 


on these children and the sources of their 
difficulties were as follows: 

That the observed behavior was, in part, 
due to the absence of the father and to the 
mother’s inability to function in her role, 
leaving the child with scarcely any emo- 
tional support or disciplinary control. 

That some of the acting out and seduc- 
tiveness was a reflection of the mother's 
repressed feelings and that this behavior 
was not dealt with by the mother because 
of the vicarious satisfaction derived and the 
unconscious encouragement given this be- 
havior. This also decreased as the mothers 
were able to perceive more clearly their own 
feelings and needs. 

It was felt that the therapist provided 
the child with a strong positive relationship 
with an adult, in which she could relate to 
a male or in one case to a nonrejecting 
supportive female. Each gained acceptance 
as a child rather than reward for seductive- 
ness and sexual acting out. Problems 
relating to the child’s appropriate role were 
resolved. No longer required to act out 
parental needs, the children were able to 
establish meaningful relationships with 
their peers. 

As to the effect on the formation of a 
conscience, or superego, it was felt that 
evidence from a series of adult patients who 
reported similar dynamics (fatherlessness, 
lack of maternal support) does show a lack 
of sensitivity to social values, repeated act- 
ing out sexually, and other behavior which 
appears to be of a sociopathic character. 

It is not possible to say that the five 
“Lolitas” in this study would have de- 
veloped in this manner but, lacking in 
guidance and support, it would seem pos- 
sible that early seduction and exploitation 
—with sexual acting out becoming equated 
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with reward, in the form of attention— 
could take place. 

That, although posing certain problems 
for the average clinic in terms of number of 
treatment hours involved, this type of case 
can be treated successfully through psycho- 
therapy with both the parent and child. 


SUMMARY 


Five fatherless preadolescent females were 
referred to a mental hygiene clinic for ad- 
justive difficulties in school, excessive sexual 
interest, daydreaming and acting out be- 
havior. Developmental similarities, treat- 
ment, and follow-up data were discussed. 
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GWEN ANDREW, Px.D. 


Characteristics of child guidance clinic 


referrals maintaining a desire for 


appointment after a waiting period 


This report summarizes the results of a mail 
and telephone survey of parents whose 
children were on the Lansing Child Guid- 
ance Clinic waiting list on June 30, 1961. 
The clinic serves five counties although, as 
with most such facilities, its clientele is 
largely local in character. 

While the clinic staff carries on consulta- 
tive and educative functions usual for such 
a facility, its primary emphasis, for the past 
several years, has been largely on direct 
treatment of children, Historically, there 


Dr. Andrew is chief, Research Section, Michigan 
Department of Mental Health, Lansing. 

1The interlocking or overlapping committees 
which influence clinic practice are difficult to out- 
line in a succinct fashion, but detailed analysis of 
the formal and the quasi-legitimized groups func- 
tioning in the administrative hierarchy would re- 
quire a separate paper. 
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has been a waiting list and in recent years 
this list has been split into two parts, one 
for initial diagnostic service, and a second 
for those children for whom psychotherapy 
is considered to be appropriate. These 
lists have been steadily increasing. 


In addition to state support, the clinic 8 


receives local monies from the Community 
Chest and other sources. This local finan- 
cial support is represented through a 
clinic board and, in addition, there is a 
community committee under the auspices 
of the Lansing Community Services Council 
which has representatives from the clinic 
board and staff and which has an ill-defined 
role in determining operations of the clinic 
as well as other community agencies. 
This latter committee has become in- 
terested in studying the public psychiatric 
services in Lansing and has developed con- 
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siderable interest in establishing a set of in- 
ter- and intra-agency policies and practices 
which will serve to improve the extent to 
which these agencies can meet the demand 
for service, hopefully without extensive 
augmentation of staff. 

In line with this objective, the committee 
became interested in evaluating the charac- 
teristics of the waiting list at the Child 
Guidance Clinic which, although one of the 
larger agencies, presently has the longest 
waiting list. 

It was decided that a comprehensive study 
of the waiting list could lead to valuable 
data useful in explaining a number of alter- 
native means for alleviating the problem 
of long waiting periods. It was further 
agreed that if such data were made available 
it would be possible not only to make 
more informed service policy changes but 
also to determine, in the long run, what 
effect such changes had. 

Therefore, a waiting list study beginning 
with cases at the time of referral and fol- 
lowing them through all phases of waiting 
time and service time was undertaken. As 
a part of this larger study the questionnaire 
study, reported here, was undertaken. The 
results of this brief study of waiting cases 
are probably not generalizable beyond the 
Lansing Clinic. The purpose in reporting 
it publicly is to provide some opportunity 
for others in the field to explore some of 
the more interesting and striking findings 
(in terms of additional data) from other 
facilities of a like character. Also, there 
may be interest in the particular variables 
used in the analysis. 

Waiting lists are dynamic in character, 
if dynamic is construed as fluid or changing. 
This dynamic character is a result of at 
least three influences: (1) new people are 
added every day; (2) at some point in time 
prior to clinic contact people decide they 
do not need clinic service, perhaps contrary 
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to their intent at time of referral; (3) people 
who have previously made this decision 
reverse it and again desire appointments. 
This latter source of change was strikingly 
illustrated in this survey. A mother con- 
tacted in March, 1961, refused an appoint- 
ment. By some error she was sent a ques- 
tionnaire soliciting information as to her 
wish for service and it was returned indicat- 
ing that she did indeed want treatment for 
her child. 

Because of this changing nature of the 
waiting list, our survey of the persons on 
it on June 30, 1961, is not entirely accurate 
for another time, say October 1. Neither 
can it be considered a reliable statement of 
the actual proportion of the cases on the 
list at any time which constitute a true ser- 
vice potential.” 

The most obvious problem with the 
present information is the influence of 
certain situations which alter parents’ 
decisions to come to the clinic. Our study 
was carried out from July 15 through 
September 15. Many people were on vaca- 
tion at the time the questionnaire was sent 
out in July and replies straggled in until 
the end of the study. i 

Telephone calls were made to parents 
who had not answered by September 10, 
and the conversations indicated that many 
of them were aware of their children’s 
problems only because teachers had brought 
them to their attention. Summer months 
seem to be a time of quiescence of problems 


2 Here reliability refers to the probability of repli- 
cation of the same results with another set of cases 
and is the underlying requirement for predictability 
from the results of such a survey. The problem is 
not one of sampling error since the universe of 
cases was used, but, rather, one of time. It is fairly 
obvious that there is a cyclical flow of cases onto 
the referral list, at least, but we do not know 
the influence of this flow on the extent to which 
parents actually act upon an opportunity to come 
to the clinic when an appointment is offered, 
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of this nature, leading many parents to 
decide to defer interest in an appointment 
until school has been in session for 
some time so that the teachers might again 
have the opportunity to call their attention 
to the child’s problem, 

Those persons who did not answer the 
questionnaire without a telephone reminder 
represent a group who did not see the child’s 
problem themselves and who were in- 
terested in clinic contact only on the advice 
of an outside agent, usually the school, and 
in such instances there seemed to be no 
cognizance of what clinic service meant to 
them as individuals. 

They also frequently held the hope that 
the problem was only one of a “conflict of 
personalities” between their child and a 
particular teacher. The problem would 
therefore disappear when a new school year 
with a new teacher was begun. 

It may be expected, then, that some part 
of the group not interested in an appoint- 
ment at present will soon be making another 
clinic contact as the trust in the transient 
nature of the problem fades. There will 
doubtless be some instances in which the 
hope materializes, of course.3 

These comments suggest some of the 
problems of interpretation of the data com- 


3 One of the more interesting aspects of the survey 
was the questions it pointed up, such as the relation- 
ship between the source of referral and the recog- 
nition by the parents that the child has a problem. 
Clinic practice demands that a parent at least show 
enough concern to make a referral directly, even 
though the problem was brought to his attention 
by someone else. It is not possible from this data 
to determine the extent to which parental recog- 
nition of the problem influences actual appearance 
at the clinic, but the second phase of the study, 
which follows cases from the time of referral 
through all forms of clinic service, will establish 
some pertinent information in this regard. 

4 Persons who already had appointments scheduled 
after July 15 and those who had been put on the 
list after June 30 were eliminated from the study. 
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piled from the survey. They are not in- 
tended to suggest there is no useful informa- 
tion from the efforts, however. The 
discussion which follows will describe the 
results of the questionnaire survey, will pro- 
vide some picture of the general nature of 
the waiting list and will give the relation- 
ship between certain variables such as 
referral source and referral problem and in- 
terest in clinic appointments at the time 
period of the survey. Before presenting 
these, a brief summary of the technique 
used in the survey is required. 


SURVEY TECHNIQUE 


On July 15, a letter requesting informa- 
tion about interest in clinic service and a 
questionnaire, together with a stamped 
return envelope, were sent to the people on 
the two waiting lists as of June 30.4 

As previously indicated, there are actually 
two seperate waiting lists at the clinic. The 
first is the referral list, which includes 
people who have made an initial call to the 
clinic requesting an appointment and who 
have given a brief statement of the problem 
and have identified the person who sug- 
gested they call. 

The second list consists of people who 
have been seen for diagnostic services and 
who have then been put on the waiting list 
for treatment. The people on the treatment 
waiting list are experiencing their second 
waiting period, but it was assumed that 
there would be a higher proportion of in- 
terested parents on this list since they had 
already had some help and had agreed, 
during an interpretive interview, to partici- 
pate in further attempts to alleviate a prob- 
lem which the clinic staff found appropriate 
for a more extended service period. The 
extent to which this expectation material- 
ized will be demonstrated below. The two 
lists were treated separately and the results 
are given separately in the analyses of data. 


Beginning on September 15 those persons 
who had not responded were contacted by 
telephone and were asked the information 
requested in the initial letter.’ In this way 
all persons on the list were contacted with 
the exception of those who had moved and 
were no longer available or those who could 
not be contacted by mail or telephone. 

As the information was received it was 
tabulated, coded and put on IBM cards. 


RESULTS OF THE SURVEY 


The Desire for an Appointment. Of the 
335 cases surveyed, 214, or about 64 per cent, 
continued to desire a clinic appointment. 
It may be concluded that the “effective” 
waiting list at the time of the survey was 214 
children, There were 26 people, 19 on the 
referral list and 7 on the treatment list, who 
could not be located. Another 13 had 
moved away. Hereafter these two groups 
are treated as a residual category consisting 
of 39 families who could not be contacted. 

The data tend to suggest that at any given 
time the waiting list may be inflated by 
about 25 per cent by people who actually 
do not think they want an appointment, for 
whatever reason, and approximately an- 
other 10 per cent cannot be located, which 
would suggest they are not potential cases, 
regardless of their possible desire for service. 

It is not possible to conclude this 10 per 
cent do not, in fact, want an appointment 
since they may well make another clinic 
contact to initiate service. For reasons al- 
ready suggested it would be a doubtful 
practice to attempt a prediction of the 
“true” number of cases at any time by ap- 
plying the 25 per cent reduction to a given 
waiting list. 

The breakdown of the cases into the 
referral list (those 197 cases with no clinic 
contact) and the treatment list (those 138 
cases with a completed diagnostic service) 
shows that only 17 per cent of the treatment 
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cases indicate no further interest in an ap- 
pointment, while approximately 30 per cent 
of the referral cases fall in this category. 

Apparently, once the clinic staff has 
reached the conclusion that a child needs 
treatment, this is met with concurrence on 
the part of the parents to a rather high ex- 
tent. On the other hand about 45 per cent 
of the referral cases are drop-outs. These 
parents have either found some other alter- 
native, were not particularly convinced of 
the need for service at the time of referral, 
or the problem is no longer evident. 

Perhaps the most important conclusion 
from these data is that if waiting lists are 
to be reduced, one source of this reduction 
may come through some kind of redirec- 
tion of certain parents at the time of referral 
or prior to it. Inorder to exploit this 
possibility, considerably more data are re 
quired which would enable determination 
of the characteristics of those referrals which 
do not become actual cases when an ap- 
pointment is offered and perhaps reasons 
why this is the case. With this information, 
a reasonable method for redirecting in- 
appropriate referrals could be derived. 

The remainder of this discussion covers 
the relationship between the “main” vari- 
able of the study and those variables which 
are presumed to be related to the main 
variables. 

This main variable is the desire for a 
clinic appointment and it is measured as 
present or absent, that is, as “yes” or “no.” 
The related variables are length of time on 
the waiting list, referral source, referral 
problem, sex and age of the child. 

Statistical test was required to determine 
the significance of differences among the 
categories of the variables. For example, 
to say that school referrals tend to no 
5No distinction is made hereafter between those 
who mailed in a questionnaire and those who re- 
sponded only through telephone contact. 
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longer desire clinic service more than 
referrals from other sources requires that 
a control be established for the fact that 
most referrals are from schools. A simple 
percentage analysis would indicate that, of 
all school referrals, a certain per cent, say 
27, were no longer interested in an appoint- 
ment and that this was a greater proportion 
than the disinterested in another referral 
group, say 11 per cent of court referrals. 

This would not, however, enable the 
statement that this difference was anything 
more than chance or, in other words, sam- 
pling error. For this reason, statistical test 
was carried out to determine the significance 
of all differences found in the tabular pres- 
entations. The test was chi-square, and the 
criterion of significance was a probability 
of .05. When a difference is identified 
as significant it may be assumed there are 
stable differences among the groups re- 
ferred to. 

Referral Source as a Determinant of De- 
sire for Appointment.6 The data indicate 
that insofar as the referral list is concerned, 
there are significant differences among re- 
ferral sources and the desire of the parents 
for a clinic appointment at the time sur- 
veyed. Cases referred by agencies all con- 
tinue to want an appointment. Court or 
police referrals remain interested in an ap- 
pointment and physician and school refer- 
rals remain relatively interested. However, 
about 40 per cent of the parents who re- 


ferred their children went on appointment. 
ees 


The reader is cautioned against placing great 
significance on the difference between the per cent 
of cases desiring appointment and not desiring ap- 
pointment when there are few cases in the particular 
category in question, since a difference of one case 
may be highly inflated in a percentage analysis. 
The statistical test avoids this problem so that when 
it is stated that a difference is significant this may 
be accepted without regard to the frequency of cases 
in any category. 
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It may be concluded that the major dif- 
ference among referral sources results from 
the relatively high proportion of parents 
who change their minds about an appoint- 
ment after they themselves made the initial 
referral. They may find another means for 
handling the problem or decide the prob- 
lem is alleviated without help or the prob- 
lem may be so transitory in nature as to 
not require intervention by the clinic after 
a waiting period. Which of these or alter- 
native explanations is appropriate cannot 
be determined from the information avail- 
able. 

The treatment Waiting list shows a dif- 
ferent picture. Here there are no signifi- 
cant differences between referral sources 
with regard to desire for an appointment. 
A high proportion of all cases remain in- 
terested in clinic treatment, and this is as 
expected since there has already been a 
diagnostic service and the parents have dis- 
cussed the plan with a clinic social worker. 
There are two rather interesting additional 
but tentative points here. Court referral 
cases show the lowest level of interest in ap- 
pointment, while they show the highest 
level during the period prior to diagnosis, 
that is, while on the referral list, 

In this sense, the cases which appear to 


be “good risks” for clinic attention at the — 


time of referral become relatively “poor 
risks” when it comes to instituting treat- 
ment. Poor risk here refers, of course, only 
to the expressed likelihood of coming to 
the clinic for the service. 

While school referrals continue to remain 
interested in treatment, this group consti- 
tutes the next greatest mortality of inter- 
est, with 19 per cent no longer desiring 
an appointment. It is tempting to speculate 
regarding the reasons for this drop. It could 
be due to a changing school situation in 
which, for whatever reason, pressure to 


seek clinic treatment is no longer exerted 
on the parents. The summer timing of the 
survey may also have bearing here. 

The schools constitute the largest single 
source of referrals and there are doubtless 
several kinds of forces operating among 
this larger group, which determine the ex- 
tent to which clinic service is actually con- 
sidered necessary as far as the parents are 
concerned. Since the school setting pro- 
vides an almost universal opportunity for 
extrafamilial observation of the child, a 
much more detailed analysis of the cases 
referred in terms of type of problem, in- 
terest of the parents, follow-through from 
one grade to the next and so forth is war- 
ranted. 

Briefly, it may be concluded that in 
comparison with other groups there is a 
significant loss of interest in an appoint- 
ment among parent referrals while wait- 
ing for the initial clinic service. There are 
no significant differences among referral 
source in terms of the parents’ interest in 
appointment while they are on the treat- 
ment waiting list. 

Referral Problem and Desire for Ap- 
pointment. The type of referral problem 
is based on a set of categories developed to 
reflect the general nature of the particular 
symptoms which were reported to the clinic 
at the time of referral and, since the child 
may have multiple symptoms, the first men- 
tioned and/or most stressed of the symp- 
toms reported, was used as the criterion for 
placement in a category. 

The results for the referral waiting list 
show that there is no significant difference 
between type of problem and desire for 
appointment. Interestingly enough, all of 
the children who were withdrawn or im- 
mature and who could be located were said 
to need an appointment. Children with 
physical or psychophysiologic problems 
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were still considered as in need of an ap- | 
pointment by their parents, and habit dis- 
orders held up relatively well in terms 
of their interest. There are, however, severe 
limitations imposed by the small number 
of cases with these problems. 

The groups with the greatest drop in 
interest were those with academic problems 
and those with anxiety and fears. The for- 
mer may be an additional reflection of the 
tendency noted in the previous analysis, 
where school referrals tend to lose dias 
before treatment could begin. 

The group with anxiety perhaps find 
some other solution to the problem or 
make some kind of adjustment which re- 
moves the obvious symptoms of fear, anx- 
iety, phobia and the like. Perhaps anxiety 
symptoms are so distressing as to preclude 
the possibility of waiting for service or per- 
haps they are transitory in nature. Which 
of such possibilities is more accurate is 
obviously important to determine in defin- 
ing procedures for priorities in acceptance 
of clinic referrals. 

The treatment waiting list presents the 
same picture in that there is no significant 
difference between type of problem with 
regard to desire for appointment. There 
are few cases in most categories here so it is 
impossible to make any inferences, even 
of a speculative nature. It is worth noting, 
however, that the groups with anxiety 
symptoms tend to remain interested in 
treatment, which is something of a reversal 
of the point just noted with icf to 
referral patients. 

There may have been some aues Si 
tion to the parents at the time of diag- 
nosis, which anticipated the possible sub- 
stitution of other symptoms in an attempt 
at adjustment to fears, or there may havè 
been sufficient alleviation. of fears through 
clinic contact to permit a waiting period, 
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The point here is that there tends to be 
a rather high loss of interest among par- 
ents whose children have an anxiety prob- 
lem and who must wait for diagnosis but 
that once seen, there is a continued inter- 
est in receiving treatment, even though there 
is a waiting period. It seems worth the 
effort to get more data to assess the stability 
as well as the meaning of the result. 

In general, these results suggest the im- 
portance of recognizing the impact of clinic 
attention in the diagnostic process. A fil- 
tering process goes on prior to any serv- 
ice, and an additional filtering occurs dur- 
ing the diagnostic process. That group of 
cases which remain are highly motivated 
for clinic service, in spite of the waiting 
they have had to endure, if motivated is 
defined as a statement of interest in further 
appointments. 

Time on the Waiting List and Desire 
for Appointment. For both the referral 
waiting list and the treatment waiting list 
there are significant differences in desire 
for appointment, based on the length of 
time the parents have been waiting for 
service, 

In both lists the results are about as 
would be expected, in that there is a de- 
creasing interest as the waiting period 
increases. Persons who have been waiting 
three months or less tend to want an ap- 
pointment, while at the opposite end, 
people waiting for more than a year tend 
toward less interest. 

One unexplained finding is that there 
tends to be a considerable drop in inter- 
est for persons on the lists for 13 through 
15 months and this is followed by an in- 
crease in interest for those waiting 16 
through 18 months. This phenomenon 
holds for both lists. The ethical or value 
import of the over-all results on this 
7The statistical test was accommodated to this 

lack of independence. 
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variable of time is an important part of 
the reason for initiating this study. 

Age and Desire for Appointment. The 
results of this analysis may be summarized 
briefly. Age of the child has no significant 
influence on the desire for an appointment, 
and this result holds regardless of which 
waiting list the child is on. 

There is some drop in interest for older 
children, which is possibly accounted for 
by the fact that the waiting period may 
be extended enough to carry some num- 
ber of these cases through the time when 
they are children in the sense of their 
residence at home—with the succorance 
and attention of the family—into the pe- 
tiod when they begin to take on the re- 
sponsibilities of adult identification and 
leave the home setting, 

Sex of Child and Desire for Appoint- 
ment. The data indicate there are no sig- 
nificant differences between sex groups 
and the desire for appointment. 

There is a slight but not Statistically 
stable tendency for- more females than 
males to desire appointment while on the 
treatment waiting list. It should be noted, 
however, that there are nearly three times 
as many males as females, and there are 
more than three times as many males as 
females on the treatment waiting list. 
Whether there are actually more males with 
emotional problems is obviously not de- 
terminable here, but it is certain that more 
males come to the attention of referring 
agents. 

Child’s Condition and Desire for Ap- 
ointment. The condition of the child 
is given on a scale of “same as time of 
referral,” “better” or “worse.” There are 
highly significant differences between these 
categories and the desire for appointment 
for both the referral and treatment waiting 
lists, as would be expected. These are 
hardly independent variables. 


When the child is considered as worse 
(which is relatively infrequent) the parents 
want an appointment. When his condition 
remains about the same, the parents con- 
tinue to want an appointment. When the 
condition is better, the parents decline in- 
terest in an appointment but here there are 
some differences between the referral list 
and the treatment list. A little more than 
a quarter of the parents with children on 
the referral list continue to want an ap- 
pointment even though their child is im- 
proved, For parents with children waiting 
for treatment this proportion desiring fur- 
ther service is two-thirds. 

In other words, even though the child 
is somewhat improved, the parents have not 
lost interest. Whether this is due to clinic 
interpretation of the need for treatment, 
or is a reflection of a parental belief that 
the improvement is a result of previous 
clinic contact and therefore more service 
would be additional help, or whether both 
of these factors play some part, is an inter- 
esting but presently unanswerable question. 
At any rate, the results serve to docu- 
ment, with quantified evidence, an ex- 
pected trend. 

Use of Other Help and Desire for Ap- 
pointment. One supposed reason for the 
decision to forego a clinic appointment is 
the use of some other service in place of the 
clinic. The statistical analysis reveals that 
there is a significant difference between the 
desire for an appointment and the use of 
other services with, as would be expected, 
a greater proportion of those without other 
help still interested in clinic service. This 
holds for the referral waiting list only. 

The treatment waiting list reveals an in- 
teresting reversal in that approximately 80 
per cent of those who have had no help are 
interested in an appointment but of those 
who have received other help, the propor- 
tion desiring an appointment rises to nearly 
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90 per cent. Other help then, can be con- 
strued as an alternative for referral cases 
but as a stop gap or holding measure or one 
of multiple resources to be used for those 
who are waiting for treatment. 

The full implications of the use of other 
facilities, combined with the desire for 
clinic appointment, bear considerable de- 
tailed study. This may be elaborated some- 
what as follows: 

Persons who have had the service of the 
visiting teacher or a special class or who 
have visited other clinics, or other agencies, 
and who have the consultation of their 
physician or a psychiatrist, are in the main 
still interested in clinic service and only 
two logical alternatives seem available for 
interpretation of these findings. Either the 
other service failed, or the persons consulted 
for help reinforced the parents’ decision to 
go to the child guidance clinic. If the latter 
is the case, there must be considerable agree- 
ment between the clinic and these other 
sources with regard to the appropriateness 
of psychotherapy for the cases involved. 

The very fact that a relatively high pro- 
portion of patients receiving service other 
than the clinic’s during a waiting period 
for first contact (i.e, the referral list) decided 
not to pursue the matter, while the great 
majority of the treatment cases came to the 
opposite conclusion, also suggests there is 
an important possibility for considerable 
screening of cases prior to diagnostic service 
at the clinic. 

Taking the other possibility—that of 
failure of other helping services—it may be 
that the cases which remain on the treat- 
ment waiting list are severely disturbed and 
much more difficult of solution on a min- 
imal intervention basis. They could, of 
course, put the clinic in an unenviable 
position with regard to the success of its 
efforts in any evaluation which did not take 
this problem into account. Clearly, there 
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is much room for a more complete analysis 
of the ramifications of these data. 

The data were subjected to further anal- 
ysis with regard to the significance of each 
of the sources of other help in terms of 
parents’ later desire for clinic service. The 
statistical test indicated there were no sig- 
nificant differences in this regard for either 
waiting list. 

In other words, no particular source of 
other help was followed by a greater loss 
of interest or an increase in interest in a 
clinic appointment than that of any other 
such source. The simple percentage figures 
indicate a somewhat greater maintenance of 
interest in clinic appointment by those per- 
sons who had the services of the visiting 
teacher or of special classes, which may be 
because the visiting teacher sees a child 
while he waits to go to the clinic. 


SUMMARY 


Several brief comments will serve to sum- 
marize the significant findings from the 
analysis of the questionnaire data obtained 
in the survey reported herein. 

1. There were 335 cases on the waiting 
list at the time the survey was initiated. 
Of these, 214 responded that they wanted 
a clinic appointment when it became avail- 
able. The group is broken into 197 cases 
waiting after initial referral, 109 of whom 
want an appointment, and a treatment 
waiting list consisting of 138 cases, 105 of 
whom want an appointment. 

2. Parents who refer their children con- 
stitute the major source of referral where the 
decision is made not to seek a clinic appoint- 
ment after a waiting period. This difference 
between parental referrals and referrals 
from other sources is statistically significant 
for the referral waiting list. The treatment 
waiting list demonstrates no difference be- 
tween referral sources with regard to the 
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parents’ desire for an appointment after 
waiting. 

3. Neither the referral list nor the treat- 
ment list shows any significant differences 
between type of problem for which referred 
and the parents’ present desire for clinic 
service. 

4. Time on the waiting lists is a signifi 
cant factor influencing the desire for an 
appointment in that the longer the case is 
on the list the less likely the parents are to 
want an appointment. There is, however, 
an interesting finding here that, as a 
group, persons on the list for 13 through 
15 months show less desire for an appoint- 
ment than do parents who have been wait- 
ing for 16 through 18 months. 

5. Age and sex are not relevant variables 
in relation to interest in an appointment 
after waiting, regardless of the waiting list 
involved. However, there is a much larger 
group of males referred than females. 

6. Children whose conditions improve 
while waiting are withdrawn from the po- 
tential waiting list of referrals. ‘There is 
much greater retention of interest among 
parents of children waiting for treatment. 

7. The children on the referral waiting 
list who have received help from some other 
source are seen by their parents as in no 
need of an appointment significantly more 
than are children who have received no 
help. With those children waiting for 
treatment there is a significantly greater 
interest in clinic appointments when other 
help has been received during the waiting 
period. The implications of this reversal 
between waiting lists is seen as one of the 
more valuable results of the study and is 
discussed at some length in the text. 

8. The particular source of other help 
while waiting for clinic service has no bear- 
ing on the desire for an appointment and 
this result holds true for both the referral 
and treatment waiting lists. 
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Finally, it is again pointed out that be- 
cause of the nature of the data, the proce- 
dures for collecting it and the changing na- 
ture of the character of the list, all results 
here can be said to be constructive sugges- 
tiorls, some of which are worth further 
study, rather than constituting definitive 
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statements upon which decisions for clinic 
policies and procedures may be based. The 
second phase of the waiting list study pres- 
ently in process will provide much of the 
necessary information to improve and verify 
the predictive capacity of the suggested 
trends derived from this initial survey. 
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CURT BOENHEIM, M.D, 


Dynamic doctor groups as a training 


method for group psychotherapy 


With the steadily increasing demand for 
group psychotherapy, adequate teaching be- 
comes more and more a problem of great 
practical importance. 

In 1950 group psychotherapy was being 
used in 50 per cent of mental hospitals, as 
Geller (5) reported. In 1959 group psycho- 
therapy had been introduced by the major- 
ity of these hospitals. This was evident in 
a survey which Dr. Aaron Stein presented 
at the Annual Institute of Group Psycho- 
therapy in New York in 1960. My own in- 
quiry in 1961 confirmed his findings. 

The training has, in my opinion, to be 
directed to two aspects of psychotherapy, 


Dr. Boenheim is director, group psychotherapy, 
Columbus State Hospital, Columbus, Ohio. 


This paper was read at the Meeting of the World 
Federation of Mental Health, held in Paris in 
August, 1961. 
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which is an art as much as a science. First, 
scientific knowledge has to be provided and, 
second, feeling and empathy have to be 
conveyed about how to handle the scientific 
information. 

At the Columbus State Hospital (3) we are 
trying to train approximately 40 residents 
to conduct group therapy with neurotic 
and psychotic patients. 

The following is our program of group 
psychotherapy training: 

As we have three years at our disposal, 
we start with fundamental lectures on indi- 
vidual and group psychotherapy. These 
are incorporated in a comprehensive pro- 
gram of lectures on psychopathology, psy- 
chiatry, neurology and so forth. 

During the second year of residency, these 
lectures are continued. Various other ac- 
tivities are added, however, such as group 
discussions in which the residents take turns 
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reviewing the literature of the various 
aspects of dynamic psychiatry. 

Furthermore, a weekly workshop on group 
psychotherapy is conducted, in which 
practical and theoretical problems are 
thoroughly discussed. This is a useful 
forum for the residents, who begin by sit- 
ting in groups with more experienced group 
leaders and later on conduct their own 
groups. 

We make ample use of co-therapists for 
therapeutic and teaching purposes. Most 
of our residents like to have a partner; it 
makes them feel safer, and they have an 
opportunity to discuss their impressions 
with each other at the end of the session. 
There is also general agreement that the 
resulting diffusion of transference is gen- 
erally of advantage. 

Not only residents are admitted to this 
weekly workshop; it also serves interdis- 
ciplinary purposes. Nurses and social 
workers take part in group work as recorders 
and, of course, psychologists are included. 
Unless a wide circle of hospital personnel is 
involved in carrying out group psycho- 
therapy, the program will be slowed down. 
So far, the roles are distributed as follows: 

Residents conduct most of the groups, 
but psychologists and a few experienced 
social workers also conduct some. Psychol- 
ogists receive the same supervision as res- 
idents, unless they are very experienced. 
Social workers also work under medical 
supervision and nurses act as recorders. I 
have no wish to go deeper into the dis- 
cussion of the hierarchy of professional per- 
sonnel. There are widely different opinions 
which have to be respected. 

Our workshop has dealt with a flood of 
questions, most of them important. Since 
it is impossible to deal with all of these in 
the organized lectures, it is here that the 
workshop plays its important part. 

Another chance to discuss group phe- 
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nomena and difficulties is offered in the 
personal supervision of residents. 

Finally, discussions after lectures and the 
Journal Club sessions mentioned earlier 
provide ample opportunity to deal with 
problems of group work. 

So far, I have dealt only with the task of 
providing basic knowledge preparatory to 
group work. All experienced therapists 
agree that this is only part of the necessary 
preparation. 

Our residents have little chance to 
undergo a personal analysis, which is 
customarily regarded as one of the most 
important ways to get acquainted with 
dynamic phenomena—not only to get ac- 
quainted with them but to get the feeling 
of them, to increase empathy. We need not 
go to the absurd extreme of holding that a 
therapist will not be effective unless he 
has felt everything which a patient may 
feel. 

I do not think that in order to treat a 
schizophrenic, the therapist has to be close 
to schizophrenia himself; if he is too close, 
things may develop in an unexpected direc- 
tion. However, I do think that anyone who 
has not experienced a good measure of 
anxiety himself, will not have enough feel- 
ing for his patient's anxiety, a reaction 
which we all know is one of the most con- 
stant symptoms in neurotics and psychotics. 

You may say that life brings enough 
anxiety and that every so-called normal per- 
son has to try to control anxiety. This is 
true, but perhaps it is safer to help a bit 
further those professionals who want to 
help others, to deal with anxiety in the 
therapeutic situation. Grotjahn (6) calls the 
group setting a “gallery of mirrors” where 
no couch hides the therapist from the 
patient. Anxiety is bound to develop, and 
many young, inexperienced doctors need 
help. 

Counter-transference, a term we use for 
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various conscious and unconscious reaction 
patterns of the therapist, has rightly re- 
ceived increasing attention in psychiatric 
literature. Every day it becomes more and 
more clear to us when we work with resi- 
dents that the majority of their problems 
are connected with questions of counter- 
transference. 

There are not many therapists nowadays 
who do not see the therapeutic situation as 
a partnership, a relationship between two 
people. Only a few overorthodox people 
still talk about detachment, catalysis and 
being a “screen.” 

Patient and doctor are two human beings; 
there is a two-way traffic going on all the 
time. 

The therapist is allowed to have feelings 
and desires like every other human being, 
but he is also expected to have his feelings 
under control. He has to put up with a lot 
of aggression and hostility without retaliat- 
ing. He may also, and often does, have 
strong feelings of a positive character to- 
ward patients, 

Many therapists, have the ability to be 
close to patients without getting involved 
in a disturbing way. If they are not close 
enough, they will not be able to help. There 
has to be an encounter; something must 
“click;” otherwise the so-called “corrective 
emotional experience,” as Alexander (1) 
calls the most important result of transfer- 
ence, will not develop. 

But there are many therapists who find 
it difficult to strike the necessary happy 
medium between attachment and detach- 
ment or between closeness and overinyolve- 
ment. 

With changing ideas about essential 
psychoanalytical phenomena, the demands 
of training have also changed. More and 

more the training of psychiatrists will be 
carried out in universities, colleges and 
hospitals, and the “closed shop” or “union” 
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policy of the institutes will be loosened. 
That this process has already been going on 
to a large extent is well shown by a recently 
published book on Psychoanalytical Educa- 
tion in the United States (7). 

On page 442 of this book we read that 
a psychiatrist need not necessarily be ana- 
lyzed to be competent in psychodynamics. 

In the new German Handbook on Neu- k 
roses and Psychotherapy, edited by Frankl, 
Gebsattel and Schultz (4), I came across a 
contribution by Ernst Kretschmer. He 
examines the pros and cons of a personal 
analysis. He maintains, on the basis of l 
a long experience as director of psychiatric | 
establishments, that peak achievements do | 
not always go parallel with analysis, and 
that protracted analyses lead to dependency, 
orthodoxy and dogmatism. 

He also stresses the point that the healthy 3 
person naturally tends to find an equilib- = 
rium between the expression and control 4 
of instincts. He examines the question | 
of whether analysis of a healthy person does l 
not upset this constant adaptive process | 
unnecessarily and harmfully. He urges 
that a personal analysis should not be com- | 
pulsory, and that it is indicated when it 
helps to develop the essential qualities of i 
the therapist, which he defines as sensitive- 
ness and integrated, goal-directed person- l 
ality behavior. ' 

The question arises as to whether the y 
necessary dynamic experiences can be pro- | 
vided by other methods without the un- | 
desirable consequences attributed to lengthy l 
analyses. 

In the light of these considerations, it 
seems appropriate to present therapeutic 2 
groups as a useful and effective method of f 
training. They can provide educative | 
emotional experience in a medium which* 1 
is closer to reality and less fictitious than a 
individual psychoanalysis. The group re- 5 
duces personal dependency and dogmatism. ™ 
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Anxiety is not prevented from developing, 
but the group setting tends to tone it down. 
The same conditions prevail here which 
often make group treatment preferable to 
individual therapy: dilution of transfer- 
ence, emphasis on social relationships as 
well as attention to intrapsychic phe- 
nomena, and better testing ground for im- 
proved behavior patterns during the course 
of treatment. 

When I was asked three years ago to 
organize group psychotherapy at the Colum- 
bus State Hospital and naturally began to 
apply my experience gained with outpa- 
tients at the Tavistock Clinic in London, I 
found that the conditions in a mental hos- 
pital made many adaptations of the tech- 
nique necessary. 

Large-scale group psychotherapy cannot 
be provided except through adequate train- 
ing of residents. It seemed only a step to 
apply to our special needs the methods 
which were inaugurated by Balint, Suther- 
land and Kelnar, and others. 

Although the majority of experienced 
group therapists seem to agree on the ur- 
gency of training group leaders, not many 
had worked out a scheme similar to our 
own. Even today, nearly two years after 
this report, doctor groups are still not 
widely used or—at least according to my 
inquiry—not in mental hospitals, which 
need them most. Many of them are far 
from centers of training in individual or 
group psychotherapy, and self-help is clearly 
necessary. 

It cannot be denied that difficulties are 
encountered in a hospital setting, and head- 
aches for the leader are not rare. I see 
Mainly two points here which cause con- 
cern. The residents work closely together; 
they also live close to each other, many of 
them on the premises. Several of my groups 
were preoccupied at the beginning with 
questions of discretion. 
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The residents feared that material 
brought up in the group might leak out 
and do harm to their prestige in the hos- 
pital or to their private life. This I regard 
as a very legitimate concern. However, the 
problem was solved in a few sessions; by a 
sort of gentlemen’s agreement, the members 
respected one another’s plea to keep the 
material within the group. Later on this 
problem caused no further trouble. 

The other point arises from the fact that ` 
the group leader is a senior staff member. 
Here we meet a problem which we have to 
face regularly in conducting patient groups 
in hospitals. The group leader has a double 
loyalty, one toward the group members and 
one to the administration. 

I am conscious that I can only have the 
confidence of the group if I do not com- 
municate material to any person outside 
of the group. It cannot be denied that in 
certain situations patients may disclose 
ideas or intentions which could endanger 
the community; one then has to act in a 
responsible way. However, this problem is 
one which every doctor has to face in his 
practice, and it has no special importance 
in doctor groups. 

It has been objected that participation in 
a therapeutic group interferes with the de- 
velopment of independent feeling and 
thinking and leads to uncritical imitation 
of the group leader. I think this argument 
is not correct. Individual analysis with its 
restricted two-way transference traffic is far 
more likely to cramp the style of a young 
resident, but even there the disciple tends 
to wean himself in time, unless he is the 
type who has to lean on somebody forever 
instead of developing independent think- 
ing and feeling. Aside from these points, 
I find the doctor group moving along just 
like other dynamic groups. 

I have conducted four such groups in 
recent years, three within our hospital and 
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one outside of it. The group which was 
to end this summer has asked me to con- 
tinue, which I regard as a good sign. My 
fifth group is just starting. On the basis 
of my experience, I can warmly recommend 
this form of preparation for effective group 
psychotherapy. 

Perhaps I may conclude with some gen- 
eral remarks. The theories of psycho- 
dynamics are in constant flux and develop- 
ment. Franz Alexander (2) has pointed out 
the direction in which psychiatry and 
psychoanalysis must go if they want to keep 
pace with our time and its problems. 

Training for psychotherapy will fare best 
when theory and practice avoid uncritical, 
obsessional attachment to outmoded con- 
cepts. Equally unfortunate is conscious 
and unconscious rebellion without respect 
for tradition and history and the longing 
for originality, which usually turns out to 
be just pseudo-originality. 

Use of the group as a reference for assess- 
ing individual growth and as a medium for 
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therapy is one of the trends we can clearly 
visualize for future development. 
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Reading preferences as related to 
diagnoses of psychiatric patients 


Sprinkled about in the literature on the 
psychiatric uses of bibliotherapy* are fre- 
quent salty morsels of clear thinking and 
careful observation which are intermixed 
with large chunks of sincere but often sac- 
charine testimonial. 

Critical thinkers such as Schneck (4) and 
Bryan (1) have hoped for the development 
of a scientific approach to the study of 
bibliotherapy but have envisaged difficulties, 
possibly of an insurmountable nature. 

Because of the lack of relevant theory and 
meaningful hypotheses, it was decided to 
focus attention on a collection of basic de- 
scriptive data~ which would include: (a) 
comparisons of readers and nonreaders and 
(b) comparisons between type and amount 
of reading with psychiatric diagnoses. 

Brief reports of descriptive data from 
other VA hospitals have appeared (8). At 


the Little Rock Neuropsychiatric Hospital 
it was found that: (1) schizophrenics read 
fewer books than other types of neuropsy- 
chiatric patients; (2) Western fiction and 
mysteries and fiction were categories in 
demand; (8) there was a similarity of read- 
ing interests in various groups of patients; 
and (4) schizophrenics read fewer Westerns, 
ee EN eee 
Dr. Gilberstadt is chief clinical psychologist at the 
Veterans Administration Hospital, Minneapolis, 
Minn., and assistant professor, Division of Clinical 
Psychology, University of Minnesota. Miss O'Toole 
is chief librarian at the Minneapolis VA Hospital; 
Miss Tingstad is a staff librarian. 

1 Bibliotherapy literature from 1900 to 1957 has 
been summarized by Dolan et al. (2). This anno- 
tated bibliography apparently was an outgrowth 
of the heightened interest in bibliotherapy by the 
Central Medical Office of the Veterans Adminis- 
tration, which was also the initial source of stimu- 
lation for the present study. 
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more mysteries and more generalized other 
fiction. 

At the Perry Point NP Hospital it was 
found that psychiatric patients were less 
likely to select adventure, sea stories and 
Western-mystery stories than medical-sur- 
gical patients but more likely to select 
philosophy, psychology and self-help books. 

The data for this study were obtained 
from the psychiatric patients of the 100-bed 
Psychiatry Service of the Minneapolis Vet- 
erans Administration General Medical and 
Surgical Hospital. The patients were 
served by the up-to-date patient library of 
more than 3,500 volumes. 

The present investigation was preceded 
by a study of the reliability of the classifi- 
cation system to be utilized for the research. 
It was found that a 12 category fiction class- 
ification system adapted from a VA Central 
Office list and a 20 category nonfiction 
system adapted from the Dewey Decimal 
Classification yielded majority agreement 
(three of four librarians agreeing) for 92 
per cent of 50 fiction books and 88 per cent 
of 50 nonfiction books randomly chosen 
from the shelves for the reliability study. 


SAMPLE 


The sample consisted of 303 consecutive 
admissions to the Psychiatry Service. About 


one-fourth of the sample were diagnosed . 


as schizophrenic reactions, Another one- 
fourth were diagnosed as anxiety reactions. 
Previous samples of consecutive admissions 
to the Psychiatry Service yielded similar 
distributions. 

Character disorders with a mean age of 
29 tended to be younger and psychotic de- 
pressions with a mean age of 54 tended to 
be older than the sample as a whole, Differ- 
ences in education and intelligence were 
not reliable between the main diagnostic 
groups. Length of stay was reliably longer 
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for schizophrenic reactions than for other 
diagnostic groups. 


RESULTS 
Readers vs. Nonreaders 


About one-half of the total sample of 
patients were readers, A majority of schizo- 
phrenic reactions (two-thirds) were readers 
while depressive reactions and psycho- 
physiological reactions showed the reverse 
of this behavior with a majority of non- 
readers. There were no reliable differences 
in the other diagnostic groups. 

Readers were younger, of higher verbal 
LQ. (Shipley-Hartford), more educated, 
and hospitalized longer than nonreaders, 

There was a greater percentage of non- 
readers among farmers and day laborers 
than among other occupational classes. 
(The present sample contained fewer 
farmers and day laborers than the Min- 
nesota sample on which the occupational 
norms (5) were based.) 


Type and Amount of Reading vs. Psy- 
chiatric Diagnoses 


Some readers took a disproportionate 
share of the books in some categories. This 
is illustrated by the extremes, One neurotic 
Patient took 43 fiction books, another 
neurotic took 38 books, and one character 
disorder took 42 books. Most patients took 
from 1 to 15 books, Because they appeared 
to be outside the main continuum, the 
deviant patients were not included in the 
percentages reported. 

Common to all of the patients who took 
exceptionally large numbers of books was 
an indication of brain damage and loss of 
intellectual efficiency. One was a chronic 
alcoholic; one was a drug addict; and one 
had a chronic brain syndrome of unknown 
cause. All of these patients took a major 
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share of their books from the Western- 
Northern fiction category. 

Another type of reader who borrowed 
many books was represented by a college 
graduate of superior intellect who read 19 
books in a variety of categories during his 
six-week hospital stay. A dentist, also of 
superior intellect, read 21 books during his 
hospitalization. 

For the sake of exposition the data by 
diagnostic categories will be presented from 
a purely descriptive point of view. The 
discussion of these data will run the risk of 
faulty generalization because of the possible 
Statistical unreliability of some of the fre- 
quencies. 

Schizophrenic reaction. The largest per- 
centage of books was taken in the picture 
book category. (Following electric shock 
treatment, however, there was a demon- 
stable switch to philosophy and religion.) 

There appeared to be a predominance 
among schizophrenic reactions of nonfiction 
reading, with 78 per cent of their books in 
this category. The largest number of 
schizophrenic readers of nonfiction drew 
from the philosophy and religion category. 
Comparatively large numbers of these 
readers also drew from the useful arts, sports 
and biography categories. 

The fiction selections of the schizophrenic 
reactions were predominantly in the modern 
authors category. Romantic adventure and 


Western-Northern fiction categories also 
had a number of readers. 


Psychotic depression. The psychotically 
depressed patients did no reading in many 
of the nonfiction categories that were 
popular with the schizophrenic reactions, 
but because of the small number, the data 
for psychotic depressions are very unreliable. 

Anxiety reactions. In contrast to schizo- 
phrenic reactions, it appeared that anxiety 
reactions read proportionately more fiction 
than nonfiction, Like schizophrenics, their 
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nonfiction selections were mostly from the 
philosophy and religion category. 

Also, the number of readers in the useful 
arts and biography categories had a rank 
comparable to that of the schizophrenic 
reactions. In marked contrast to the find- 
ings for the schizophrenic group is the fact 
that only one anxiety reaction read in the 
sports category. Among schizophrenic 
reactions this category was tied for second 
place with 16 readers. 

Distribution of fiction reading among 
anxiety reactions was similar to the pattern 
for schizophrenic reactions. Romantic ad- 
venture, modern authors and Western- 
Northern fiction were the most popular 
categories. 

Neurotic depressive reactions. ‘There 
appeared to be a trend for neurotic de- 
pressive reactions to choose fine arts and 
literature in the nonfiction categories and 
modern authors and mystery in the non- 
fiction categories more frequently than did 
anxiety reactions. 

Character disorders. By contrast with 
the other diagnostic groups, there was only 
one reader in the philosophy and religion 
category. Fiction reading also appeared 
to differ from that of schizophrenic reactions 
and anxiety reactions, especially insofar 
as the greatest number of readers among 
character disorders chose war stories. 


DISCUSSION 
For the most part the patterns of book - 
choices appear to confirm expectations de- 
rived from commonly shared notions about 
various categories of psychiatric patients. 

The base rates obtained from the present 
sample are probably reliable for those 
variables in which a sufficiently large num- 
ber was collected, but the sample as a whole 
obviously cannot be presumed to be repre- 
sentative of neuropsychiatric patients in 
general. 
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The sample may be quite representative 
of VA general hospital psychiatric patients 
in areas which are like the Minneapolis 
area in important demographic variables 
such as socioeconomic status, nationality 
backgrounds and occupational distribution. 

These considerations are important in 
such ways as, for example, the likelihood 
that the schizophrenic reaction category in 
the present study might be excepted to con- 
tain a greater percentage of acute reactions 
and pseudoneurotic forms of schizophrenia 
than would be expected from many VA 
neuropsychiatric hospitals. 

Readers vs, nonreaders. The schizo- 
phrenic reaction group in the present study 
not only had a reliably high proportion of 
readers within the group but also had a 
greater percentage of readers than any of 
the other main diagnostic groups. 

There is a disparity between this finding 
and that reported from the Little Rock VA 
Hospital where schizophrenics read fewer 
books than other neuropsychiatric patients. 
Differences in the composition of the schizo- 
phrenic populations in the two institutions, 
and differences in the physical arrange- 
ments of wards, as well as differences in 
library operations, are some factors which 
could be hypothesized to explain this dif- 
ference. 

In the Minneapolis hospital, during much 
of their hospital stay schizophrenics are 
assigned to one or the other of two 30-bed 
closed wards, Patients on both wards who 
are not too ill are taken to the library twice 
a week, 

In addition, the library cart is brought to 
the patients on the more disturbed of the 
two wards twice a week. When the patients 
improve they may be transferred to the 30- 
bed open ward where patients on their own 
initiative visit the library on another floor in 
the hospital. 

Two contingencies may have contributed 
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to the comparatively large numbers of 
readers found among schizophrenic re- 
actions. Their mean stay of 10.3 weeks was 
longer than the mean of 7 weeks which 
was found for the other diagnostic groups 
(a comparison of number of readers with 
length of stay controlled showed that there 
are more nonreaders than readers in the 
group staying two weeks or less). 

Secondly, it was found that among un- 
married patients of all diagnostic categories 
there were more readers than nonreaders 
to a statistically significant extent. Forty- — 
six per cent of the schizophrenic reactions 
were unmarried as compared to 21 per cent 
of neurotics. Since the schizophrenic re- 
actions had both a longer stay and were 
more frequently unmarried than the other 
diagnostic groups and since these variables 
are associated with reading behavior, there 
may be complex interactions between diag- 
nostic variables and other such variables, 

The reversal of the schizophrenic pattern 
was seen in neurotic depressive reactions 
where there was a majority of nonreaders. 
This may reflect the lack of energy and 
general loss of interest in their environ- 
ment, which is characteristic of patients 
with depressions. 

Psychophysiological reactions are similar 
to depressions in terms of frequently show- 
ing an element of depressive affect. In 
addition to effects of depression, the pre- 
dominance of nonreaders over readers in 
the psychophysiological reactions might re- 
sult from their narcissistic, self-centered at- 
tention to bodily symptoms which, in many 
cases, almost precludes interest in anything 
outside of the self. One of the four pa- 
tients in this diagnostic category who did | 
read took large numbers of books in the 
medical category. 

The finding that there was a majority of 
nonreaders among farmers and day laborers 
might suggest the usefulness of a hospital 
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census in the planning of any particular hos- 
pital library. However, the problem would 
seem to be quite different from that, for ex- 
ample, of a merchant attempting to predict 
demand in order to stock and plan his store 
operation. 

Most libraries exist, at least in part, as 
storehouses of knowledge where resources 
are available even if only a rare scholar 
might be expected to need them. Hospital 
libraries serving predominantly farming 
and laboring populations obviously need 
to attend to the special, albeit limited, 
reading interests of this group, both in 
stimulating reading and providing appro- 
priate materials. 

The taking of books from the library 
does not reflect to what extent they will 
be perused, if at all. It is a reasonable as- 
sumption that most of the books which are 
taken are read with more or less thorough- 
ness. 

However, the interesting finding that 
three of the patients who took exceedingly 
large numbers of books were characterized 
by loss of intellectual efficiency suggests that 
their book borrowing may have been to 
compensate for their perceived failings and 
to reassure themselves that they were not 
declining and/or because they were trying 
to hide from others the fact that they were 
slipping intellectually. 


Type and Amount of Reading vs. Diagnosis 


The interest in philosophy and religion 
shown by the schizophrenic reactions is con- 
sistent with the observation from the Perry 
Point VA Hospital that psychiatric patients 
prefer this category of reading. Particu- 
larly among acute schizophrenics this could 
represent an attempt to gain strength by 
identifying with a strong external power 
in the search for identity and integration. 

The large numbers of books published 
in the philosophy and religion category re- 
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flect the high level of interest in the general 
culture in this type of reading. This sug- 
gests a cultural need which is merely of 
more urgency for the acutely schizophrenic 
population. 

The initial interest of schizophrenic re- 
actions in picture books most likely reflects 
their marked difficulty in concentration, 
which interferes with reading. Following 
treatment, when they are better able to con- 
centrate, such patients tend to switch to 
other books and particularly to the popular 
philosophy and religion category. 

The apparent interest in useful arts, 
sports and biography as well as in nonfic- 
tion generally may represent, on the one 
hand, an attempt to maintain contact with 
reality by experiencing it vicariously and, 
on the other hand, a need to avoid fantasy 
and departures from reality, which might 
prove threatening. 

The fact that anxiety reactions, like 
schizophrenic reactions, read frequently in 
philosophy and religion is consistent with 
the hypothesis that this is a frequent char- 
acteristic of psychiatric patients in general. 
The same assumption would appear to be 
true for the useful arts and biography cate- 
gories. 

However, the sharply contrasting lack 
of interest among anxiety reactions as com- 
pared to schizophrenic reactions in the 
sports category suggests that, in their read- 
ing, schizophrenic reactions move toward 
reality and vicarious experiencing of it. 

Anxiety reactions move away from reality 
into fantasy and more often indulge in es- 
capist fiction reading. Several possible ex- 
planations occur to attempt to explain this 
finding. Perhaps anxiety reactions are 
bored by reality and for complex reasons, 
including fear of aggression, they fail to 
find satisfaction by imagining themselves 
in realistic roles such as those of sports 
heroes. (In this vein, it would be hypothe- 
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sized that some schizophrenics are most 
threatened by not being able to adapt to 
the world of reality but compensate for 
this in their reading.) 

There is a hint that neurotic depressive 
reactions may be more contemplative and 
aesthetically sensitive than anxiety reactions 
in that they more frequently chose fine arts 
and literature. 

With regard to fiction they would appear 
to tend less to try to escape into active fan- 
tasy than anxiety reactions, insofar as they 
chose mystery and modern fiction catego- 
ries to a greater extent than romantic ad- 
venture and Western-Northern Fiction. 

The lack of interest in philosophy and 
religion of the character disorders may 
spring from their well-known lack of super- 
ego and the concomitant rebellion against 
many of the cultural conventions. Their 
interest in war stories could reflect needs 
for action, adventure and destructive ag- 
gression. Their apparent interest in the 
useful arts category probably largely reflects 
their well-known preoccupation with cars, 
since car repairing books are included in 
this category. 

The acute brain syndrome category was 
mainly composed of alcoholics who were 
admitted because of toxic reactions from 
heavy drinking. Their reading does not 
appear to be particularly distinctive, but 
this is not surprising since the syndrome 
contains patients who psychodynamically 
would fit into any of the other diagnostic 
categories and also contains individuals 
who would be psychologically similar to 
normal patients recovering from acute toxic 
reactions. 

Further study would be required to vali- 
date the hypotheses suggested by the present 
data. There do appear to be empirical 
differences in the book choices of the diag- 
nostic groups, which could add strands to 
the nomological nets defining these diag- 
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nostic constructs. Of possible interest for 
future research would be the study of read- 
ing patterns within individuals in contrast. 
to the present study of diagnostic groups 


SUMMARY a 
Library contacts and book choices were re- 


Veterans Administration Hospital. 
parisons were made between readers and 
nonreaders and between the type and 
amount of reading and psychiatric diag- ` 
noses. The main findings were: q 

(1) Sixty-six per cent of the schizophrenic — 
reactions, 33 per cent of the depressive re- _ 
actions and 27 per cent of the psychophysio- 
logical reactions were readers, but among _ 
other diagnostic categories the proportion — 
of readers and nonreaders was not reliably 
different from 50 per cent. i 

(2) Readers were younger, of higher ver- — 
bal 1.Q., more educated and hospitalized © 
longer than nonreaders. There were more 
unmarried patients among readers than 
among nonreaders. 

(3) Seventy-eight per cent of the books 
taken by patients in the schizophrenic re- © 
action category were nonfiction. The larg- 
est percentage of the total number of 
books taken by patients with a schizo- 
phrenic reaction diagnosis were in the pic- 7 
ture book category. The largest number © 
of readers in this diagnostic group drew _ 
from the philosophy and religion category. _ 

(4) By contrast with schizophrenic reac- — 
tions, patients in the anxiety reaction cate- 
gory read proportionately more fiction — 
than nonfiction. Comparable numbers of — 
patients read in the popular philosophy and F 
religion category, but only one anxiety re- 
action patient read in the sports category, — 
compared to 16 schizophrenic reactions. 

(5) In the character disorder diagnostic 
group only one patient read in the philos- = 
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ophy and religion category and in contrast 
to the other diagnostic groups, the great- 
est number of readers chose war stories. 
(6) From these data it was hypothesized 
that: (a) the reading of schizophrenic re- 
action and anxiety reaction patients re- 
flected a great degree of the current high 
level of interest in philosophy and religion 
books characteristic of the general culture, 
representing a striving to gain strength by 
identifying with a strong external power in 
the search for identity and integration; (b) 
schizophrenic reaction patients attempted to 
maintain contact with reality by vicarious 
experience through nonfiction reading and 
showed a need to avoid the fantasy stimu- 
lated by certain kinds of fiction reading be- 
cause they were threatened by such depar- 
tures; (c) anxiety reactions failed to find 
satisfaction by projecting themselves into 
realistic roles and thus, in their reading, 
tended to move away from reality and tried 
to find escape in fiction reading, and (d) 
character disorder patients in their reading 
reflected a typical lack of superego and re- 
bellion against cultural conventions and 
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showed a need for action, adventure and de- 
structive aggression. i 
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Variations in the image of a mental 


hospital and situational bias 


INTRODUCTION 


There has been an increasing interest in the 
assessment of attitudes toward mental in- 
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stitutions. A number of hospital image 
scales have been constructed and adminis- 
tered to various groups.! These scales have 
been prepared for descriptive purposes as 
well as for the purpose of measuring the 
effect of hospital practices. Cleland and 
Cochran? have investigated, for example, 
the effect of conducted tours for visitors in 
an institution for the mentally retarded. 
Undoubtedly, the findings of these studies 
will sooner or later be used to guide the 
formation of hospital policy. 

But, before reliance can be placed on 
these hospital image scales, one must know 
how different groups will respond to these 
scales when placed in a variety of situations. 
For example, a parent who is in the proc- 
ess of validating his claim that his child be 
admitted to an institution can hardly be ex- 
pected to have an unbiased attitude toward 
the institution. 

Similarly, a person applying for hospital 
employment may mask some of his negative 


feelings toward the institution. The con- 
ditions that lead to biased expressions of 
attitudes toward a mental hospital need to 
be examined carefully. 

Much work has been done to evaluate 
the extent to which personality scales can 
provide a different picture of an individual's 
personality if the individual has been 
given different instructions before taking 
the test, or if the individual takes the test 
in two situations, such as an employment or 
a research situation? 

Similar types of analyses are needed for 
attitude scales, particularly if mental hos- 
pital policy is to be shaped, in part, by the 
results of attitudinal questionnaires. These 
scales must be analyzed with respect to the 
set of the individual, the situation in which 
the test is taken, and the emotional factors 
operating in this situation. 

The present study explores some of the 
differences in the attitudes toward an in- 
stitution for the mentally retarded expressed 
by various groups and suggests how these 
differences may be explained by the con- 
flicting interests of these groups and the 
situations in which they were placed. 


PROCEDURE 


Two sets of questions were designed to 
Measure attitudes toward the institution- 
alization of mental subnormals in Pacific 
State Hospital, a California state institution 
for the mentally retarded. One set of ques- 
tions involved evaluations of home and 
community conditions which might neces- 
sitate institutionalization; the other in- 
volved evaluations of the benefits to be 
derived from institutionalization. 

These questionnaires were administered 
to four groups. A detailed description of 
these groups and of the situations under 
which the questionnaires were administered 
is essential for the interpretation of the 
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observed variations in hospital image and 
the detection of possible biases. HRUN 

The first group was made up of 96 
mothers who brought their children to 
Pacific State Hospital for psychiatric and 
psychological examination and to ascertain 
whether these children would be found 
eligible to be placed in the institution as 
resident patients. 

They were selected from consecutive ap- 
pointments for possible admission of their 
children to Pacific State Hospital. After 
checking at the reception desk, the first 
contact the mothers had was with a research 
worker who provided a set of questions to 
answer. Included in this questionnaire 
were items asking about the equipment of 
the home, a Parental Attitude Research 
Instrument, and the hospital attitude ques- 
tions.* 

While the researcher made it clear that 
these questions were being asked for re- 
search purposes only, the situation was of 
such a nature as to make many mothers 
wonder about the “real” objective of the 
questionnaire. Many had traveled long 
distances for this first appointment with 
unknown persons in authority who would 
ee 
zation’ by Jacobs, Butler and Gorlow,” American 
Journal of Mental Deficiency, 66(September, 1961), 
290, 
2See Cleland C. and I. L. Cochran, “The Effect of 
Institutional Tours on Attitudes of High School 
Seniors,” American Journal of Mental Deficiency, 
65(January, 1961), 473-81. For a similar analysis of 
the impact of visits to an institution for the mentally 
ill, see Sommer, R., K. Dirks, G. Gardiner, J. 
Hinkle, P. Khanna, W. McDonald and S. Pratts, 
“An Evaluation of a Mental Health Week Pro- 
gram,” Mental Hygiene, 42(Apuil, 1958), 195-210. 

3 Ferguson, L. W., Personality Measurement (New 
York: McGraw-Hill Book Co., Inc., 1952), 180-82, 
241-42. 

4 The findings pertaining to the equipment of the 
home and the Parental Attitude Research Instru- 
ment are reported elsewhere. 
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determine the legitimacy of the claim that 
their children should be placed in an in- 
stitution. 

One can anticipate that they would be 
on the defensive when asked questions 
about institutionalization. It should be 
noted, however, that four of these mothers 
were sent by the court or other social 
agencies and were opposed to the institu- 
tionalization of their children, whom they 
did not regard as retarded. 

For purpose of analysis, these mothers 
were divided into two equal subgroups, 
one whose children were severely retarded 
(I.Q. under 50); and the other whose chil- 
dren were mildly retarded (I.Q. 50-70). 
Mildly retarded children, as compared to 
the severely retarded, are typically not 
physically handicapped and are quite fre- 
quently in conflict with the law. 

The second group was made up of 45 
women licensed by the state to give home 
care to selected hospital patients. These 
women, usually called “family caretakers,” 
are selected by social workers who are work- 
ing for the state but are not directly con- 
nected with the hospital. Many of these 
caretakers are of lower social class with 
little formal education, and about half of 
them are Negroes. They were extremely 
proud of the fact that they were able to take 
care of up to six mentally retarded children 
in their homes, since the biological mothers 
‘of these children had given them up. 

The family caretakers were invited to 
the hospital for a presentation of the ob- 
jectives of the research team, an orientation 
lecture by the medical staff, and a free 
lunch, after which the attitude question- 
naire was presented. The attitude of the 
group was something of the nature of a 
party. The researchers were represented 
as “statusful” people without power or 

authority. 
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One hundred and forty-eight ward em- 
ployees, or, as they are called in California, 
psychiatric technicians, were also given the 
attitude questionnaire. These technicians 
had been employed for approximately two 
months in the institution caring for men- 
tally retarded patients. The questionnaire 
was filled out by them in a classroom setting 
as part of a routine orientation course 
concerning hospital rules and regulations. 
These technicians were not particularly 
selected for any purpose other than the 
routine classroom session. 

The last group was a heterogeneous 
group of 38 hospital employees who were 
going through a routine orientation course 
in the first month of their employment at 
the institution. This is given to all em- 
ployees from psychiatrists to janitors for 
the purpose of informing them of the 
hospital rules, regulations, and the pro- 
cedures to follow in case of fire, earth- 
quakes, etc. Some lecture material is pre- 
sented about the goals of the hospital and 
the treatment program of the state, but it is 
not likely that this course material influ- 
enced their attitudes toward the hospital. 

The technicians as well as the new em- 
ployees at orientation were tested in formal 
classrooms as part of a regular required 
course. The research workers were pre- 
sented as statusful people and the under- 
current of comment from nursing educa- 
tion personnel, who were in charge of the 
classroom program, as well as other in- 
dividuals in these groups, assessed the 
researchers as persons with significant 
“power” and “authority” in the hospital. 
They were generally regarded as being part 
of the formal structure of hospital policy 
in spite of the fact that the specific verbal 
material presented described them only as 
research workers. 

In all cases, individuals were required 


to sign their name to the attitude question- 
naire. x 

The questions pertaining to institution- 
alization of the child had the following four 
categories of responses: (a) “Definitely 
should be placed,” (b) “Probably should be 
placed,” (c) “Probably should not be 
placed,” and (d) “Definitely should not be 
placed.” The questions pertaining to the 
effect of institutionalization on the child 
had the categories: (a) “Strongly agree,” 
(b) “Mildly agree,” (c) “Mildly disagree,” 
and (d) “Strongly disagree.” 

For purposes of graphic presentation, 
these categories were combined to yield the 
dichotomy between “definitely should be 
placed” and the other three categories, and 
between “agree” and “disagree.” For the 
purpose of testing the statistical significance 
of differences, all four categories were used. 
The Kolmogorov-Smirnov two-sample test 
was used with the .05 level of significance 
for tabulation of differences.® 


RESULTS 


The extent to which each group agreed 
with the given items pertaining to in- 
stitutionalization is represented graphically 
in Figures 1 and 2. The length of the bar 
and the number given at the end of the bar 
indicate the per cent found in agreement or 
“definitely” in favor of placement. Cross- 
hatching indicates the presence of statisti- 
cally significant differences between the 
first group (mothers of the severely re- 
tarded) and the remaining groups, or be- 
tween the second group (mothers of the 
mildly retarded) and the other groups, or 
both. 


As indicated by Figures 1 and 2, there 
were no statistically significant differences 
between the two groups of mothers in the 
extent to which they were willing to accept 
institutionalization of a retarded child or 
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were critical of the hospital. There were 
many marked differences, however, between 
these mothers and the other groups who 
were given the hospital image scales. 

On eight of the 17 items pertaining to 
conditions necessitating institutionalization, 
mothers, and particularly those with se- 
verely retarded children, were more “per- 
missive” or willing to accept institution- 
alization than family caretakers. 

These discriminating items are: parents 
wanting to lead a normal social and home 
life; presence of normal children in the 
home; the retarded child upsets his siblings; 
the child is severely retarded, will have to 
be cared for all his life; gets into trouble 
with the law; and recreational programs 
and schooling are not available in the 
community. These findings suggest that 
caretakers reflect their own situation of 
having to take over responsibilities which 
they feel more properly belong to the 
biological parents of the patients. 

As indicated by Figure 2, all mothers are 
less likely to express negative attitudes 
toward the hospital than either family care- 
takers or hospital employees. Family care- 
takers are more willing than any other 
group to give a negative evaluation of the 
hospital. Hospital employees tend to fall 
in between the two groups, although on 
the last four items, which portray a negative 
picture of the hospital, they tend to agree 
with the mothers rather than the family 
caretakers. 

There is some indication that new 
employees, most of whom do not have close 
contacts with patients, are less likely than 
old-time ward technicians to accept 1m- 
stitutionalization, and seem more willing 
to give a negative view of the institution. 
£0; SIV 8, DSO eee 
5 Siegel, Sol, Non-parametric Statistics for the Be- 
havioral Sciences (New York: McGraw-Hill Book 
Co., Inc., 1956). 
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FIGURE 1 
Attitudes toward home and community conditions necessitating 
institutionalization: mothers of retarded children, family caretakers, 
and employees of a state hospital for the mentally retarded. 
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IF CHILD WILL HAVE TO BE CARED FOR 
ALL NIS LIFE 


IF CHILO HAS SEX PROBLEMS 
IF CHILO GETS INTO TROUBLE WITH THE LAW 


IF CHILD NEEDS MUCH MEDICAL CARE 


IF PARENTS CANNOT AFFORD COST OF 
ADEQUATELY CARING FOR CHILO 


IF PARENTS’ MARRIAGE I$ IN DANGER 
OF BREAKING UP 


IF NEIGHBORS DO NOT WANT CHILD IN NEIGHBORHO 


IF NEIGHBORHOOD CHILOREN MAKE FUN OF CHILO 


IF PARENTS ARE DISTURBED OVER HAVING 
HAD A RETARDED CHILO 


JF SCHOOLING IS NOT AVAILABLE IN THE COMMUNITY 
IF HE UPSETS BROTHERS AND SISTERS 


IF RECREATIONAL PROGRAM I$ NOT AVAILABLE 
IN THE COMMUNITY. 


IP CHILD LOOKS TOO DIFFERENT FROM OTHER 
CHILOREN. 


Significant at the , 05 level or better 


Perhaps, being new employees they are less 
committed to the institution. 


DISCUSSION ¢ 

The similarity in responses between mothers 
of severely and mildly retarded children is 
somewhat surprising since the level of re- 
tardation is related to the likelihood of 


6Sabagh, G., C. D. Windle, N. S. Leichman, and 
H. F. Dingman, “Social Class, Style of Life and 
Institutionalization.” Unpublished manuscript. 
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physical handicaps and the reasons for 
admission. j 

Furthermore, both the mothers and 
fathers of the severely retarded awaiting in- 
stitutionalization had a significantly higher 
level of education than mothers and fathers 
of the mildly retarded. It would be reason- 
able to assume that differences in the con- 
ditions of the children and the educational 
levels of the parents should be reflected in 
differences in attitudes toward institution- 


alization and the hospital. It is likely, how- 
ever, that the common situation of these 
mothers, all of whom were applying for 
admission of their children to the institu- 
tion, obscured some of the expected atti- 
tudinal differences.” 

Family caretakers’ rejection of reasons for 
or benefits from institutionalization is con- 
sistent with their role of providing home 
care for patients. Generally, they seem to 
see the institution as failing to teach pa- 
tients social skills. Thus, they reflect, con- 
sciously or not, the rationale which under- 
lies the family care program. 


Image of a mental hospital 
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If the response given to the hospital 
attitude scales had been taken at face value, 
the conclusion would have been that 
mothers who expect to institutionalize their 
mentally retarded children have fewer 
negative attitudes toward the institution 


7 Another possible explanation might be the simi- 
larity in the economic status of these mothers, 
which might have played a more important role in 
shaping their attitudes than the differences in edu- 
cational levels. This similarity in economic status 
is suggested by the comparisons of the occupational 
levels of fathers of the two groups of children and 
of the material equipment of their homes, See foot- 
note 6. 


FIGURE 2 


Attitudes toward institutions of the mentally retarded: mothers of 
retarded children, family caretakers, and employees of a state hospital 
for the mentally retarded. 


CHILOREN 
MENTAL DEI 


INSTITUTION FOR 
tie) MORE OFTEN LEARN TO HELP CARE FOR 
THEMSELVES THAN DO CHILOREN KEPT AT HOME 


tio) OET BETTER MEDICAL CARE THAN IN THEIR 
OWN HOME 


(20) ENVOY LIFE MORE BECAUSE THEY DON'T HAVE 
TO COMPETE WITH BRIGHTER CHILOREN 


ten ARE NOT AS LIKELY TO GET IN TROUBLE 
AS CHILDREN KEPT AT HOME 


(22) WILL BENEFIT FROM THE ROUTINE LIVING 
CONDITIONS OF THE INSTITUTION 


JORE INDEPENDENCE THAN 
E 


tea) LEARN BETTER IN HOSPITAL SCHOOLS THAN IN 
SPECIAL CLASSES IP THEY ARE EDUCABLE 


(26) MAY BE CURED OF MENTAL DEFICIENCY 


ET A BETTER RECREATIONAL PROGRAM 


Cc 
(28) THAN AT HOME 


tay) SET BETTER DENTAL CARE THAN IN 
THEIR OWN HOME 


(28) MiSS A MOTHERS LOVE 


(29) ARE FREQUENTLY NEGLECTED AND MISTREATED 


(3o) CANNOT LEARN SOCIAL GRACES BECAUSE 
OF MASS LIVING 


(an ARE LESS HEALTHY BECAUSE OF 
INSTITUTIONAL ILLNESSES- 


(32) WILL PICK UP BAD HABITS 


Significant at the , 05 level or better 
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than caretakers or hospital employees. Per- 
haps, these mothers are defensive about or 
misinterpret the justifications for hospital- 
ization and are unrealistic about the effects 
of hospitalization on their retarded chil- 
dren. It is also possible, however, that their 
Tesponses were biased in a way that would 
favor hospitalization. 


CONCLUSION 


An attitude scale was constructed and ad- 
ministered to mothers of children who were 
candidates for placement in a state institu- 
tion, to employees of the institution, and 
to women who were licensed to care for 
mentally retarded children in their own 
homes. 

The mothers appear to have the most 
positive attitudes toward the hospital, 
whereas the family caretakers have the most 
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negative attitudes toward both the hospital 
and the parents who want to hospitalize 
their retarded children. The attitudes of 
hospital employees tend to fall in between 
these two groups. This could partly be 
predicted from knowledge of the group be- 
ing investigated. 

The findings of this study suggest that 
any responses to hospital image scales be 
evaluated carefully in terms of the back- 
ground of the groups given these scales and 
the social situations in which they are 
placed. 
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Training social work students 


Jean Cocteau, the French playwright, opens 
one of his plays by having a narrator give 
the audience a summary of the plot before 

Act One begins. He does this because of his 
view that the outcome of the story is much 
less important than how the characters got 
there. I would like to borrow a page from 
Mr. Cocteau and state the conclusion of this 
paper at the very beginning. 

It is my conviction that the vital necessity 
in training social work students is to gear 
their experience to the current local sit- 
uation. At the risk of seeming provincial, 
I would go on to say this means that stu- 
dents of ours in a psychiatric setting should 
be prepared for working in clinics in the 
State of New Jersey in the year 1962 or 1963. 
The point here is that a student needs prac- 
tice in a real world, not in a hothouse envi- 
ronment where the temperature and other 
factors are carefully controlled. , 

The student needs to live through the 
same pressures the professionals experience. 
The student needs to be bruised by the 
rough edges that characterize our work: the 


for an expanding mental 


health clinic program 


shortage of mental hygiene facilities, poor 
understanding and poor co-operation on 
the part of relatives of some clients and some 
skepticism from clients themselves as to the 
professional competence of a social worker 
in a psychiatric clinic. 

The more specific the training of the stu- 
dent, the better prepared he is for a pro- 
fessional career in any part of the country. 

What is the nature of the real clinical 
world to which we should expose the social 
work student? It is a world in which the 
number of clients who seek help from 
mental health agencies vastly exceeds the 
amount of treatment hours immediately 
available. It is a world of pressure. Mental 
health clinics need to find ways of reaching 
more people per professional staff member 
without sacrifice in quality of service. The 


Mr. Werner is chief psychiatric social worker, Mor- 
ris County Guidance Center, Morris Plains, N. J. 
This paper was presented at the New Jersey State 
Welfare Conference in Asbury Park in October, 
1961, at a session sponsored by the New Jersey 
Association of Mental Hygiene Clinics. 
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clinics then have a further obligation: 
namely, to teach students these new ways so 
that they will be less overwhelmed and more 
ready in their first professional jobs. 

I know some of you may immediately re- 
flect that this emphasis on specific tech- 
niques runs counter to the thinking of many 
social work school which stress generic 
training. Many of these schools feel that 
the learning of specifics can wait until the 
student gets to his first professional job. 

In the real world of mental health clinics, 
as it exists today in New Jersey, those of us 
who are now practitioners would be better 
off if new professional workers came to us 
with practical know-how acquired in their 
field placement days. It is precisely this 
practical know-how that clinics can offer to 
social work students who want a field place- 
ment in a psychiatric setting. 

At this moment, many of the New Jersey 
mental health clinics are providing training 
to social work students. At the Morris 
County Guidance Center, we have two stu- 
dents and plan for more next year. In our 
own case, the relationship of the students’ 
experiences to the requirements of their 
school is most interesting. 

Our students are from the Graduate 
School of Social Work at New York Univer- 
sity. The policy of this social work school is 
that the day-to-day responsibility for the 
field work experience rests primarily with 
the agency. As a result, it does not ask us to 
alter any of our clinical procedures to make 
things easier for the.student or to make 


things resemble more closely what is done in . 


the classroom. 

For example, our students do most of 
their recording the way our professional 
staff members do. We happen to have a 
special system of our own devising which 
utilizes IBM cards and relatively brief notes, 
and results in keeping clerical work down to 
a minimum for the professional workers. 
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The school wants its students to record our 
way, with only the modification that their 
notes be longer and more detailed to aid in 
the learning process. 

Our arrangement with the social work 
school at New York University thus is com- 
patible with our conviction that the best 
training results from having the student be- 
come an integral part of the staff and having 
him function as the staff functions, With 
this in mind, our students attend all staff 
conferences, are involved in any policy dis- 
cussions which professional workers attend, 
and go to outside meetings as part of the 
staff. They confer with professional col- 
leagues on their own initiative whenever 
they wish and without needing permission 
from their supervisor, 

The size of their caseloads is adjusted to 
their lesser capacities as students, as is the 
nature of client problems assigned to them, 
but the principle of equality of status and 
Tesponsibility is maintained. Students take 
their turn with certain chores and routines 
along with everyone else, and they are in- 
cluded in all after-hour social activities. 

The result of all this is that students learn 
how to function in an actual agency. They 
master how to do a complete job in one 
Particular organization, Even though 
other clinics may have different intake, re- 
cording, staffing or supervisory methods, the 
students acquire a foundation on which to 
build, a yardstick against which to measure 
the way other clinics operate, and a basis for 
developing their own style of work. 

Students in field work placement who fol- 
low procedures largely determined by their 
schools may miss out on one of the chief 
benefits to be found in a field placement: 
intimate involvement in the functioning of 
an established organization, Instead, they 
become only partial Participants in the 
agency, separated from a full experience by 
the necessity of thinking and acting dif- 
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ferently, in many areas, trom the rest of the 
staff. They feel different, and never obtain 
the invaluable opportunity to try themselves 
out as professionals and people in all 
aspects of the agency’s work. They miss out 
on achieving the self-esteem and confidence 
which come from knowing that they can 
handle all the procedures for which the pro- 
fessionals are responsible. 

Naturally, the main content of a training 
program for social work students in a clinic 
is the application of classroom theory to 
work with actual clients. In addition, I 
think that there are at least four other im- 
portant ingredients: 


l. Learning all the procedures and techniques 
practiced in a particular agency; 

2. Getting familiar with community resources; 

3. Developing a point of view about mental 
health, the nature of treatment, and the role 
of the psychiatric social worker; 

4, Mastering the art of working under pressure. 


Learning the procedures of a particular 
agency has already been discussed. The im- 
portance of getting to know local facilities 
is a self-evident proposition. I would there- 
fore like to spend the remainder of this 
Paper on the third and fourth items: de- 
veloping a point of view, and learning how 
to work under pressure. 

A psychiatrist who used to lecture around 
the country at various universities invari- 


ably asked his student audiences how many 


of them considered themselves neurotic. In 


the eastern part of the country, sometimes 


90 per cent of the individuals in the audi- 
ence raised their hands. College students in 
Utah gave only a 10 per cent “yes” response 
to this question. 

In my own experience, there are too many 
recently graduated social workers who see 
sickness everywhere, who concentrate on the 
client’s areas of malfunctioning without 


equal attention to areas of healthy func- 


tioning. They are too quick to say that the 
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client cannot manage on his own and needs 
the help of their agency. They have already 
forgotten Gordon Hamilton’s admonition 
that in judging a case we must utilize two 
processes: DIAGNOSIS—what is wrong? 
and EVALUATION—what is the relative 
proportion of strengths and weaknesses? _ 

It happens very often that an individual 
personality can be accurately depicted as a 
small island of sickness in a sea of good 
mental health. Not everyone who has prob- 
lems is sick; in fact, in these times, one 
would suspect the relatedness to reality of a 
person who had no problem. j 

I think we make a valuable contribution 
to student training by fostering a point of 
view which combats the philosophy that 
there is sickness in almost everyone. 

At our guidance center, we consider it our 
professional obligation to tell parents and 
clients that they can manage on their own 
when we feel that psychotherapy is not es- 
sential. We incline to a modest view of our 
own powers and the power of treatment in 
general. We have discovered that many 
people feel tremendous relief when we tell 
them they do not need us; that they are ad- 
equate as parents or within normal range 
as individuals; that their neighbors come to 
us with the same fears and problems which 
they think are so frightening and strange. — 

The restoration of self-confidence and — 
self-respect to these clients has enabled 
many of them to go on to cope with prob- 
lems for which they originally thought 
they needed treatment, Actually, it is 
treatment to thaw out a person frozen up 
with fear and doubt by assuring him of his 
adequacy. Of course, such assurance is at- 
tempted only when the worker is convinced 
of the client’s basic adequacy. 

In helping students to develop a point of 
view about clinical work, questions will 
arise as to how long we should work with 
clients and how deeply we should probe. 


105 


The answers to these questions should take 
into account how many people are waiting 
for service and how effective treatment is at 
various depths. 

In an article in the April, 1961, issue of 
the American Journal of Orthopsychiatry, 
Woodward, Patton and Pense discuss a 
study of 228 psychiatric clinics in New York 
State for the fiscal year 1958-59. They re- 
port that 64 per cent of all patients 
were seen only 1 to 4 times. Only 21 per 
cent had 10 or more interviews. 

They go on to make a plea for goal- 
limited therapy rather than treatment 
which attempts cure or the altering of fun- 
damental personality structure. They assert 
that “it seems to the authors that treatment 
efforts are very likely being skewed in the 
direction of the staff's biases about therapy, 
rather than being based on fully realistic 
assessment of patient needs, goals and 
limitations, 

“It seems likely that two widely held be- 
liefs among psychiatrists, psychologists, and 
social workers are responsible for this skew- 
ing: namely, the belief in ‘cure’ and the 
notion which is closely associated with this 
that high professional status can be main- 
tained only if one is a depth therapist. 

“Both of these, in our opinion, prove to 
be illusory. For many patients a more 
realistic goal would be brief psychotherapy. 
It is our conviction that a high percentage 
get help faster if focus is maintained pri- 
marily on present problems and relation- 
ships and only secondarily on related 
earlier interpersonal situations in which 
unhealthy repetitive patterns were more or 
less set.” 

Woodward, Patton and Pense feel that 
most patients “get some useful insight 
while receiving help with a painful psycho- 
social crisis, without digging into extensive 
explorations of unconscious forces. They 
then can manage with somewhat less dis- 
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tress and more comfort and effectiveness, 
while keeping most of their defenses intact.” 

I think that in preparing students for 
an expanding clinic program in New Jersey, 
we must help them acquire a realistic 
view about short-term treatment and not 
reject it out of hand as necessarily super- 
ficial or ineffective, Shorter term treatment 
without sacrifice in the quality of help 
given is a definite possibility for each clinic, 
if each will devote some time to experi- 
mentation to perfect new ways of work. 

A psychiatric clinic is essentially a public 
health agency. We shall make a permanent 
contribution to the student's professional — 
growth by inculcating a public health 
philosophy. Part of this philosophy in- 
volves the obligation to help as many peo- 
ple as possible in the shortest possible time 
without lowering the standard of profes- 
sional service. There is scant room in this — 
philosophy for the luxury of working for 
long periods of time with just a few indi- 
viduals. 

If we are to give service to a larger pro- 
portion of the people who need us, we 
must encourage in our students a positive 
attitude toward the research and experi- 
mentation that will create improved tech- 
niques. 

Our training programs for social work 
students should also help them clarify their _ 
concept about the role of the psychiatric 
social worker in a clinic. The distinctions _ 
that schools of social work have made in 
the past between casework and psycho- 
therapy are breaking down. In many 
clinics, psychiatric social workers are ex- 
pected to work directly with individuals 
whose problems have brought their families _ 
to the agency, individuals whom some psy- 
chiatrists would designate as patients. We 
should secure the agreement of the social 
work schools to permit us to prepare stu- 
dents for this responsibility, and the schools 


should then adjust their classroom teach- 
ing so that it will not conflict with field 
practice. 

The other important ingredient in a 
training program should be the oppor- 
tunity to learn how to work under pressure. 
At our guidance clinic, we try to keep social 
work students busy every minute. We 
recognize that a student needs some time 
to think about and discuss his cases be- 
tween interviews. However, if he is to be 
prepared for the realities of professional 
clinic work, of which the most imperative 
is pressure, the student must gradually be 
given more cases than he can handle lei- 
surely, The mustering of internal energies 
and organizing skills which is called for by 
this increase in work is a process which con- 
tributes to the student's fitness for full pro- 
fessional status. 

The more closely a student's field work 
experience approximates actual professional 
job conditions, the better we can train him 
for an expanding mental health clinic 
program. 
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To sum up, student social workers must 
learn the specifics of their craft by function- 
ing as fully integrated members of our staffs 
while they are with us. The procedures 
they follow should be primarily agency- 
determined, The supervision they receive 
should balance off their courses in psycho- 
pathology with the concept that it is equally 
important to recognize the health in each 
client. 

Stereotyped notions should be-counter- 
acted, such as the idea that short-term 
service is always inferior to length treat- 
ment, or that focus on current events and 
relationships is less profound than probing 
the client's childhood. 

We must teach our students to cope with 
pressures by not shielding them from un- 
expected client emergencies, and by grad- 
ually giving them a bit more work to do 
than they think they can handle. Finally, 
students should be encouraged to think in 
original ways, on the premise that humanity 
cannot progress if the new generation feels 
bound to repeat the thinking of its prede- 
cessor. 
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NORMAN E. ZINBERG, M.D. 
DAVID SHAPIRO, Pu.D. 


A group approach in the contexts 


of therapy and education 


In this paper.we describe a psychoanalytic 
group approach with nurses, psychiatrists, 
educators and college students. The group 
work was conducted primarily within an 
educational setting, and in the main, the 
participants accepted the groups as pro- 
fessional training requiring the expression 
of personal ideas and feelings that might 
bear on their professional status. 

The groups were conducted for two 


purposes: 
(1) To learn about individual problems 


Dr. Zinberg is assistant director, Psychiatric Service, 
Beth Israel Hospital, Boston, Mass., and instructor 
in psychiatry, Harvard Medical School, Cambridge, 
Mass. Dr. Shapiro is a research associate in psy- 
chology, Department of Psychiatry, Harvard Medical 
School. 

This paper was read at the Sixth International 
Congress on Mental Health, held in Paris in August, 
1961. 

Financial aid for the preparation of the paper was 
received from the U.S. Public Health Service (Grant 
M-4209) and from the Office of Naval Research 
(Contract Nonr-1866(43). 
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of professional identity and development, 
emphasizing how individuals respond dif- 
ferently in similar professional environ- 
ments and how, with increased understand- 
ing of this interaction, more flexibility in 
these situations is possible—the groups 
might enable participants to state con- 
sciously the values that define for them a 
concept of competence in their work; 

(2) To learn about group dynamics and 
process through group observation and self- 
study in order to increase understanding of 
daily professional meetings and confer- 
ences where so much of what goes on re- 
mains unspoken—group participants would 
hope to learn more about, and avoid, the 
irrational personal reactions in themselves 
and in others that interfere with the stated 
purposes of the groups and with the goals 
of their daily work. : 

In the group approach, selected elements 
of psychoanalytically-oriented individual 
and group psychotherapy are utilized in 
combination with an “objective” kind of 
discussion, as in conventional teaching. 


Typically, the groups are set up in the 
following manner: Each group meets with 
a group leader for 15 weekly sessions of one 
and one-half hours each. Group members 
are asked to describe situations and inci- 
dents from their daily work which occa- 
sioned their undue or untoward ‘reactions. 

These accounts are then discussed, with 
the goal of clarifying some of the subjective 
and objective components which helped 
bring about such reactions. Inquiries may 
then lead to a limited and selected explora- 
tion of pertinent adolescent or childhood 
situations. 

As the development of ‘the group pro- 
ceeds, increasing attention is paid to the 
emotional reactions of group members to 
one another and to the group leader. An 
effort is made to relate these reactions to 
psychological factors which interfere with 
professional growth and development of 
the participants themselves. At selected 
points during such work, the group leader 
utilizes some of the interactions which have 
occurred during the meetings as concrete 
illustrations of various psychological phe- 
nomena which are otherwise difficult to 
grasp in a meaningful way, as in lecture 
or written material. 

The arrangement for 15 sessions allows 
the groups to follow a traditional educa- 
tional period (semester). The limitation 
of time keeps the situation to a restricted 
number of goals and helps put a ceiling on 
the amount of personal material brought 
into discussion. Although the groups are 
offered as part of regular teaching pro- 
grams, it is made clear at the beginning 
that membership and continuing attend- 
ance is voluntary. Experience has shown 
that group memberships up to 15 can work 
effectively. The size of the groups may be 
limited by the particular requirements of 
the institution or situation. It is important 
that the group leader be well-trained and 
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experienced in individual and group ther- 
apy, and also conversant with the particular 
professional problems of the participants, 
The basic rationale of this group ap- 
proach was stated by Dr. Leo Berman in 
1953 in an article entitled “Mental Hy- 
giene for Educators: Report on an Experi- 
ment Using a Combined Seminar and 
Group Psychotherapy Approach: * 


The group leader (the writer) saw in the experi- 
ment a potential usefulness from the practical 
and research points of view. The seminar ap- 
proach with an experienced clinician offered an 
opportunity to deepen the educator's psychological 
understanding of these students and colleagues 
in a way which could be more meaningful than 
other more academic approaches, as in some col- 
lege courses and lectures for example. At the 
same time, it offered the possibility of dealing 
constructively with some of the minor subjective 
anxieties and conflicts of “normal” individuals 
fulfilling important functions in the community. 

It is well-known to psychoanalysts, from teach- 
ing experiences with social workers, psychiatrists, 
and others, that difficulties may arise during the 
learning of psychological material because of the 
specific subjective meanings of this material to the 
individual concerned. 

The individual may be consciously aware of 
such difficulty, as for example, when he becomes 
anxious and preoccupied when subject matter 
dealing with masturbation or intense rivalry comes 
up. He may also be unaware of the difficulty 
because the conflictual area may have been more 
or less repressed. In such instances the individ- 
ual may feel bored and conclude that this or 
that subject is unimportant or he may manifest 
hostility, insisting that the material is absurd, etc. 

Although, of course, there are individual differ- 
ences, it is not yet entirely clear as a matter of 
policy whether it is better, during the individual 
learning situation (as in a “consultation” or “con- 
trol hour”) for the teacher to sidestep the con- 
flictual area in the student when it becomes 
apparent, or to try and deal with it somewhat 
from the student’s personal point of view, with 


1 Berman, Leo, “Mental Hygiene for Educators; 
Report on an Experiment Using A Combined Semi- 
nar and Group Psychotherapy Approach,” Psycho- 
analytic Review, 40(October, 1953), 320-21. 
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the hope of diminishing the intensity of the 
emotional block to learning. 

There is some basis for proceeding cautiously 
with the latter approach as it may set in motion 
various complicating emotional currents in the 
student toward his teacher, so that the result 
may be a loss rather than a gain in learning 
capacity. 

Workers in psychoanalytic group therapy have 
been frequently impressed with the relative free- 
dom with which patients are able to talk about 
intimate and painful matters and with the degree 
of helpful discussion that takes place within the 
group. 

It became apparent that in the group learning 
situation there were forces in play which facili- 
tated such processes, . . . It seems that probing 
questions and painful interpretations coming 
from a sibling—or peer—figure have a different 
quality and invoke less anxiety than when they 
come from the group leader, who, most typically 
but not exclusively, represents a parental figure. 
There is no doubt that a given, more inhibited 
patient has occasion to learn from a freer patient 
in the group, that it is possible to bring up 
intimate material which, through discussion, can’ 
lead to new, useful insights, . . . 

The question had to be faced whether a group 
of “normals” would tolerate a Procedure similar 
in some respects to that used with psychiatric 
patients and, if so, would it be helpful... . 


BASIC ASSUMPTIONS 


Certain assumptions are made implicitly 
throughout. The group approach is 
founded on the belief that insight is good. 
Another way of saying this is that the more 
we know about ourselves and other people, 
individually and in groups, the more likely 
we are to be able to establish and maintain 
an atmosphere that will facilitate our pro- 
fessional goals. We are aware that this 
idea, while often commended, has never 
been acceptably validated. 

Another assumption is that the groups 
are for the purpose of helping members 
achieve a measure of objective clarity about 
themselves and others so that they in turn 
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may be more professionally useful. This 
almost “pollyannish” claim implies good 
will on the part of group leaders and group 
members. We are not so unsophisticated as 
to believe that such good will is unfaltering. 
However, it is our conviction that whatever 
unconscious conflicts may exist, the people 
who attend the groups prefer, when pos- 
sible, to help rather than hurt the people 
for whom they have a responsibility. 

We also assume that while it may ‘be 
helpful to be tuned in on various emotional 
wave lengths, it is no substitute for knowl- 
edge. To be a good teacher or a good nurse 
or a good doctor requires a great deal more 
than good will or dedication. The knowl- 
edge and understanding gained in these 
groups may broaden and deepen the effec- 
tive use of one's capacities to work pro- 
ductively. 

It is here especially that we do not wish 
to be misunderstood. An unfortunate ex- 
perience that occasionally befalls the pres- 
entation of this material at meetings or 
staff conferences is for the listener to mis- 
interpret our assumptions. Listeners hear 
us saying that the educator's responsibility 
may in many situations be broader than, 
Say, to improve the student’s knowledge of 
history, and they interpret this to mean 
that we feel that the educator’s chief func- 
tion is what may be described as a thera- 
peutic one. Our wish is to broaden the 
stereotyped definition of teaching or pa- 
tient care, not to replace it. 

Some educators and school administra- 
tors who are prone to be critical or even 
rejecting of group approaches like these cite 
the “therapeutic” elements as a negative 
characteristic. They state that individuals 
who participate in such groups are obliged 
to expose themselves unduly by talking 
about their personal background, experi- 
ence, or personality. They feel that groups 


like these are aimed toward greater self- 
exploration and understanding than would 
be appropriate in a school or other educa- 
tional institution. 

It is true that discussions get into typical 
modes individuals have of responding to 
others, as well as into their emotional reac- 
tions. Many educators are inclined to see 
this kind of material as appropriate only 
to the home environment of the student 
or, in certain instances, to such special ad- 
junctive services of the school as a counsel- 
ing service or mental hygiene clinic. 

In the same way, educators often criti- 
cize psychiatric methods for not teaching 
skills and information rather than for em- 
phasizing feelings and human relationships. 
Some of the current writing on science and 
teaching and on educational methods in 
general derogates the importance of human 
relationships in education. 

Psychotherapists, in contrast, may tend 
to view group approaches like these in 
terms of their educational content and 
significance as well as their therapeutic im- 
plications. This point of view goes back to 
the origins of the group approach in medi- 
cine in its attempts to use group discussion 
for teaching medical psychology, as well as 
in attempts by psychiatrists and psycho- 
analysts to apply their theories and tech- 
niques to problems of education, adapta- 
tion, and work. 

Recent developments in psychoanalysis 
and psychiatry place a greater emphasis 
upon the functioning of the normal person- 
ality, and it is for this reason that applied 
group approaches have generated a great 
deal of interest. On the other hand, some 
Practitioners have tended to be critical of 
group approaches because of a suspicious- 
ness of the “educational” elements and em- 
phasis. Their attitude is expressed in the 
words of one: “No matter what you call it, 
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it is only therapy that counts or that would 
bring about any important change.” 


THERAPY VS. EDUCATION 


It would seem, then, depending upon one’s 
own frame of reference, that the group ap- 
proach may be placed in the category of 
education or in the category of therapy. 
We place it in the middle of such a con- 
tinuum. 

Therapy at its best is not necessarily dif- 
ferent from education at its best, especially 
where we take the latter to mean the bring- 
ing forth or the maturing of capacities in 
individuals. Education stresses the learn- 
ing of new information and new material, 
while therapy accents the understanding of 
personal and social modes of adaptation 
which have been interfered with or blocked; 
yet this distinction is not a sharp one since 
no individual comes to any situation with- 
out a background of previous experience 
and development. 

There may be a point where it is difficult 
to distinguish formation from re-formation 
in education. In other words, any educa- 
tional method must consider the individual 
and his capacities to learn. 

The learning process, whether it takes 
place in an educational context or in psy- 
chotherapy, requires, among other things, 
that the person allow himself to open up 
to a new situation and to a new set of prob- 
lems. Foremost is the ability to form a 
relationship with the person having the de- 
fined role of therapist or teacher. 

The student or the patient has the goal 
of augmenting his own knowledge, not only 
of the outside world, but also of his internal 
response to the environment, to social situ- 
ations, and to people in general. 

The knowledge acquired in education 
may or may not be functional; it may serve 
directly in the initiation of new kinds of 
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activities, new ways of perceiving things or 
people, new ways of finding gratification. 
Effective teaching or effective therapy al- 
lows one to do, feel, or perceive what he 
could not do before. 

The importance of the relationship es- 
tablished between teacher and student is 
not always acknowledged by educators who 
stress the specific content and mechanics of 
learning, often without regard for its moti- 
vational underpinnings. 

In therapy, it is through the analysis of 
the relationship established between thera- 
pist and patient, and especially the resist- 
ances of the patient to treatment, that 
psychotherapy is effective. Such analysis on 
a personal level does not occur in most edu- 
cational settings; but whether the context 
be therapeutic or educational, with a group 
of students or patients the situation is made 
more complex. Can each person in a group 
have the desired relationship with teacher 
or therapist, a relationship uniquely ca- 
tered to his needs and personality? 

A teacher has to make the same kind of 
decision, whether explicit or implicit, as to 
how far he or she will go in dealing with 
individual needs and motivations. Some 
teachers can only teach certain kinds of 
students and are not equipped to deal with 
special problems. Others refuse to modify 
their procedures and rather feel they can 
reach only so many students effectively. 
These questions touch on the values of the 
teacher and, indirectly, on his or her per- 
sonality. One of the purposes of discussion 
groups for educators is to provide the pos- 
sibility for examining the teacher’s motiva- 
tions, interests, and perceptions so as to 
help extend his operations and negotiations 
with students: for example, to reach stu- 
dents with whom he is not usually capable 

of dealing. 


As to the leader in the group approach 


discussed here, he uses a very special tech- 
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nique throughout the course of his seminar, 
Despite the resistances of a group as a 
whole or the resistances of individuals, he 
persists in maintaining the basic orienta- 
tion. 

There is little modification of this struc- 
ture. That is, the group meeting is a place 
to take up a person’s interpersonal feelings 
and reactions, whether prompted by events 
in the work situation or in the group situa- 
tion itself, by personal experiences or by 
professional encounters, by individual feel- 
ings or by group relationships. 

Perhaps a major virtue of the orientation 
is its attempt to relate group content and 
process to important individual and ex- 
ternal content and process, so that prob- 
lems on the job do not have to be seen as 
being distinct from personal problems, in- 
dividual experiences not distinct from 
group experiences, and, to some extent, 
therapy not completely distinct from edu- 
cation, 

In some discussions, the group leader 
May point out, where appropriate, that 
hostility between members of a professional 
organization has its impact on the quality 
and quantity of teaching care given. Hos- 
tilities between teachers or between teach- 
ers and principals or supervisors may have 
their direct effects on pupils, for if the 
pupil realizes there are ill feelings among 
the staff members, he may find himself in 
the position of playing one against the 
other, or of suffering the possible conse- 
quences by being the butt of staff hostility. 

In the actual group work, it may be pos- 
sible for the group leader to point out that 
it is very common for groups to direct hos- 
tility onto a specific target, either internally 
or externally, instead of tolerating the 
hostility directly. Groups often seek an. 
external target for their hostility, a scape- 
goat, the out-group, an external enemy, 
and it is possible for a group leader under 


certain conditions to clarify this group 
process for the participants. 

It is likely that the unique quality of the 
groups has a lot to do with their involving 
character. Novelty and surprise seem to be 
important dimensions in any kind of learn- 
ing situation, and the groups provide these 
to a great extent. They challenge one’s con- 
ventional ways of approaching things and 
of seeing things. At the same time, they pro- 
vide support so that it is possible to explore 
not only realistic points of view but also 
fantasies, fears, and anxieties. 

One may regress constructively to an 
earlier mode of adaptation or perception 
and in so turning back to earlier modes of 
reaction he may learn more about one’s 
reactions to present situations, and perhaps 
learn how to achieve personal and pro- 
fessional goals more effectively. 


GROUP CASE STUDY 


At this point, an example from a group 
might be of help to clarify how the con- 
nections are established for the group par- 
ticipants between personality traits, indi- 
vidual personal experience, and increased 
professional sensitivity and competence. 
The example is taken from an educators’ 
group of 12 members, meeting for the 
eighth of 15 sessions. 

The group members were from city-wide 
public schools, and none had known each 
other before. Typically in such a situation, 
it takes a few sessions for the members to 
get to know each other, and half-way 
through, if all has gone well, is the time 
of the most intense work. 

One member of the group, Mr. A., was 
Principal of a school in a rather wealthy 
outlying section of the city. By this time 
he had established himself in the group 
as a thoughtful, intelligent person respected 
by other members, He was just a trifle dis- 
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tant in commenting on the contributions 
of others. In this session the conversation 
turned to the issue of public vs. private 
school as educational instruments. | 

This was a valid continuation of discus- 
sion from a previous session concerning the 
problem of Miss R., whose school had be- 
gun to draw a socially lower-class group of 
students than previously and who felt that 
she was becoming less useful as a teacher 
to this group of students. 

From one or two of his comments, the 
group leader was sure that Mr. A. believed 
that Miss R. suffered partially because she 
felt lower-class children lowered her status. 
Other group members had also questioned 
Miss R.’s personal feelings about this shift 
in the school, but she had steadfastly main- 
tained that she loved these new, more waif- 
like children, but because of her own lack 
was unable to teach them. Various others 
in the group supported Miss R. in what 
the group leader felt to be a denial by her 
of a hurt feeling at not having as well-pre- 
pared children. 

This narcissistic injury led to a rigid con- 
tinuance of her old way of teaching despite 
her undeniable knowledge as an educator 
that a change both in content and method 
was in order. The group was split but no 
one stated this explicitly. 

It was with some surprise that the group 
leader heard Mr. A. vehemently decry pri- 
vate schools as undemocratic and as a 
source of trouble to public schools. In 
answer to a direct question from another | 
group member, he admitted that after the 
sixth grade he had lost many of his better 
pupils to private schools, although his 
school ran through the eighth grade. He 
was aware of his resentment but insisted 
that this was not the reason that he disliked 
private schooling. He said that in some 
ways the transfers eased the burdens on the 
seventh and eighth grades and enabled him 
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to have smaller classes and to try out edu- 
cational techniques that could not be done 
otherwise. 

Mr. A. stated he had made his position 
known in his community when the annual 
town meeting struggle about the school 
budget occurred. He had reason to fight 
because some of the town members who 
sent their children to private schools were 
reluctant to grant more funds, for which 
they would pay increased taxes. 

The group leader understood quite well 
and sympathized with the difficulties of a 
man in Mr. A.’s position in his fight to 
get the best for his school. However, the 
group leader was impressed by the extent 
of Mr, A.’s annoyance with private schools 
and also noticed that Mr. A. put the chief 
weight of his arguments on the concepts 
of democracy rather than on the good that 
might come out of educational experi- 
ments. It seemed that Mr.-A. fought a just 
fight on dubious moral principles rather 
than on the facts, and this led the group 
leader to wonder about an irrational per- 
sonal involvement on the part of Mr. A. 

A curious split now developed in the 
group. One subgroup, who had tried to 
get Miss R. to see that her position was not 
the best one for a teacher, and who had 
more or less seen Mr. A. as their leader, 
were now slightly bewildered and quiet. 
Another subgroup who had felt that Miss 
R. should, to quote one, “teach as best she 
could and if they [the pupils] didn’t get 
it, that was their problem” now supported 
Mr. A. in his idea that democracy was at 
issue. 

The group leader felt it necessary to 
intervene. First, for the sake of the group 
as a whole it was necessary to help those 
members who were temporarily out of it. 
Second, he recognized that the group was 
espousing an irrational idea, i.e., that “de- 
mocracy”” was the point at issue. The 
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group leader felt that what was going on 
in the group was based on emotional con- 


flict and not on an intellectual difference 


about abstract political philosophy or even 
the concrete concern about where private 
schools fit into our society. 

He felt that the question of where prin- 
ciples such as democracy fitted into their 
classroom work and presentations was a 
source of anxiety for teachers. This con- 
cern, so much greater in recent years, 
made it especially important that the group 
leader clarify the possibility that this use 
of an emotionally laden catchword was a 
defense against facing some painful per- 
sonal feelings. An acceptance of this dis- 
tortion of an educational concept in the 
group would be seen as unfortunate. Third, 
Dr. N. felt that if Mr. A. could understand 
something more of his involvement in this 
question of private vs. public schools, he 
would be a more effective administrator. 

Dr. N. entered the discussion for the 
first time by asking Mr. A. if he had gone 
to private school. When Mr. A. said no, 
Dr. N. persisted by asking if any of his 
friends had. Mr. A. smiled and said yes, 
and said he came from a small town 50 
miles from Boston and that his gang had 
been split up when two of his closest friends 
had gone off to boarding school. He con- 
tinued by saying that he knew what Dr. N. 
had in mind but he doubted if it affected 
his attitude toward private schools, 

Dr. N. was then silent, and so was the 
group, for 30 to 40 seconds. Finally one of 
the members, who had been quiet as a re- 
sult of the group split, asked if Mr. A. 
ever saw his old friends. Mr. A. now began 
to look a trifle more annoyed and said no. 
Several of the people who had supported 
Miss R. and Mr. A. then talked slightly 
anxiously in general terms until the end 
of the session. 


The next meeting began rather desul- 


mo 
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torily with pauses and silences. Finally 
Mr. A., who had been silent, said that he 
had given last week’s discussion a lot of 
thought. To his surprise he said he had 
been so angry when he left that his wife 
had noticed it when he got home, but he 
couldn’t remember exactly what had set it 
off. The group leader said that he thought 
it had been the question of whether he ever 
again saw the old friends who had gone 
to private schools. Mr. A. said he guessed 
that was it, because he really had been mad 
about it for years. 

He then elaborated at some length on 
how the separation came about in his 
youth. He had never connected that inci- 
dent with his present attitude toward pri- 
vate schools, but he felt it might have some 
relevance. Two other group members 
talked of experiencing the difficulties of 
the break-up of youthful groups and sym- 
pathized with Mr. A. 

The group leader then asked the group 
as a whole how they had felt earlier after 
the difference of opinion about Miss R.’s 
position. Several people chimed in to- 
gether that it had made them very uncom- 
fortable, and they had even thought about 
not coming back the following week. Miss 
R. then said that she had not known there 
was such a difference of opinion. It seemed 
that the idea that she was a subject of con- 
troversy was enough to hurt her feelings. 

With Mr. A., the group leader had felt 
that he was dealing with a man whose de- 
fenses were good and that had made it easy 
to be direct and personal. Miss R. seemed 
more fragile and easily upset so he merely 
Stated that in Mr. A.’s case it had seemed 
that the things that had happened to him 
as a pupil might still be affecting how he 
behaved as a teacher and a principal, and 
that some members of the group had ques- 
tioned the same sort of thing in Miss R.’s 
case but that others had felt that her situa- 
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tion was a very difficult one in which to 
teach. Dr. N. purposely did not ask her 
about any of her past experiences or feel- 
ings, as he might have in group or individ- 
ual therapy. 

Miss R. was mollified by the group 
leader’s answer and was quiet for a time. 
Several members who had previously been 
so interested in democracy did show that 
the point had been made by suggesting dif- 
ferent teaching techniques that might be 
helpful to Miss R. if she wished to make 
changes in her teaching. The group leader 
felt that this intellectual interchange was 
very helpful as a lull because each group 
member had been deeply emotionally in- 
volved in the previous, more intense, per- 
sonal revelations in the group. 

Several sessions later Miss R. commented 
gratuitously that one of the technical sug- 
gestions had been very helpful and that she 
had used:it with much success. The group 
leader refrained from commenting that this 
suggestion was one that she had undoubt- 
edly come across previously. 

We hope that this example illustrates a 
number of points. It shows the extent of 
the responsibility that the group approach 
puts on the group leader and how he oper- 
ates differently in a “normal” group that 
comes as educators rather than as patients, 
than he would in a therapy group. 

The intention is also to convey how 
deeply emotionally involved a group can 
get, if led with care, about subjects that 
psychodynamically speaking are relatively 
superficial and in another setting would 
lead to a casual discussion. The limited 
nature of the approach is such that no ef- 
fort was made to go into the possibility of 
Mr. A. being envious or Miss R. being 
angry. Such feelings can be touched on 
in these groups when appropriate, but the 
direct expression of strong “basic” feelings 
is not the only group work. 
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The shift between interest in the indi- 
vidual and interest in the group is illus- 
trated by how Mr. A.’s individual aware- 
ness of his preconscious feelings about his 
friends going off to private schools made it 
possible for the group to become aware 
of subgroup formations, the hostility be- 
tween factions, and the discomfort that 
may accompany such a split in the group. 

Finally, without in any sense making any 
outrageous claims of character change in 
individuals or that group leaders can be 
trained by this group approach, we hope 
that the example portrayed indicates not 
inconsiderable achievements. 

It has since been reported by Mr. A. that 
he is more at ease with his school committee, 
and even before the group was over, it was 
clear that Miss R. had made an effort to be 
more flexible in her teaching methods, even 
though she was not aware of any new insight 
into her previous rigidity. Several other 
members of that group also reported ad- 
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vances of similar order, but it is unnecessar 
for this purpose to portray the entire gro 
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ship with a central figure and the attempt. 
to enlarge a horizon. 

A clinical illustration attempts to em: 
phasize the difference between this group 
approach and group or individual therapy 
and, within this limited framework, to show 
the potential usefulness of increased under- 
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Vocational and social adjustments of 


rehabilitants with mental disabilities 


Do clients of state rehabilitation agencies 
who have mental disabilities adjust as well 
vocationally and socially after the success- 
ful completion of rehabilitation services as 
clients with nonmental disabilities? 

What percentage of the rehabilitants 
with mental disabilities are successful in 
their vocational adjustments? 

To answer these and other pertinent 
questions, the vocational and social ad- 
justments of 58 rehabilitants with mental 
disabilities and 651 with nonmental dis- 
abilities were determined and compared 
during a period of from three to ten years 
after the successful completion of rehabili- 
tation services provided by state divisions 
of vocational rehabilitation in Montana, 
Utah or Wyoming. 

Data for the study were obtained by the 
faculty from the Graduate School of Social 
Work, University of Utah, when they in- 
terviewed a sample of 835 rehabilitants 


i 
= Who had successfully completed rehabili- 


tation services. The two groups described 
in this paper were selected from this 
sample and includes all except those clas- 
sified as housewives or retired. 


DISABILITY CLASSIFICATIONS 


The disability classifications of those with 
nonmental disabilities included absence 
or impairment of the extremities, back 
injury, facial disfigurement, aural and 
visual disabilities, and disease. The dis- 
ability classifications of those with mental 
disabilities are shown in Table 1. 
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VOCATIONAL ADJUSTMENTS 


A greater percentage of the 58 clients with 
mental disabilities made less satisfactory 
vocational adjustments than the 651 with 
nonmental disabilities. A larger percent- 
age of the clients with mental disabilities, 
significant at the five per cent level of 
confidence, when interviewed by members 
of the research team from three to ten 
years after the successful completion of 
rehabilitation services: 

1, Had been unemployed for one year 
or more prior to the research interview, 
(34 per cent compared to 11 per cent). 
See Table 2. 

2. Had been unemployed most of the 
time since rehabilitation services (31 per 
cent compared to 11 per cent). 

3. Were employed in unskilled occupa- 
tions (21 per cent compared to 9 per cent). 

4. Were employed in personal services 
(26 per cent compared to 15 per cent). 

5. Were earning less than $50 per week 
(34 per cent compared to 19 per cent). 


TABLE 1 


Disability classifications of 58 person 
with mental disabilities, who com- 
pleted rehabilitation services 


in 1949-54 
Disability No. Percent 

Mental or central nervous 

system diseases 16 28 
Psychosis 11 19 
Psychoneurosis 8 14 
Psychopathic personality 2 3 
Epilepsy 15 26 
Mental deficiency 6 10 
Total 58 100 


A larger percentage of the clients with 
nonmental disabilities, when compared 
to those with mental disabilities, signifi- 
cant at the five per cent level of confidence: 

1. Had been employed full-time during 
the year prior to the research interview, 


(67 per cent compared to 41 per cent). 
See Table 2. 


TABLE 2 


Employment status when interviewed in 1957—59, an average of six 
years after the successful completion of rehabilitation services, 
of clients with mental and non-mental disabilities * 


Clients with mental 


Clients with nonmental 
Employment status disabilities disabilities 
during year prior 

to research interview No. Per cent No. Per cent 
(a) Employed full-time 24 41 439 67 
(b) Employed part-time 14 24 143 22 
(c) Unemployed 20 34 69 11 
Total 58 99 651 100 


*Table does not include 110 housewives and 16 retired persons who completed rehabilitation serv- 


ices, but were not discussed in this paper. 


(a) Employed 35 hours or more per week for 10 months or more during the year prior to the re- 


search interview. 


(b) Employed full-time less than 10 months, or employed only part-time during the year prior to 


the research interview. 


(c) Unemployed during the year prior to the research interview. 
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2, Were earning $75 or more per week 
(47 per cent compared to 23 per cent). 

3. Were employed in the professional 
or skilled fields (31 per cent compared 
to 15 per cent). 


SOCIAL ADJUSTMENTS 


A greater percentage of the rehabilitants 
with mental disabilities made less satis- 
factory social adjustments in comparison 
to those with nonmental disabilities. At 
the time of the research interview, a larger 
percentage of the clients with mental 
disabilities, significant at the five per cent 
level of confidence: 
1. Were divorced or separated (22 per cent com- 
pared to 7 per cent). 
2. Were single (40 per cent compared to 19 per 
cent), 
$. Were living with parents (28 per cent com- 
pared to 11 per cent). 
4, Reported that social activities were of little 
or no importance in their lives (48 per cent 
compared to 29 per cent). 


Although not statistically significant, 
it is of interest that a greater percentage 
of those with mental disabilities: (a) were 
living with relatives when interviewed 
(7 per cent compared to 1 per cent), and 
(b) participated in social activities less 
than once a month (54 per cent compared 
to 40 per cent). 

A significantly greater percentage of 
rehabilitants with nonmental disabilities 
were married, both at application for 
rehabilitation services and at the time of 
the research interview, and a greater per- 
centage were living with their spouses and 
children at the time of the research inter- 
view, or 55 per cent compared to 24 per 
cent. 


RATINGS BY RESEARCH INTERVIEWERS 


As shown in Figure 1, in the opinions of 
the interviewers, significantly smaller per- 
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centages of the rehabilitants with mental 
disabilities, in comparison to those with 
nonmental disabilities, made good adjust- 
ments in their families, communities, and 
jobs. The ratings reflect the clinical judg- 
ment of the professional social workers 
who collected the data for this study and 
were made after personal interviews with 
the rehabilitants, examination of the ma- 
terial in the case records, and in many 
instances, after interviews with members 
of the families of the rehabilitants and 
with their employers. 


INFLUENCE OF HEALTH 
ON ADJUSTMENT 


It appears that a major factor which in- 
fluenced the less satisfactory vocational 
and social adjustments of a larger per- 
centage of the rehabilitants with mental 
disabilities, in comparison to those with 
nonmental disabilities, was their more 
serious health problems. 

At the time of the research interview a 
larger percentage of the rehabilitants with 
mental disabilities, significant at the five 
per cent level of confidence: 

l. Were receiving medical care every 
three months, or more often, at the time 
of the research interview (28 per cent com- 
pared to 14 per cent). 

2. Reported that ill health was the 
major reason for unemployment since the 
completion of rehabilitation services. 

Of the 29 rehabilitants with mental 
disabilities, who had been unemployed 
since rehabilitation services, 87 per cent 
reported the major cause of their un- 
employment had been ill health. Only 
54 per cent of those with nonmental disa- 
bilities, who had been unemployed since 
rehabilitation services, reported ill health 
was a major factor in their unemploy- 
ment. 
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FIGURE 1 


Adjustments of clients with mental or nonmental disabilities to 
families, communities, and jobs, as rated by members of the 
research team in 1957-1958-1959 


Percent of Rehabilitants” 
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FAMILY ADJUSTMENT 


Relationships in family 
were healthy, close and 
sharing. 


Adjustment to reality 
| | factors in the femily 
was good. 


COMMUNITY ADJUSTMENT ; 


Physical, ‘social and 
psychological adjustment 
to community was good. 


Adaptation to the reality 
factors in the community 
‘was good. 


JOB ADJUSTMINT 


Physical, social and 
psychological investment 
in employment was good. 


Adjustment to the reality 
factors in employment was 
good. 


ba Clients with mental disabilities. 


EE Clients with non-mental disabilities. 
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INFLUENCE OF OTHER FACTORS 
UPON ADJUSTMENT 
Although poor health appeared to be the 
major factor in the less satisfactory voca- 
tional and social adjustments of the clients 
with mental disabilities, the following two 
factors also influenced their less satisfac- 
tory adjustments: (a) more of this group 
were female and (b) fewer were married. 
Refer to the following details: 

Sex. Significantly more of the rehabili- 
tants with mental disabilities were female, 
or 40 per cent compared to 18 per cent of 
those with nonmental disabilities. This 
would be a factor in the lower income per 
week for those with mental disabilities. 

Marital status. Significantly fewer of 
the rehabilitants with mental disabilities, 
compared to those with nonmental disa- 
bilities, were married at the time they made 
application for rehabilitation services, or 
24 per cent and 48 per cent respectively. 
This may be a factor in the less satisfac- 
tory family adjustments made by the re- 
habilitants with mental disabilities. 

Were there other major factors which in- 
fluenced the less satisfactory adjustments 
of the rehabilitants with mental disabilities, 
in addition to poor health and differences 
in sex and marital status? While an ex- 
haustive study was not completed, it is of 
interest that none of the following four 
factors appeared to have a greater negative 
influence upon the rehabilitants with men- 
tal disabilities: 

Age. When they applied for rehabilita- 

tion services, the average age for clients 
with mental disabilities was 30.7 years, and 
for those with nonmental disabilities, 31.8 
years, 
Education. Educational achievement, at 
the time of application for rehabilitation 
Services was the same for both groups, or 
an average of 10.2 grades, and 37 per cent 
of both groups had obtained their high 
school diplomas. 


Adjustments of rehabilitants — 
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Major source of income. There were 
no significant differences in the percentage 
of rehabilitants with mental disabilities 
or nonmental disabilities, whose major 
source of income at the time they made 
application for rehabilitation services was 
from (a) wages, (b) family, (c) public or 
private relief, or (d) other sources. 

Work record. There were no signifi- 
cant differences, at the time of application 
for rehabilitation services, between the 
two groups under consideration in regard 
to the percentage who reported a work 
record of (a) substantial employment, (b) 
unsubstantial employment, or (c) no 
employment. i 


IT PAYS TO REHABILITATE THE 
MENTALLY DISABLED 

In general, persons with mental disabili- 
ties are good risks for rehabilitation serv- 
ices! 

This statement is made despite the less 
satisfactory adjustments made by some of 
the rehabilitants with mental disabilities, 
and is supported by the following, con- 
cerning the 58 rehabilitants with mental 
disabilities under consideration in this 
paper: i 

1. More than 40 per cent were employed 
full-time and one-fourth were employed 
part-time during the year prior to the re- 
search interview, and one-fourth were earn- 
ing $75 or more per week. i 

2. Fifteen per cent were employed in 
the professional or skilled fields. j 

3. One-third reported no unemploy- 
ment during the 3 to 10 years between 
the completion of rehabilitation services 
and the research interview. 

4. One-half considered social activities 
important in their lives. 

5. Onethird participated in social ac- 
tivities at least once a week. 

6. The research interviewers gave the 
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following satisfactory ratings to the re- 
habilitants with mental disabilities: 
(a) One-half were making healthy, close and 
sharing relationships in their families. 
(b) One-fourth were making good community 
adjustments, 
(c) Of those who were employed, more than one- 
half were making good physical, social, and 
psychological investments in their jobs, 


CONCLUSION AND 
RECOMMENDATIONS 


During a period of from three to ten years 
after the successful completion of rehabili- 
tation services provided by state divisions 
of vocational rehabilitation in Montana, 
Utah, or Wyoming, a significantly larger 
percentage of 58 rehabilitants with mental 
disabilities made less satisfactory voca- 
tional and social adjustments than 651 
rehabilitants with nonmental disabilities, 
A major influence upon the less satisfac- 
tory adjustments of the rehabilitants with 
mental disabilities appeared to be their 
more serious health problems. 

Because of the less satisfactory voca- 
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tional and social adjustments maintained 
by a relatively large percentage of the 
clients of state rehabilitation agencies who 
have mental disabilities, it is recommended 
that during the rehabilitation process, 
consideration be given to provide adequate 
social, psychological, or psychiatric serv- 
ices for many of these clients. 

Inasmuch as a greater percentage of 
the rehabilitants with mental disabilities 
than those with nonmental disabilities will 
likely fail to remain rehabilitated, it is 
particularly important that follow-up serv- 
ices be provided for the clients in this 
group after the completion of rehabilita- 
tion services, 

It pays to rehabilitate persons with men- 
tal disabilities! 

Although some of them fail to maintain 
satisfactory vocational and social adjust- 
ments, others do very well, A range of 
from 15 per cent to 60 per cent of the 58 
rehabilitants with mental disabilities main- 
tained good adjustments in the areas under 
consideration. 


JOAN L. BURKE, A.B. 
HUGH G. LAFAVE, M.D. 


Attitudes of chronic mental patients 


to a program of rehabilitation 


This paper is a report on one aspect of a 
pilot project on the rehabilitation of the 
chronic hospitalized mental patient. Such a 
study was recently undertaken at Medfield, 
Mass., State Hospital as a preliminary to 
a more structured rehabilitation project 
now being sponsored by the National Insti- 
tute of Mental Health. The pilot project 
provided the authors with the opportunity 
to investigate some of the variables involved 
in an attempt at rehabilitation. 

: A review of the literature disclosed that 
in recent years much attention has been 
devoted to the problem of the rehabilitation 
of the mentally ill. 

In the early 1950’s, Charlotte Schwartz 
made a review of the literature in this field 
(10). She provided an extensive bibliog- 
raphy which included sections on the 
mental hospital, the roles of staff members, 
group psychotherapy, psychodrama, occupa- 
tional, music, art, recreation, and work 
therapies, corrective therapy, vocational 
rehabilitation, patient-patient relationships, 


$- the patient’s point of view, and the pa- 


tient’s family. The scope of these references 
points out the various aspects which have 
been considered in examination of reha- 
bilitation programs. 

In his work on the therapeutic com- 
munity, Maxwell Jones (7) defined the field 
of social psychiatry, where consideration 
was given to the whole person and the total 
therapeutic milieu. This work became a 
major impetus to rehabilitation programs. 
More recently, a study by Greenblatt, York, 
and Brown (6) included a systematic at- 
tempt to develop a therapeutic atmosphere 
and methods of rehabilitation in the setting 
of a large state mental hospital. 

More recent studies (2, 5, 8, 9, 11, 13, 
14) have attempted to make use of more 
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rigorously structured programs to allow for 
a more systematic investigation of the vari- 
ables involved in rehabilitation. 

Tourney and his associates (13), in using 
a controlled experimental design, made a 
study of resocialization techniques. In their 
study, very minor success was realized in 
intensive work with an experimental ward 
of chronic mental patients. They point out 
that these gains may have been very minor 
because of problems with personnel. 

Similarly, the study by Brandon and 
Jackson (2) refers to problems which occur 
among the staff in such a program. Galioni, 
Adams and Talman (5) emphasize the im- 
portance of communication and staff rela- 
tionships. More general studies of mental 
hospitals, including those by Belknap (1) 
and Dunham and Weinberg (4), also stress 
the importance of role relationships among 
the levels of personnel. 

It is striking that, although these pro- 
grams are ostensibly patient-oriented, stud- 
ies of such programs and their relative 
success or failure most often stress particular 
methods of implementing rehabilitation 
Programs or the importance of staff rela- 
tionships. 

In this regard it is noted that included in 
Schwartz's monography are 190 references, 
but only 3 of these are directly concerned 
with the patient point of view. 

The question arises as to whether or 
not the scarcity of studies here is due to 
insurmountable obstacles in the utilization 
of this potential source of information. If, 
however, we turn to other studies done on 
mental hospitals, but without specific re- 
ference to rehabilitation programs, we find 
that major works on the social structure of 
the mental hospital utilize material afforded 
by patients. 

Stanton and Schwartz (12) utilize patient 
material and study patient attitudes. Cau- 
dill (3) relied even more heavily upon pa- 
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tient attitudes and was able to use ettec- 
tively material in which he tapped patient 
attitudes toward the psychiatric hospital. 
These studies demonstrate that research 
which involves patient attitudes is feasible 
and provides resources as yet untapped in 
the understanding of variables involved in 
an effective rehabilitation program. 

With these considerations in mind, the 
authors began a study within the pilot re- 
habilitation project at Medfield State Hos- 
pital. Here an attempt would be made to 
determine attitudes of patients to the reha- 
bilitation program and the factors with 
which these were related. y 

The first few months, during which the 
project was being set up, provided the op- 
portunity to make preliminary observations 
of patient attitudes as well as to consider 
the most feasible means of studying these 
attitudes. It became apparent that there 
were differences in attitudes toward the 
rehabilitation project among the patients 
directly involved, The following tentative 
hypotheses were made: 


(1) Patient attitude is related to age; 

(2) Patient attitude is related to length 
of hospitalization; 

(3) Patient attitude is related to length of 
time spent on a rehabilitation ward; 

(4) Patient attitude is related to con- 
creteness and realism of future plans; 

(5) Patient attitude is related to the 
amount of interpersonal relationships with 
ward personnel; 

(6) Patient attitude serves as a prediction 
of progress in the program. 


The remainder of this paper will be 
devoted to the study itself and to the 
authors’ attempt to Support these hypo- 
theses. 

This pilot rehabilitation project consisted 
of a work-centered rehabilitation effort 
undertaken among the patients on the back 


wards of a fairly representative state mental 
hospital of approximately 1,200 patients. 

Under a relatively unstructured program, 
those chronic patients on the continued 
treatment service who were felt to be po- 
tential rehabilitation candidates were 
chosen to be worked with by the rehabilita- 
tion team. The most successful of the reha- 
bilitation candidates resided on an open 
ward composed of between 40 and 50 pa- 
tients, approximately 30 men and 20 
women. 

This ward was so structured that the 
patients were given a good deal of personal 
freedom and responsibility. A patient re- 
mained on the ward only as long as he 
lived up to expectations. This meant that 
at any one time the ward consisted of those 
patients who were felt by members of the 
rehabilitation team to be suitable candi- 
dates for rehabilitation and, in addition, 
had selected themselves by living up to a 
minimum required work and personal re- 
sponsibility level. 

The entire population of the rehabilita- 
tion ward was utilized in the study. Of 
the 46 patients on the ward at the time, one 
refused to co-operate and four others were 
willing but unable to participate because of 
language difficulties. 

In order to determine patient attitudes 
toward the rehabilitation program, a some- 
what structured interview schedule was de- 
vised, One portion of this interview sched- 
ule was devoted to the rehabilitation pro- 
gram in general: for example: “What does 
the word ‘rehabilitation’ mean to you?” 

A second portion centered around the 
Various aspects of this particular program; 
for example: “What things about being in 
this rehabilitation program seem to be help- 
ing you the most?” If no attitudes were 
elicited by such questions, then neutral 
probe questions were added. The purpose 
of the interview was carefully explained and 


Attitudes of mental patients 
BURKE AND LAFAVE 
its confidentiality as to personal identifica- 


tion was stressed. t 
The data from this interview material 


. was analyzed with regard to: (1) the reha- 


bilitation program in general and (2) spe- 
cific aspects of the program, including the 
ward setup, work situation, and ward activ- 
ities. Scoring was done by giving each 
positive response a +1 and each negative 
response a —1. $ 

Inasmuch as the work program was the 
core of the rehabilitation program, attitudes 
toward work were given a double weight, 
with positive attitudes receiving a +-2 and 
negative attitudes receiving a —2. Neutral 
expressions were eliminated from the analy- 
sis. 

Complete satisfaction—not with the pro- 
gram but with life in the hospital—was con- 
sidered a negative response since satisfac- 
tion with the status quo is in effect a 
passive resistance to change and thus an 
indirect negative response to the aims of 
the rehabilitation program. 

The responses were so ranked that each 
patient’s score was determined by subtract- 
ing his negative from his positive scores. 
The patients were ranked from 1 to 4l, 
with a 1 representing the patient with the 
most positive attitude toward the rehabili- 
tation program. 

A typical positive response to the program 
in general was: “The whole thing gives you 
courage and hope; you feel that people 
are interested in you and you are someone 
they have picked to rehabilitate.” 

A typical negative response to the’ pro- 
gram in general is the statement that “Peo- 
ple got well and went home long before 
that rehabilitation idea was ever thought 
of.” And an indirect negative attitude 
expressed by complete satisfaction with the 
hospital was: “It’s not so bad here; I get 
my room and board and really don’t have 
to worry about a thing as long as I’m here.” 
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A typical positive response to the pro- 
gram of work was: “It shows that people 
have confidence in my ability and I've 
proven to myself that I can work again.” 
On the other hand, a typical negative re- 
sponse was that “Work here means forced 
labor and I don’t like it.” 

Hypothesis No. 4 was tested by spending 
a portion of each interview in discussing the 
patient’s future plans. These plans were 
checked with cards available on the ward 
so that it was possible to determine both 
the concreteness and realism shown in each 
patient’s plans. 

Responses here fell naturally into five 
groups, into which they were classified for 
future analysis. These groups ranged from 
a concrete and realistic plan for the future, 

' which was classified as 1, to a complete lack 
of any desire to leave the hospital, which 

was classified as 5. 

In addition to the patient interviews, the 
four regular ward personnel were asked to 
rank the patients on the amount of inter- 
personal relationships which they felt they 
had with each one. These personnel, 
including two registered nurses and two 
licensed practical nurses, were given cards 
bearing the name of each patient and, with- 
out having access to the material in the 


patient interviews, were asked to rank them 
on the amount of interpersonal relation- 
ship which they felt they had with each one. 
The mean of these four raters’ ranks was 
determined and these were the ranks used 
in testing Hypothesis No. 5. 

Approximately six months after these 
interviews had been completed, the pilot 
rehabilitation ward was changed to make 
way for the more structured program. At 
this time each patient who had been inter- 
viewed was followed to determine where he 
stood in the program: whether he had left 
the hospital on some sort of work place- 
ment or trial visit, was in the hospital and 
still considered a candidate for rehabilita- 
or was in the hospital but no longer con- 
sidered a candidate for rehabilitation, This 
information was used in testing Hypothesis 
No. 6. 

Statistical analysis of the data was done 
and the results are shown in Table 1. This 
table shows that statistically significant rela- 
tionships (at the .05 level or better) were 
found with regard to Hypotheses Nos. 4 
and 5. The remaining hypotheses did not 
reach this level of significance. Each of 
these hypotheses will be considered sepa- 
rately. 


TABLE 1 
Hypothesis Test Results Significance 
1. Age Rank order t=1.077 ns, 
Correlation 
2. Length of Rank order t=1.077 ns. 
hospitalization Correlation 
3. Time on ward Rank order t=0.438 ns. 
Correlation 
4, Future plans Product-moment t=4.291 0005 
Correlation 
5. Interpersonal Rank order t=2.1088 025 
relationships Correlation 
6. Progress Product-moment t=1.613 ns. 
Correlation 
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With regard to Hypothesis No. 1, there 
was no statistically significant relationship 
between age of the patients and attitude 
toward the rehabilitation project. The age 
range of the patients studied was from 21 
to 81, and this wide age range supports the 
finding that patient attitudes toward a re- 
habilitation project are not significantly 
related to age. 

With regard to length of hospitalization, 
there was no statistically significant relation- 
ship between length of hospitalization and 
€ attitude toward the program. This was so 

despite the fact that the range in length of 
hospitalization was from 1 to 40 years. 
Surprisingly, this points out that among 
the chronic patients in the rehabilitation 
program, a lengthy hospitalization did not 
Mean more negative attitudes toward the 
program. 

With regard to Hypothesis No. 3, that 
length of time on the rehabilitation ward 
would be related to attitude toward the 
program, no statistically significant relation- 
Ship was found. Perhaps this could be 
accounted for by the fact that the ward as 
a rehabilitation unit had been in operation 
for less than a year, and there was not a 
Wide range in length of time in which 
patients had been involved in the program. 

With regard to Hypothesis No. 4, a sta- 
tistically significant relationship was found 
between attitude toward the program and 
future plans, with those patients having 
_ the most concrete and realistic plans for the 
future also being those patients with the 
_ Most positive attitudes toward the program. 
The explanation lies in the fact that the 
 Tehabilitation program was specifically 
8eared to the discharge of the patient from 
the hospital, The patient who has plans 
for the future outside the hospital or for 
Whom the rehabilitation program is helping 
to formulate plans is understandably more 
favorably disposed to the program. 
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With regard to Hypothesis No. 5, a 
statistically significant relationship was 
found. A high degree of interpersonal re- 
lationship, as seen by ward personnel, was 
related to a more positive attitude toward 
the program. : 

This relationship could be explained in 
any one of three ways: (1) that more inter- 
personal relationships with ward personnel 
foster more positive attitudes toward the . 
rehabilitation program; (2) that a more 
positive attitude toward the rehabilitation 
program fosters increased interpersonal re- 
lationships with the ward personnel; or (3) 
that there is an interactional process be- 
tween the two variables in which there is 
no distinct cause and effect relationship. 
Further research will demonstrate which of 
these explanations is most plausible. 

With regard to Hypothesis No. 6, no sig- 
nificant relationship was found between 
patient attitude toward the program and 
progress at the conclusion of the program. 
This could be the result of the relatively 
short length of the program (approximately 
one year). A significant relationship re- 
garding this hypothesis might occur if a 
more lengthy rehabilitation project were 
analyzed. j 

This investigation has pointed to some of 
the significant relationships involved in 
patient attitudes toward a rehabilitation 
program as well as to some relationships 
which do not appear to be significant. 

It has further helped to demonstrate that 
patient attitudes are a potentially fruitful 
area of research; that this is an aspect of re- 
habilitation worth further study and with 
immediate practical applications. The 
authors are continuing with this type of 
research in their current, more rigorously 
structured rehabilitation program, with the 
hope of supporting and adding to these 
findings. 
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_ BORIS M. LEVINSON, Pus.D. 


For some years we have concerned our- 
selves with the impact of the Jewish sub- 
culture upon the emotional reactions and 
_ thinking of the Orthodox Jews. 
i To us it appears axiomatic that the Jew- 
Ash people constitute a subculture. No mat- 
ter where Jews live, if they live as Jews, 
they establish their own subculture. Yet, 
it has also become apparent to us that 
there is a basic core of Jewish identifica- 
Cation in almost all Jews. 
; It is true that among various groups 
Within the Jewish subculture there are 
“Marked differences in parent-child rela- 
: lons, nursing, schooling, talents, educa- 
tion, and goals, to mention only a few 
pes. The acceptance of “core values” 
ganong the different groups hinges upon 
pete influence of Jewish traditional values. 
i We have assumed that the conflict cre- 
ted by the differences in values between 
f the dominant culture and the Jewish tra- 
tional subculture would evidence itself 
among subjects from the Jewish group 
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subjects of traditional background : 


in the kind of responses these subjects 
gave to standardized psychological tests. It 
was ipso facto important to interpret psy- 
chometric data accordingly. } 

Among our theses was also the expecta- ; 
tion that subjects from different cultures 
and subcultures would respond differently — 
to stimuli. And thirdly, we believed that — 
subjects from subcultural groups would 
not necessarily perceive the stimuli the same 
way as members of the “in” group. — 

It seemed obvious to us that if mem: 
bers of minority or subcultural groups per- 
ceived and responded to testing materials 
differently from the “cross-section of Am 
cans” upon whom the tests were stan 
ized, then, to some degree, the vali 
reliability of the tests would be modi 
and the responses would require reinterpre- 
tation. 


Dr. Levinson is director of the Psychological Center 
and professor of psychology, Graduate School of Ed- 
ucation, Yeshiva University, New York City. ? 
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If, for instance, some question or picture 
on a personality test probes into sexual 
experiences and attitudes, one could nor- 
mally expect an American subject to re- 
spond quite freely, whereas a Jewish sub- 
ject would be likely to block. 

The question then arises whether the 
answers from two such different subjects 
have equal weight or meaning. We be- 
lieve that they cannot and that for this 
reason the validity of a test will vary with 
the subcultural affiliations of the subjects. 
In fact the psychological implications of 
subcultural differences are much broader 
than distortion of test responses. 

Much more crucial in its psychological 
implications, although not to be covered 
in this paper, is the fact that the selective 
perception and resultant psychosexual or- 
ganization molded by subcultural forces 
can, and frequently does, determine one’s 
thoughts, beliefs, behavior and total self- 
concept. 

To summarize our hypotheses, we must 
reiterate our belief that the personality dy- 
namics vary somewhat from one subcul- 
ture to another. To evaluate the response 
of a subject from a variant group, the 
fact that simultaneous changes occur both 
in the stimulus properties of a test, as well 
as in the response patterns of the subject, 
must be recognized and accounted for by 
the researcher. What comes to be even 
more significant in pursuing the ramifica- 
tions of this problem is the fact that the sub- 
cultural values of various groups have be- 
come internalized and are operating on an 
unconscious level. 

Therefore, as the experiences tapped by 
the tests go farther away from the level of 
awareness, as in unstructured tests, sub- 
cultural values seem to play an increasing 
role in the responses. 

This can be seen, for example, when one 
examines the responses on the Wechsler 
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tests (21, 22). The responses on these so- 
called “intelligence tests” are on the con- 
scious level. There is only a minimal prob- 
ing of the unconscious by these tests. Yet 
even here one can glimpse the operation 
of the subcultural forces. 

As is well-known, the Wechsler tests have 
been very carefully standardized upon a 
cross-section of the American people. Equal 
weight was assigned to verbal and non- 
verbal areas of intelligence. Yet, we can 
predict, if we know the subcultural forces 
operating on a given population, whether 
there would be a significant difference be- 
tween verbal and performance areas. 

There can be no argument with the fact 
that in most Jewish homes there is greater 
emphasis upon verbal, academic learning 
than upon woodworking, painting, hand- 
work, etc. The latter, when they appear, 
are downgraded and considered to be non- 
sensical. In most Yeshiva schools little em- 
phasis is placed upon athletics, physical edu- 
cation, art and music. 

Book learning is of paramount impor- 
tance among Jews who have always been 
called “The People of the Book.” Is it not 
to be expected, therefore, that children 
from traditional Jewish homes will, in the 
course of their education, show increasing 
development of verbal abilities and declin- 
ing performance skills? This, of course, is 
predictable just from a knowledge of the 
facts. 

It is not surprising, then, that in several 
studies made of Jewish preschool, high 
school and Yeshiva College students, we 
found that verbal scores increase as the 
subjects grow older, while their perform- 
ance ratings either remain stable or decrease 
(8). We found the same thesis corroborated 
even among the Jewish aged (15), 

We felt, however, that our hypotheses re- 
garding the cogent influences of subcultural 
values upon “intelligence” would be 
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Research findings with Jewish subjects 


strengthened if confirmed by studies of sub- 
jects from other ethnic groups, where verbal 
ability was not so highly prized. 

We paired 47 Jewish subjects with Irish 
and Italian subjects of identical WISC Full 
Scale I.Q.’s (21) of the same ages and at- 
tending the same grades in parochial 
schools. While we found that the WISC 
Verbal I.Q. was higher than the WISC 
Performance I.Q. among all the subjects, 
among the Jewish subjects the difference 
between the verbal and performance scores 
was statistically significantly higher than 
among the Irish or Italian children (11). 

We followed this up with a similar match- 
ing of 33 pairs of Jewish and Italian aged. 
Here, too, our thesis was corroborated. 
Despite the modest socioeconomic and in- 
tellectual level for all subjects, the verbal 
IQ. was significantly higher than the per- 
formance I.Q. among the Jewish subjects, 
whereas the reverse situation held true for 
the Italians (10). 

How meaningless, then, becomes the so- 
often parroted phrase that a psychometric 
pattern which shows a significant lowering 
of performance subtests as against verbal 
subtests is particularly suspect and fre- 
quently linked with “depression (19).” 

è The writer does not believe that there 
1s any innate difference in intelligence be- 
tween the sexes. Those variations which 
are found, he believes, are due to some- 
what diferent personality structures of 
men and women, engendered by the dif- 
ferent roles each must assume, both in the 
dominant culture as well as the Jewish sub- 
culture, 

_ In the Jewish traditional home, the boy 
15 expected to transmit the traditions of the 
family, religion and nation. The boy is un- 
der severe obligations to study. The boy 
must know his prayers, for during congrega- 
tional worship only males may be counted 
toward the required quorum of ten. It 
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might be expected, therefore, that the cul- 
tural imperative for achievement on the 
part of the boys would lead toward a 
Statistically significant difference between 
the intelligence scores of boys and girls 
from traditionally Jewish homes. Various 
studies of this problem tend to show, al- 
though not too conclusively, that males 
have a slight edge in I.Q's, which shows 
up more clearly as they advance in educa- 
tion (6, 12). The same trend also appears 
in studies of aged Jews (15). This may be 
due to the fact that the end goal of most 
girls is still to get married, the achievement 
of which does not depend upon a superior 
academic record. 

It is interesting that the picture described 
above is more intense but not too different 
from that found in the dominant culture 
as well as in other subcultures. This trend 
also appeared in the analysis of the prob- 
lems of Jewish college youth of traditional 
background. Their greatest problems are 
in the areas of: ‘social and recreational 
activities; adjustment to school work; and 
personal psychological relations (9). 

A comparative study of the problems 
of male Yeshiva high school (N=122) and 
college freshmen (N=220) indicated that 
there was an absolute increase in the num- 
ber of problems from elementary school to 
college, with a particularly greater increase 
in areas dealing with adjustment to school 
work and personal and social relation- 
ships (7). i 

Correlative with our other findings, it 
was observed that the Jew, possibly even 
more than subjects from other subcultures, 
appears to need to cling to his subculture, 
the values of which affect his beliefs and 
behavior throughout life. 

Even in his aberrations, the occasional 
Bowery Jew who has become homeless and 
friendless, and who has been cut off from 
the main current of Jewish life, gives evi- 


131 


dence of his heritage. Whereas, in some 
subcultures, descent to Hobohemia may 
be tolerated, this is not so with Jews. For 
a Jewish man to “land on the Bowery” 
indicates a rather deep social and psycho- 
logical disorganization since it represents 
a violent contradiction of the internalized 
Jewish ego ideals. Jewish Bowery habitués 
were in a worse psychological state than 
their gentile counterparts (5). 

In an analysis of tests administered to 
Yeshiva College freshmen over a period of 
several years, it has become quite evident 
that Jewish subcultural influences become 
more potent in time and sometimes even 
take precedence over the effect of the gen- 
eral culture. In the world of the Yeshiva 
student the more intellectual the activity, 
the more pleasurable it is to the subject 
and the more favorable will be the re- 
sponse. The choices that he makes on 
various tests of “attitudes” reflect his sub- 
cultural bias. Certain responses are ac- 
ceptable to him because they are prized 
in his subculture; others are not. 

We found, in accordance with our ex- 
pectations, that the Yeshiva College fresh- 
man (N=418) has significantly higher in- 
terests on the Kuder Preference Record (4) 
in scientific, literary and social areas and sig- 
nificantly lower interests in mechanical, 
computational, artistic and musical areas 
than a comparable freshman college group 
(N=1426). We, therefore, prepared new 
percentile norms to assist the guidance de- 
partment in evaluating these scores (13). 

Throughout history, Jews have placed 
tremendous stress upon the responsibility 
of man to his fellow man. This concept 
has always been so much a part of the re- 
ligious education of Jews that religious de- 
votion, considered the highest calling of 
the human being, has implicit within it 
the duty to work for the social good of the 
community. There is, further, the religious 
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dictum to study in order to become wise as 
well as pious through study. 

Eventually this evolved into a tremen- 
dous love and respect for learning and 
knowledge “for its own sake.” This de- 
velopment also produced the relative dis- 
regard for economic gain or power over 
people or mere aesthetic enjoyment. The 
Jewish community assigned more prestige 
to learning than to wealth. 

Interest in knowledge for its own sake, 
concern for the welfare of other people 
and the importance of spiritual values come 
out very clearly in the analysis of the re- 
plies given to the study of values by Yeshiva 
College freshman. 

Our subjects (N=216) were significantly 
higher than a comparable freshman college 
group (N=851) in the religious and social 
areas and significantly below average in the 
economic, aesthetic and political areas (18). 
To further substantiate the pervasiveness of 
Jewish traditional values, no significant cor- 
relation was found between these values and 
parental occupations, such as one normally 
finds in testing “cross-section” samplings 
from the dominant culture. 

Even one’s “self-concept,” if one is Jew- 
ish, will be different because of subcultural 
influences. The self-concept consciously ar- 
rived at by traditional Jews differs in the 
areas he will feel free to disclose and in the 
meaning of the words, according to the 
analysis of MMPI (3) protocols which gave 
us even clearer evidence than we had ob- 
tained with the Kuder Preference Rec 
ord (4) or the Allport-Vernon-Lindzey 
Study of Values (1). 

Here we began to reach into the “no 
man’s land” between conscious and uncon- 
scious material. Our previous hypotheses 
seemed to become more and more opera- 
tive. We could no longer, as we guardedly 
did previously, use generalized interpreta- 
tions to explain our results. Indeed not! 


We had to consider the possibilities of re- 
vising and restandardizing the instrument 
for our group and to think in terms of 
different values for the Verification and 
Validation scales. 

' If we were to interpret our test results 
W in terms of the standard norms, we would 
T arrive at psychological ambiguity. The 
Yeshiva College MMPI profile (N=275) 
| when compared to other college freshman 
| groups (N=2571) is significantly elevated 
on seven out of the nine standard scales (2). 
Our investigation of these findings disclosed 
the fact that we needed different “K” (cor- 
rection) weights in order to properly inter- 
" pret the various scales which make up the 
| MMPI (14). 

It was further disclosed that the “L” (lie) 
| scale had a different meaning for the Yeshiva 
College freshman than for freshmen in sec- 
ular colleges, It became necessary to de- 
tive new percentile norms with “K” and 
Without “K” correction so that the guid- 
"ance staff would have a more accurate yard- 
pe stick by which to judge these profiles. 

In the investigation of thinking pat- 
terns, we found that subjects from tradi- 
_ tional homes bear all the earmarks of their 
rigin. It is common knowledge that Jew- 
sh traditional life incorporates the belief 
that success can be achieved by anyone 
Who will work very hard and learn to de- 
fer gratification. 
~ The old joke, “If you can teach a bear 
© dance, you can teach my son to become 

doctor,” is an illustration of this faith. 
This teaching that one must work hard 
to achieve success is brought out quite 
Clearly in the analysis of Yeshiva freshman 
EAT (17) protocols (20). ` 
© It was equally clear that Yeshiva College 
Subjects (or their parents) have been ex- 
sed to some discriminatory experiences 
S would produce feelings of inferiority. 
his inner sense of inferiority can, and 
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sometimes does, in turn, produce aen 
compensate by dissembling superi 
Both these attitudes were picked ‘ur 
TAT protocols of Yeshiva students. ` 
Because, for many centuries Jews had nc 
political or economic rights and were sub- — 
jected to cruel persecutions, they develo, 
the pattern of thinking that there was more _ 
to be gained from submission than from — 
opposition. This belief permeated the Jew- 
ish personality, giving it a cringing aspect, 
which has been portrayed many times ; 
literature. Although much grumbling 
companied the submissiveness, it did not 
offset the feeling of both helplessness and 
hostility that resulted from the internaliza- 
tion of the unfulfilled desire to commit 
hostile acts. And this attribute has also 
remained alive in the stream of Jewish 
culture. yt 
Even in America, where Jews no longer 
need to have this intense fear of authority, 
the cultural trait remains sufficiently alive — 
to be noticeable in TAT protocols. It takes — 
a long time for culturally inbred ideas and 
attitudes to dieout. Even theancient taboos 
against public demonstrations of affection — à 
between the sexes remain alive, although 
they run strongly counter to the current — 
American pattern of demonstrating and ex- } 
hibiting one’s emotions. a -t O 
It is quite obvious that the research into 
the problem of the Jewish traditional per- 
sonality is a complex one and that we hav 
merely scratched the surface. As is known, 
in their attempt to assimilate the values 
of the dominant culture and mold H 
selves into the image of the “i eal” A 
ican, Jews often bury their conflicting , 
ish values in their unconscious. Bi 
corpses do not lie quietly in th fom 
Whenever their masters join the American 
“bandwagon,” or participate in activities 
that are inimical to the values of their Jew- 
ish heritage, these ghosts often bestir them- 
5183. 


t 


ew- 


selves to do a bit of haunting. However, 
this does not make the researcher's job any 
easier. 
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WILLIAM C. DALY, M.A. 


A synoptic history of 


pseudo-mental retardation 


Recently published articles on the contro- 
versial subject of pseudo-mental retardation 
have actively stimulated the traditional 
thinking habits of many professional people 
in the field who have heretofore remained 
ensconced in their day-to-day work routine, 
absolving themselves from the need to think 
constructively about the multitude of 
broader problems facing them. 

These contemporary writings on pseudo- 
mental retardation have left little to the 
aaa of the interested and curious 
‘5 er, for the topic has been subjected 

3 wide assortment of analyses, all of 
wi ich have contributed immensely to or- 
ei knowledge and to the formulation 
ees which may be put under re- 
a pctutiny in the future by people 
iin Ives are devoted to the care and re- 
ne ation of the mentally retarded indi- 
3 Some of these hypotheses, in fact, 
ee oon been tested, although the sub- 

w self is an elusive and perplexing one. 

hile the foregoing reflects the fact that 


pseudo-mental retardation as a problem, as 
an issue under current study, is of dire pro- 
fessional concern, the writer has not been 
able to locate in the literature of the day 
a concise, historical review of those writ- 
ings—and the appropriate conclusions 
drawn therefrom—which might fill the gap 
between what the reader has been regu- 
larly exposed to the past few years and 
what has been published before on this 
erstwhile topic. 

It behooves the professional worker em- 
ployed in institutions and other agencies 
to glance occasionally into the past in or- 
der to permit a more thorough reassessment 
of what exists today, to develop a more 
knowledgeable view, and to add perhaps 
more depth to a rather shallow perspective. 
A look at the history of the term “pseudo- 


‘At the time this paper was written, Mr. Daly was 
chief psychologist, Orient State Institute, Orient, 
Ohio. He is now on the psychological services 
staff of the Montgomery County Board of Educa- 
tion, Rockville, Md. 
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mental retardation” is synonymous with a 
look at knowledge. The latter can add con- 
siderable strength to one’s professional out- 
look. 

With this approach in mind, the writer 
has seen fit to review the literature on this 
subject. The following material has grown 
out of such a review, the procedure of 
which involved the examination of Psy- 
chological Abstracts from 1927 to the present 
time and the listing of those pertinent ar- 
ticles found under feeblemindedness, hypo- 
phrenia, mental deficiency and mental re- 
tardation. 

As these articles were considered, addi- 
tional sources found in their references were 
also included when perusal indicated that 
they fell within the scope of the subject un- 
der study. Occasional articles published 
in foreign languages were excluded. Other 

articles which discussed the fluctuations and 
inconsistencies of the intelligence quotient 
were viewed as only indirectly or second- 
arily related to the topic herein designated 
in a rather restricted sense as “pseudo-men- 
tal retardation.” Medical and psychiatric 
journals, as well, fell within the criteria of 
exclusion. 

A digest of the conclusions which were 
drawn from this probe into the past is as 
follows: 

1, The term “pseudo,” as applied to 
feeblemindedness, was not part of the 
technical vocabulary prior to 1924. In that 
year William Burnham (5), famous for his 
contributions to mental hygiene in the 

school setting, coined the term “pseudo- 
feeble-mindedness”. when he referred to it 
in his book The Normal Mind as “justified 
merely by our ignorance,” but as a con- 
dition nonetheless caused by such variables 
as “physical defect, disease, fear, lack of 
stimulation, inhibition of the will, uncon- 
ventional education, emotional arrest and 
emotional complexes.” 
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2. The number of journal articles on the 
subject prior to 1948 was meagre (four), 
but since 1948 has more than quadrupled 
(eighteen). 

8. According to Psychological Abstracts, 
nothing was published in the journals on 
feeblemindedness under the prefix, “pseudo” 
before 1932 when Rosenstein (19) authored 
the first article discussing the problem. 

During the next 15 years only four addi- 
tional articles on pseudo-mental retardation 
came into print (2, 3, 11, 22). In 1948, how- 
ever, an entire issue of The Nervous Child 
was devoted to the problem (1, 16, 17, 18, 20, 
21, 23); each article was approached from 
a somewhat different orientation. 

Beyond this, the frequency of published 
articles since 1947 has shown a remarkable 
increase (4, 6, 7, 8, 9, 10, 12, 18, 14, 15) 

4, Perhaps 6 of the 22 articles in this in- 
quiry could be considered as research-ori- 
ented (1, 2, 3, 12, 15, 22), which suggests that 
the problem does not lend itself very well 
to experimentation or that professional 
people have not as yet been exposed to the 
problem and its ramifications long enough 
and intensively enough to become aroused 
as to its research possibilities. 

The remaining 16 authors confined them- 
selves to composition of a nonexperimental 
character by amplifying and interpreting 
the concept. These authors contributed 
immensely to the many facets of the prob- 
lem by drawing inferences based on their 
clinical experience, inferences which could 
be implemented by others within the frame- 
work of their practice. In the Majority of 
instances conclusions were supported by 
case histories. 

5. Two opposing garrisons of thought 
have apparently formed among members 
of those professions commonly associated 
with the field of mental retardation. One 
of these supports the position that “true,” 
“real,” or “incurable” mental retardation 


is a fact with which one must reckon, calling 
for a specific yet individualized kind of 
management and treatment different from 
that required in the case of the pseudo- 
retardate. 

The other group persists in the belief 
that “true” mental retardation does not 
exist, and therefore the terms “pseudo” and 
“incurability” reflect an archaic philosophy 
and a superfluity which should be aban- 
doned. 

6. The multisymptomatic approach to 
diagnosis in this area is not unique or 
recent in design, but was fundamental in 
_ the thinking and methodology of many 
clinicians during the nineteen thirties and 
forties. Thus the tendency was continuous 
_ on the part of most of the authors to en- 
_ courage professional workers in the field to 
_ weigh very thoroughly all aspects of an in- 
dividual, not merely his I.Q. score, when 
| attempting a psychodiagnostic appraisal. 
7. Emphasis seems to have been focused 
_ on the causative factors of the problem and 
< On the need for clinicians to develop a 
Sensitivity to these causes. 

8. Only a smattering of information on 
a techniques for increasing the clinician’s 
_ ability to make differential diagnoses could 
A be gleaned from these articles. Therefore, 
i Methods for the purpose of facilitating a 
© differentiation appear to be sorely needed. 
_ Three articles (1,3, 10), however, might 
help fortify the armamentarium of the in- 
_Stitutional or school clinician in this regard. 
__ Pseudo-mental retardation can be under- 
| Stood more fully in its current light if his- 
į torical knowledge is periodically made avail- 
| able to the young professional seeking to 
 Tefine his point of view and retain flexibility 
of thought, 

__ Too many professional workers in mental 
= Tetardation have confined their thinking to 

_ * circumscribed position which has grown 
_ Out of discussions, publications and other 


Pseudo-mental retardat 


professional communications of a cot 
porary nature, ignorant of what has gone on 
before and, therefore, unable to evalua 
in depth, present status. i 
Superficial thinking of this kind relat 


to pseudo-mental retardation, and other 


subjects as well, can be avoided, the writer — 


feels, by a penetrating search into the writ- 
ings of the past, a search which may add 
appreciable substance to the professional — 
explorer’s resources. 
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| SIMON OLSHANSKY, M.A. 


HILMA UNTERBERGER, M.A. 


Tn our culture each adult, unless sick or 
aged, is expected to work. Within our 
Mobile and outer-directed society, who you 
are depends to a great extent on what you 
do occupationally, and what you do deter- 
‘Mines who you are. Income, prestige, and 
pstatus are generally derivatives of work. 

In turn, what you do by way of work 


€. In fact, your work sets off a whole 
series of behavioral expectations, reaching 
nto all aspects of living. As an example, 
how and where you spend your leisure time 
affected by your work. 

_ The issues of self-image and self-esteem 


; E you do occupationally. 
_ Aus, in contrast to other cultures where 


history, in America occupational desig- 
Bon (4,26) provides major shorthand 
tifications. It is assumed that there 


The meaning of work and 


its implications for the 


ex-mental hospital patient 


exists a high correlation between level of 
occupation and intelligence and charac- 
ter (25). 

Despite the almost universal acceptance 
of work, one must note certain qualifi- 
cations of this acceptance. 

First, there are a large number of people 
who are transient and marginal workers 
and who, as a matter of choice or ideology, 
avoid commitment to regular work. This 
group includes the so-called “spivs” (1,11). 

Second, there is a growing feeling among 
younger Americans (27) that although work 
is both good and necessary, too much work 


a eS eee 
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is not good. They are reluctant to make 
their occupation their “preoccupation.” 

Third, there is the growing trend toward 
early retirement, which appears to contra- 
dict the ideology of work as a component 
of adult living. This trend is offset, interest- 
ingly, by deferred retirement; i.e., many 
workers continue in employment past the 
age of 65. 

Fourth, our society has been described as 
a fun society (17). (“You can only live 
once,” and “you can’t take it with you,” 
and “don’t be a stick in the mud” are illus- 
trative of this fun ideology.) Thus, work- 
ing hard and having fun are somewhat in- 
compatible, with work becoming secondary 
to having fun. 

Fifth, we still tolerate substantial and 
continuing cyclical unemployment, and we 
appear more interested in compensating the 
unemployed for their job loss than we are 
in providing opportunities for their em- 

ployment. Without questioning the merit 
and need of unemployment compensation, 
it is, in effect, a form of subsidized idleness, 
contradicting our ideology of work. 

Within the cultural context just de- 
scribed, what then is the meaning of work? 
Tronically, the literature on the meaning of 
work, although growing, is still rather 
limited. This paucity might be attributed 
to the conviction that the work area, al- 
though important, is not subject to very 
much modification. 

The assumption seems to be that the work 
of the everyday world has to be done, what- 
ever meaning it may produce for its par- 
ticipants. Moreover, our problem has been 
less around the meaning of work, as such, 
than around the need (or failure) of pro- 

viding stabilized employment. When un- 
employment is large, as it has been through 
most of our history (22), the study of the 
meaning of work would appear to be an 
academic luxury. 
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From the psychiatric point of view, much 
of the thinking, beginning with Freud, was 
oriented intrapsychically and aculturally; 
i.e., cultural factors affecting work were 
passed over. 

There was considerable effort made (10) 
to establish a link between present occu- 
pation and some significant infantile con- 
flict, such as that of the builder of bridges 
who had difficulties as a child in establish- 
ing control of micturition, or the surgeon 
who used to cut off the tails of dogs. 

Or there was the traditional explanation 
of job choice resting on opportunities to 
satisfy, more or less consciously, certain 
needs, such as the actor who in his profes- 
sion can satisfy narcissistic or exhibitionistic 
needs, 

Then, there was implied or stated in job 
choice an essential component in the de- 
fensive structure of the personality, usually 
in the form of a reaction formation. An 
example would be the social worker's help- 
ing role as a need to insure control of strong 
original aggression. These explanations 
represent partial truths and fail to consider 
ego factors which play an important role 
in job choice. More important, they skip 
much of the meaning of work. 

It was assumed by Freud (9) that, gener- 
ally, people worked only because they were 
forced to and he talked of a “natural human 
aversion to work.” This is a good example 
of reversed causality: turning an effect into 
a cause. 

Work as experienced by many workers 
during Freud’s time was distasteful. It is 
this resulting distastefulness which is con- 
verted into a “natural human aversion 
to work.” Freud, however, did recognize 
certain values in work in binding the in- 
dividual more closely to reality and the 
human community, and in permitting the 
discharge of libidinal impulses. 

Menninger (18), continuing this tradi- 


onal definition of work as an intrapsy- 
“chic phenomenon, spoke of it as sublima- 
T tion of man’s aggressive energies. To him, 
‘all work represents a fight against some- 
"thing, an attack on the environment. Fol- 
3 lowing this line of reasoning, he turns 
workers into combatants, with the doctor 
fighting disease; the lawyer, crime; the 
economist, poverty; the minister, vice; and 
. ‘the artist, ugliness. 

_ The factory and white collar workers 
(nonprofessional), interestingly enough, are 
“omitted, although they represent the ma- 
"jority of our labor force. For indeed, what 
Would they be fighting? More important, 
the work experiences of nonprofessional 
Workers is apparently an unknown area for 
"Many psychiatrists, whose contact occu- 
"pationally and socially is with the pro- 
essional worker. 

T As a description of some of the pro- 
fessionals and of some workers engaged in 
‘primary industries like farming and fish- 
‘ing, there is little question of the per- 
‘tinency of Menninger’s analysis. It is to be 
“noted, too, that much of the natural sym- 
bolism (11) intrinsic to work (man against 
Nature) was lost as man moved into the 
Offices, factories, and stores and away from 
the fields and forests. Also lost was the 
elter and intimacy of the family when 
Was coterminous with the work group. 
It is to Menninger’s credit that he per- 


‘temporary work, and he writes that those 
“Who rhapsodize about the joy of labor are 
kely to be persons who are not obliged 
‘to do much of it. 
H Challenging Menninger’s conceptualiza- 
on of work as sublimation of aggressive 
impulses is Ives Hendrick (12) who alleges 
t psychoanalysis has almost completely 
Reglected the study of primary functions 
~ Of the ego and has thus failed to arrive 
| at a valid definition of work. Hendrick 
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evolves the work principle as pi 
pleasure sought by the efficient u 
central nervous system for the pi 
ance of well-integrated ego functions which 
enable the individual to control or alter 
his environment. Work pleasure is as 
sumed here to be an expression of the in- 
stinct to master. Like the reality principle, 
to which the work principle is relate 
both involve reality testing. 
What is not clear is how the instinct 
to master applies to the average worker 
in his performance of a highly specialized 
and separated task. Neither is it clear why 
the work principle as described by He 
drick could not be called a play p 
ciple, since few games could be played 
without the efficient use of the central 
nervous system in the service of the in- — 
stinct to master. (Hendrick himself cites the 
bowel movement as an example of- 9 
pleasurable use of the central nervous 
system.) i 
The contribution Hendrick does maki 
and a significant one it is, is the recog 
nition that work can provide satisfac — 
tions not primarily dependent on sexual ay 
or aggressive needs. pa 
Moving one step further is Barbara - 
Lantos who sees work as an ego activity W 
deriving its energy from libidinal and ag- 
gressive sources, but reinforced by co: 
science. Pleasure is not the ultimate 1 
tive of work. Without work, one loses one’ 
condition of being an adult. PR, 
Work, through the formation 
superego, takes over the inherit 
parental care. This helps to” expl; 
the sociopath has so much difficul 
ing on to work, as it does clarify, (yeti 
of the difficulties of the adolescent in — 
breaking away from home and the child role 
and in entering the labor market and tak- i 
ing on the adult role. — Jn ie 
Psychiatrists seem to have panen over 
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the issue of authority and work as they 
have passed over the relationship of soci- 
etal values and work, the concrete conditions 
of work, and the shift in our society from 
a producing to a consuming society. (It 
might be argued that work, like much of 
the farmer’s planting, will become socially 
dysfunctional. Perhaps eventually we shall 
have to pay workers for not working, as 
we pay farmers for not planting.) 

Since these psychiatrists talk, by and 
large, about abstract man, it is necessary 
to turn to sociologists and others to find 
out about working men in American so- 
ciety today. What does work mean for 
the average American? 

There is overwhelming evidence (17) 
that work has been emptied of much of 
its intrinsic meaning, and that success has 
become the chief work goal. Success means 
getting ahead and getting all the symbols 
which measure and reflect success. It 
means the denuding of work as an end and 
turning it into a means. 

Chris Argyris (1) observes that the em- 
ployee is paid for his dissatisfaction while 
at work and his wages are given to him 
to gain satisfaction outside his immediate 
work environment. Thus, the worker 
works to maintain and expand his role as 
a consumer; i.e., to buy a house, a car and 
washing machine. Moonlighting (holding 
two jobs at once), practiced by about 3 
million Americans in 1957, (prior to the 
recession) is evidence not of job satisfaction 
but of the gravitational pull to expand 
one’s roll as consumer. 

Thus, we have achieved the irony of 
having workers spend half their waking 
hours (and more for the moonlighters) in 
work situations which do not provide 
their central life interest. Dubin (8) notes 
that “industrial man seems to perceive his 
life history as having its center outside of 
work for his intimate human relationships 
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and for his feelings of enjoyment, happi- 
ness, and worth.” 

(And for many, play, like work, has lost 
much of its spontaneity and is character- 
ized by the qualities of compulsiveness, 
passivity, and conformity, the very ones 
which are components of work. Doing busi- 
ness on the golf course, making proper 
and useful contacts, and being seen where 
it counts become part of the purpose of 
play. It becomes, for many, a public means 
of identifying, revealing and confirming 
their social status.) 

However, work is not uniformly experi- 
enced by all workers. And it appears that 
the reported level of satisfactions in work 
varies directly with the occupational 
level (20). Those who do professional or 
skilled work report greater interest in their 
work than those who are doing unskilled 
or semiskilled or clerical work—62 per 
cent of the labor force (1950) is to be 
found in these latter jobs. 

It seems that for the latter group, job 
security replaces both job satisfaction and 
job success as goals. To the middle-class 
professional worker, working means hav- 
ing a purpose, gaining a sense of accom- 
plishment, and expressing himself, To the 
working class person, working means hav- 
ing something to do, fearing boredom from 
idleness even more than the irksomeness 
of toil. Besides, the working class per- 
son does not have available to him any 
alternatives to work. ` 

But there is a substantial number of 
lower class families (7), described as the 
underprivileged and multiple problem 
families, who have evolved partial alterna- 
tives: i.e., they work irregularly and spas- 
modically. Their habits are marked by 
shiftlessness and irresponsibility. If they 
have any ambition, it is to survive the 
current day or week. Long-time planning 
and looking ahead are foreign to their 


concept of living. They generally lack 
drive to attain a skill. They, in large part, 
are resigned to a life of poverty. For this 
group, unemployment is not a disaster but 
another stress in a life heavily freighted 
' with stress. 
This group resembles, by experience 
though not by ideology, Spanish Ameri- 
a cans (23) living in the Southwest, who look 
_ upon work as a necessary evil and who 
value “being” more than doing. To them, 
a status of dependency is not considered 
wrong, dangerous, or undesirable. They 
will accept help as a right without any 
feeling of reciprocal obligation. 

Another group which does not accept 
the Yankee Protestant value of work as a 
Source of pride is the Neapolitan-Sicilian 
immigrant (24). He looks on work as oner- 
ous and to be done only where there are 
no alternatives. Sickness, even when mild, 
48 a valid reason for not working. Self- 
Tespect is not based on work ability, but 
father on personal wisdom, bravery, or 
knowledge. 

Whyte, in The Organization Man, com- 
Plains that although the organization man 
accepts work, he is not “sold” on it and is 
Willing to get by with a minimum of effort. 
This might suggest that the middle class 
1s moving toward the working class concept 

_ of work as a peripheral interest, rather than 
_ 28a central life interest. It can be argued 
that the Protestant ethic of hard work is 
dysfunctional and vestigial in American 

Society, since our capacity to produce far 
_ exceeds our capacity to consume. Besides, 
hard work is not the sure road to success. 
Finally, it should be pointed out that 
| Work satisfaction within our society is lim- 
ited by the inevitable incongruence (19) be- 
_ tween the distribution of ability and the divi- 
_ S10n of labor. Abilities follow a bell-shaped 
_ Curve, whereas jobs follow the rigid struc- 
„œ tural hierarchy of a pyramid. This in- 
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congruence, with its resulting underem- 
ployment, presents an overwhelming ob- 
stacle to the maximization of job satisfac- 
tion. 

By way of summary, we can point out 
the following: that work is differentially 
experienced and valued by people, depend- 
ing on their class and ethnic background; 
that generally persons with the better jobs 
—reflected by income, prestige, and status— 
are more satisfied with their work; for 
the working class, job security is the major 
goal—along with the avoidance of boredom 
associated with idleness. The majority of 
the working class is resigned to work as one 
of the inevitables of life. 

What are the implications of all this for 
the ex-mental hospital patient? The ex- 
patient who is likely to come to the atten- 
tion of any aftercare or rehabilitation pro- 
gram is generally one who has been hos- 
pitalized in a state mental hospital, and 
whose prior work history is on the un- 
skilled, semiskilled, or white collar clerical 
level. Many investigators (6) have noted 
the high rate of mental hospital admis- 
sions among persons in occupations of low 
prestige and low income. While there are 
certainly exceptions, the typical ex-patient 
who seeks help from aftercare agencies 
will be from the working class, with lim- 
ited education, with work histories marked 
by relatively low levels of achievement and 
with varying degrees of regularity. 

A large minority will be marginal work- 
ers whose attachment to the labor market 
will be, at best, tenuous. Some ex-patients 
seen will have no work history to speak 
of. As is characteristic of many working 
class persons, their level of aspiration will 
be low. ” 

This focus on immediate goals, stemming 
originally from a working class orienta- 
tion, often gets reinforced by the mental 
illness, although often the professional 
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worker attributes this lack of drive and 
motivation to the mental illness itself, 
rather than to the classs background. An 
acceptance of a low level of aspiration by 
an ex-patient, whether the result of class 
position or mental illness or both, should 
not be mistaken for an absence of mo- 
tivation but rather as an adaptation to a 
subcultural reality situation. In some cases, 
ex-patients will deliberately aspire highly, 
beyond their capacity, as a means of stay- 
ing out of employment, or as a means of 
retaining a status of patienthood. 

In becoming an ex-patient, he feels a 
personal sense of failure in not staying 
well. The state hospital system reinforces 
this sense of worthlessness, since, for many 
patients, the hospital represents a psychi- 
atric slum into which society dumps its 
failures. His origin from the lower class 
within a middle-class, success-oriented so- 
ciety adds adds further to his negative 
identity. 

Finally, in the most crucial area of work 
he finds himself on the fringe—without 
Status or security. He does the kind of 
work which makes him an interchange- 
able man, since his work can be done by 
almost anyone. In a sense, his anonymity 
in the labor market serves to make his 
anonymity in the hospital less traumatic. 
Both the hospital and factory are similar 
for him, inasmuch as neither is fitted 
to his personal needs, although the latter 
makes no pretense to such a role. 

(One might observe that the working 
class patient, by the time he reaches adult- 
hood, is inured to institutions which are 
discrepant with his needs. The school 
would be a notable example.) 

Upon release from the hospital, the ex- 
patient experiences himself in many ways 
which suggest the adolescent in our so- 
ciety. 
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To begin with, he is troubled by his 
identity; i.e., is he sick or is he well? Is 
he still a patient or, worse, a criminal, 
since he is put on parole for one year? 
(In a similar sense the adolescent is un- 
der societal surveillance during his adoles- 
cence.) Is he an ex-patient or a nonpatient? — 
When and how (if ever) can he shed his 
patienthood and rejoin society as a non- 
patient? 

And the ex-patient, within his family, 
finds himself treated much like the adoles- 
cent, with attitudes shifting, often errat- 
ically, from complete indulgence and per- 
missiveness to authoritarian domination 
and control. He is either overwhelmed 
with kindness or shunted aside until he 
matures; i.e., gets well. Not infrequently, 
he is treated as a family pest, to be toler- 
ated, but not understood. 

Like the adolescent, he is compelled to 
move from the shelter of the hospital (of 
the family, for the adolescent) to the rough- 
and-ready world, without graded prepara- 
tion. It seems characteristic of our society 
that role transitions (3) are left to chance, 
and regressions and failures experienced 
by those who do not achieve the expected 
change are ascribed to personal weakness 
rather than to lack of planned programs 
of role transitions. The reportedly high 
relapse rate might be considered to be low 
if one remembers that the transition from 
hospital to the community becomes the 
major responsibility of the patient himself. 
That so many patients can continue in the 
community so long perhaps underlines the 
strength of these patients. 

More specifically in regard to work, the | 
ex-patient, like the adolescent, does not 
know what he can do (job-wise), nor how 
to handle himself in applying for work 
(what part of one’s history does one talk 
about?), and neither is he sure of what kind 


response he will get from the employer 
fellow-workers. Will he be judged as an 
ividual or as a member of the ex-patient 
oup, considered violent, fragile, unpre- 
‘dictable and unreliable? 

T Like the adolescent, he cannot say he 
work, for in truth he does not know. 
ut unlike the adolescent, he cannot in- 
oke immaturity in his defense of his tenta- 
regarding his work capacity. 


ty is that, although he feels like an 
escent, he does not look like one and 


Given this feeling of uncertainty, it is 
ot unexpected that the ex-patient should 
mble the adolescent’s behavior in en- 
eng the labor market (19). He will take 


to prepare him for his work role. 

<a Usually he will take his first job because 
it is available. Shopping around is lim- 
| since he is not sure what he wants. 
ometimes he will take a job lower than his 
remorbid one, which will provide an op- 


move up slowly rather than fall down 
his initial try. 
Moreover, he will accept work without 
much selectivity, since he knows he can- 
dt be choosy. If the job fits socially and 
chologically he will stay long enough 
build up experience and a reference for 
a | better-paying or a better-fitting job. If 
s the initial job does not fit, he will move on 
to a second or third. 
as Unlike the middle-class worker, he will 
‘ot suffer the anxiety that a rolling stone 
gathers no moss. If his recovery is fairly 
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good, the ex-patient should find himself 
after the second or third trial job. More 
frequent job jumping might suggest per ; 
vasive and continuing illness. r 

Unfortunately, the ex-patient involved in 
job finding might be too sick to perceive the 
source of his problem, and keep moving 
from job to job until he feels, not that he 
needs help, but that he is unemployable 
or discriminated against. Again within the 
labor market there exists no means of as- 
sisting or directing these sick patients to 
an appropriate helping agency. ; 

In passing, it should be noted that a 
high level of employment would facilitate 
a patient's shopping around in order that 
he find a job that provides a good all- 
around fit. Scrutiny of a person’s past, 
especially for jobs on the lower levels, is 
kept to a minimum during periods of high 
employment. 

Part of the difficulty of the ex-patient 
(and adolescent as well) is that simultane- 
ously he has to adjust to different and com- 
plementary roles, a work role and social 
role. (Many ex-patients, unlike the adoles- 
cent, are at least freed from some of the 
turbulence associated with the drive for 
sexual gratification.) For some ex-patients, 
such a dual requirement becomes over- 
whelming, forcing them to retreat on both 
fronts, or to advance on one front only. 
This, again, is another penalty he pays 
for the hospital’s failure to provide ade- 
quate inhospital and posthospital help. 

To add to the ex-patient’s difficulties 
attending his “adolescence,” he is pushed 
into the role of a minority group person as 
well. Whether he chooses to identify him- 
self or not, he begins to feel like the out- 
sider. But unlike other outsiders, he finds 
it difficult to identify with other patients 
because he often wants to forget his past 
and have his patienthood melt away. Also, 
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his illness residuals, plus his social class 
habits of staying close to his own street of 
residence, makes joining with others suf- 
fering a similar fate a task too great to 
undertake. Thus, he is forced back on 
himself, unlike the adolescent who at least 
has his peer group to fall back on. 

The one advantage the ex-patient has 
over the adolescent is that he can conceal 
his history of illness more readily than 
the adolescent can conceal hs age. But 
the felt need to conceal his illness and 
to “pass” serves to emphasize his minority 
group status and to raise questions regard- 
ing his identity. 

In attempting fulfillment of the work 
role and social role, the ex-patient finds 
the first role easier to achieve (21). Although 
it is not clear what precisely is behind the 
ex-patient’s faculty to handle his work role 
more easily than his social role, some rea- 
sons for this are tentatively suggested. 
These suggestions are not intended as a 
complete explanation. 

The work role is the more highly struc- 
tured one, with almost all the “cues” avail- 
able to guide the ex-patient appropriately. 
Time of arrival and departure are known, 
as is the place of work. The task to be 
performed and expectations are fairly clear 
and delimited. Contact with others can 
be of varying degrees of intensity, so that 
physical closeness need not produce emo- 
tional closeness. Since much of the au- 
thority at work is impersonal (getting the 
job done efficiently within a certain time 
span and with a minimum of interper- 
sonal friction), the area of authority need 
not be troublesome. 

Apparently, many ex-patients (and non- 
patients) can so divide themselves that 
they can function relatively normally 

within the demarcated field of work and 
continue to function, concurrently, less 
normally (less adequately and appropri- 
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ately) in the social field. And the capacity 
to work cannot be inferred from the sever- 
ity of illness nor from the remaining sym- 
tomology; neither can work capacity be pre- 
dicted either clinically or psychometrically. 

Recent research (21) would suggest that 
an ex-patient’s premorbid work history 
would constitute the most important prog- 
nostic factor. Those patients who did well 
premorbidly are the same ones who are 
most likely to do well subsequent to leay- 
ing the hospital. They are probably the 
healthier persons to begin with, the ones 
most likely to get the best treatment, and 
the ones who can best tolerate the deso- 
cialization which seems to be a concomi- 
tant of hospitalization. 

A large minority of patients will do less 
well postmorbidly, and a tiny minority 
might do somewhat better. In large meas- 
ure, many patients continue on the same 
level. But this latter fact is characteristic 
of the majority of our working popula- 
tion (2). Upward occupational mobility, 
although part of the American dream, has 
turned into a nightmare for many having 
to satisfy themselves with fantasies about 
selfemployment. Upward occupational 
mobility appears to have become an inter- 
generational phenomenon. 

In any case, the fact of the ex-patient’s 
capacity to work despite considerable con- 
tinuing illness is worth repeating. And 
even though we are unable to explain this 
capacity adequately, its existence has been 
widely noted. 

What then are the gains of working, 
for the ex-patient, especially if his interest 
as a consumer is limited, as often it is? 
What satisfactions is he securing in ex- 
change for his work dissatisfactions? 

First, of course, he acquires some self- 
esteem in his identification as a worker, 
and in meeting a social expectation. In 
a culture which places a low value on de- 


pendency, becoming self-supporting is im- 
portant. 

Second, it provides a way of shedding 
one’s patienthood and joining the homoge- 
neous population of workers and nonpa- 
tients. In our society, idleness has to be 
explained. By working, one can avoid the 
issue of one’s past hospitalization. 

Third, work provides a means of de- 
nying one’s illness and avoiding the threat 
of rehospitalization. As long as one con- 
tinues to work, one’s normality will be ac- 
cepted by oneself as well as by significant 
others. Work becomes a visible measure of 
normality—in fact there are few other 
visible means available to the ex-patient 
to “prove” his wellness. 

Fourth, work provides opportunity for 
being busy and having something to do. 
This need to do something is especially 
important for persons with limited inter- 
nal resources and limited interests in leisure- 
time activities. 

What would be the alternative to work- 
ing? The fact is that many fear idleness 

because without work they would “feel 
- lost,” “go crazy,” “feel useless,” “feel 
_ bored,” and many would not know what to 
_ do with their time. Thus, idleness would 
| confront them with themselves, which many 
would find intolerable, for work compels 
_ attention to the outside realities and aban- 
_ donment of one’s fantasies, which tend to 
flourish when external demands are not 
Pressing and ever-present. It provides a 
Major bulwark against the tendencies to- 
ward regression. 

Finally, it provides ties to others, re- 

rdless of one’s tendency to isolation and 
Withdrawal. Despite one’s temperamental 
disposition, some contact with others is un- 
< avoidable. Thus, work provides a mini- 
Mum of social participation, which for some 
€x-patients is the only participation they 
can enter into and accept. For some, work 
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is their central life activity and only in- 
terest, and if work is taken away, for what- 
ever reason, they are face to face with a 
real crisis. 

Tronically, because of their low level 
of skill, they are subject more often than 
the more highly skilled persons to all the 
cyclical shifts in employment. Thus, one 
of the least secure groups, economically 
and psychologically, in our society is con- 
stantly confronted with the possibility of job 
loss. This ever-present insecurity might ex- 
plain, in part, the reluctance of some pa- 
tients to leave the hospital or their willing- 
ness to make patienthood their permanent 
career. 

It is ironic, too, that in America, where 
everyone is expected to work, inhospital 
opportunities for patients to work are not 
too common or well-planned, in contrast 
to Europe (5) where even the sickest pa- 
tient is expected to work, and does work. 

Why this paradox? 

First, it would seem explainable in terms 
of our great wealth, and acceptance (his- 
torically) of unemployment. Even during 
our recent period of so-called full employ- 
ment, our country had substantial pockets 
of unemployment, called distress areas, 
about which there was much talk but little 
action. 

Second, since our middle-class profes- 
sional looks down on menial work, he has 
little motivation to push patients into ac- 
tivities on which he places a low value. 

Third, being more intrapsychically ori- 
ented than their European counterparts, 
American psychiatrists tend to see recov- 
ery in terms of insight following therapy, 
rather than recovery through the ego-pre- 
servative functions of work. Relatedly, 
psychiatrists—looking at themselves—view 
work as basically a “mental activity,” re- 
quiring a clear mind. 

Fourth, work is often connected with 
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punishment, required, for example, of pris- 
oners. Kindness requires the indulgence 
of patients. 

Fifth, implied in the sick role of the men- 
tal patient is the image of the physically 
disabled who, during sickness and hos- 
pitalization, is not expected to work. 

Finally, it can be explained in terms 
of general inertia—the tendency of a sys- 
tem of idleness to perpetuate itself. More- 
over, a system of idleness is easier to op- 
erate than a system of planned inhospital 
employment. However we care to ex- 
plain this paradox, it underlines our so- 
cietal tendency to polarization: to hold 
what would appear to be contradictory 
values toward work and idleness. 

Inhospital idleness is also implicated in 
our failure to plan role transitions. Thus 
there is the paradox of hospital overcrowd- 
ing, a condition which is maintained in 
part by a “high” relapse rate, resulting 
to some extent from the discontinuity be- 
tween patient role and posthospital work 
role. 

In summary, the patient leaving the 
mental hospital can be compared with the 
adolescent and the minority group person, 
who is uncertain about his identity. 

The ex-patient whom we are likely to 
see in aftercare or rehabilitation programs 
comes from the lower class, with a work 
history, if there is any, of semi-skilled and 
unskilled jobs. Job satisfaction for this 
group is based not so much on the task 
that is done but on the financial and emo- 
tional rewards implicit in being able to 
function in an approved adult role. 

Of the variety of roles the ex-patient has 
to fill, the work role appears to be the 
easiest. He suffers from our society’s fail- 
ure to facilitate role transitions, placing 
major responsibility on the patient himself 
to effect role shifts. Work for some patients 
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constitutes a major bulwark against the 
tendency to regression. 
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The role of group psychotherapy for 


mothers in a rehabilitative approach 


to juvenile intractable asthma 


Rehabilitation of children with refractory 
asthma, utilizing the existing facilities of 
the Convalescent Hospital for Children in 
Cincinnati, has proved successful and has 
resulted also in the establishment of a basic 
allergy and pulmonary function research 
laboratory. 

Attained results corroborate those re- 
ported by other centers, and the local pro- 
gram is judged to have certain distinct 
therapeutic and practical advantages. These 
advantages have been cited in a previous 
paper detailing an extensive program for 
the rehabilitation of juvenile intractable 
asthma (3). 


Dr. Wohl is assistant professor of psychology, De- 
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Ohio. He is also psychology consultant, Cincinnati 
Conyalescent Hospital for Children and is chief of 
inpatient psychology, Veterans Administration Hos- 
pital in Cincinnati. 
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The focus of this paper is on the contri- 
butions that can be made by group psycho- 
therapy with mothers of asthmatic children 
toward: (1) the understanding of family 
processes, (2) helping the mother to face 
and accept relevant emotional factors, and 
(3) insuring that the patient gets the 
optimum benefit from his hospital and post- 
hospital experience. 

We feel that the interaction of the child 
and parent enables the staff to have a closer 
view of the peculiar relationships of each 
parent and child. During the months of 
hospitalization, both parents and children 
begin to realize fruition of successful treat- 
ment, and this mutual insight and change 
provides a strong basis for ultimately 
healthier, emotional relationships at home. 
The dramatic cessation of symptoms s0 
often noted after hospital admission imply 
the importance of family and interpersonal 


tensions in the continuance of severe bron- 
chial asthma. 

The nuclear maternal role has been ex- 
tensively formulated in the literature by 
French and Alexander (7), Baruch and 
Miller (11), Jessner (10) and others who feel 
that the severely asthmatic child is closely 
dependent on the love of the mother and 
experiences constant fear of losing her love 
and support. 

Ambivalently, the asthmatic fears sepa- 
ration but protests against the necessity of 
dependency. The asthmatic child cannot 
show his resentment because of this depend- 
ency and the fear of losing the love and 
recognition of others. The hostility is then 
defensively redirected against the self and 
May often find expression through geneti- 
cally predetermined vulnerable respiratory 
tract and autonomic nervous system. 

The mother herself has been generally 
described as “rejecting, immature, over- 
_ Protective, often poorly mated and some- 
times unconsciously encouraging her child’s 
illness to gratify certain underlying neurotic 
needs (10).” 


FORMATION AND NATURE OF 
THE THERAPEUTIC GROUPS 


We accordingly selected psychoanalytically- 
Oriented group psychotherapy with mothers 
of our hospital patients as a major means 
of working actively with the home environ- 
_ ment. We wished to help these women 
deal with general responsibilities and be 
| More relaxed and comfortable in their 
Parental role. 

Perhaps even more important—and 
Durkin (6) states it well—“the members of 
the therapy group are given the opportunity 
to gain insight into their attitudes instead 
i of having to make futile conscious attempts 
_ to improve their ways of handling children, 
= On the basis of advice which, by the very 
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nature of their problems, they are so often 
unable to follow.” 

The mothers of our asthma patients have 
usually experienced years of well-meaning 
advice from relatives, teachers, and friends; 
counsel, information, and directives from 
pediatricians, allergists, hospital resident 
physicians, and even psychiatrists. Many 
have done extensive reading on the subject 
of asthma. Without exception, all had 
adequate knowledge of caring for the asth- 
matic child and “allergy proofing” the 
home. More than half were familiar and 
agreed with the theory that emotions might 
play a part in the asthmatic syndrome. 
Several (even those of limited education) 
had a reasonably accurate concept of the 
antigen-antibody relationship. 

Yet, as has been stated, there was and is 
a considerable gap between the intellectual 
understanding of these factors and appro- 
priate emotional reintegration permitting 
effective relevant action. Moreover, and 
despite their “relief” in having their child 
under the hospital’s care, most mothers 
found it quite difficult to accept hospital 
policies, conditions, and the parent surro- 
gate role of nurses and practical nurses. 

A few verbalized guilt over what they 
perceived as their temptation to shift all 
responsibilities onto the hospital personnel. 
These attitudes and subsequent feelings and 
problems were exacerbated and otherwise 
affected by the hospital’s policy of frequent 
daily visiting privileges, allowing free access 
to all ward areas and nurses’ stations, and 
the close residential proximity of the par- 
ents themselves. More succinctly our gen- 


eral goals were: 


1. To help mothers acquire an under- 
standing of the problems of the 
severely asthmatic child. f 

2. To promote self-inspection and in- 
sight into emotional problems, 
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3. To examine closely the clinical family 
pattern of childhood asthma and the 
personalities of the parents of severely 
asthmatic children. 

4. To help eliminate serious interference 
by the mothers in the hospital treat- 
ment of their children. 

5. To provide a main source of help for 
parents after their children have been 
discharged from the hospital. 


Although the importance of including 
fathers in the over-all treatment planning 
cannot be denied, practical considerations 
demanded the group therapeutic approach 
be limited to mothers. We found fathers 
generally more threatened and resistant to 
the prospect of “public” discussion of per- 
sonal problems, 

The mothers, on the other hand, seemed 
carried along on what might be termed 
their natural concern with child-rearing 
practices and normal child development. 
It was felt that a homogeneous female sex 
group would facilitate the group process 
and make it easier for a woman to bring 
up genuine feelings and attain the immedi- 
ate major goal of a sustaining group. 

This was further supported on the 
grounds of the theoretically greater role 
played by the mother in the juvenile asth- 
matic syndrome and the possibly greater 
facilitation of mutual identification and 
gross commonality of transference feelings 
toward the therapist. Thus, the group was 
organized by the author and an observer- 
recorder in the autumn of 1957, and still 
continues as an ongoing process entity. 

The group is “open” in structure, al- 
though new members are introduced at 
relatively infrequent intervals. The basis 
for selection from an average pool of 30 
mothers has been the therapist’s clinical 
judgment, somewhat influenced by the 
verbal facility of a prospective member. 
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The “clinical judgment” criteria in this case 
refer mainly to the therapist’s evaluation 
of the prospective group member's moti- 
vation to attend meetings regularly, and 
lack of psychosis, monopolistic tendencies 
and gross disruptive impulsivity. 

There was no attempt to look for certain 
individual characteristics such as ability to 
express anger and tolerate the aggression 
of others, which are thought by several 
authorities to argue for a more favorable 
course of treatment. The group might be 
termed “homogeneous” as defined by 
Faulkes and Anthony (8): e.g. possessing in 
common a supposed and subsequently re- 
vealed rejection of their children, a con- 
scious wish to help these children, and 
acute and varied problems resulting from 
the presence of a chronically-ill child in 
the household. 

Until very recently the group members 
have been largely representative of lower 
socioeconomic classes—Hollingshead’s (9) 
classes IV and V—although recently more 
middle-class (classes II and III) mothers 
have been admitted (9), stemming from the 
hospital’s successful attempt to demonstrate 
the usefulness of an asthma program to 
these families and their physicians. 

Meetings are held weekly for 75 minutes. 
Group attendance has fluctuated from three 
to ten in number, averaging about six 
women per session. Forty mothers have 
been members since the group’s inception. 
The most representative age is 30 years 
with a total age range extending from 19 
to 61 years. The average member of the 
group has had a tenth grade education but 
all have been of at least average intelligence. 
The racial composition of the group has 
remained constant, equally divided between 
Negro and white. This proportion was not 
and is not manipulated. 

We have been unable to discern any 
significant effect on group process resulting 


either age or education, while the 
ng” of races has resulted in an interest- 
although only partly understandable 
‘situation. Cincinnati is a geographical and 
tural area where one might expect Negro 
and white therapy group interaction with- 
insulting local mores and consequently 
impeding group process. Yet, despite inter- 
ion and good humored cajoling, the 
generally segregate themselves and 
fequently face each other across the long 
conference table. However, this grouping 
5 not seem to affect group process or 
ction. 
e of the middle-class white mothers 
complain bitterly about their children’s 
ed associates,” but this seems more in- 
d by “lower class aggressiveness” of 
ain children and is evidently not given 
jal label. Actually the above mentioned 
rence of race, age and background seems 
have a stimulating effect on discussion 
äs the individual mothers become aware of 
th the urgent freshness and irrationali- 
ties of different subgroup mores and child 
aring practices. 
It is again important to note that the 
above-mentioned heterogeneity was more 
ent than real. There was never a 
he when a given mother could not count 
potential ally within the group: i.e. 
her woman of similar socioeconomic, 
“or educational background. 


UP PROCESS 


therapist was quickly forced to alter 
$ usual procedure in “conducting” the 
py session. : These parents, despite 
Privilege of refusing an invitation 
in the group, seek this type of help 
the hospital is their “last” hope in 
ung with their child’s refractory illness: 
they join the group more by necessity 
by choice. 
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They come specifically to find out more 
about asthma, hoping to be given the magic 
key or to obtain another diagnosis or pre- 
scription for handling their child’s behavior. 
This attitude is further strengthened by the 
hospital staff's conceptions of and verbal 
reference to the group sessions as “classes,” 
thus strengthening the individual mother's 
expectation of the conventional classroom — 
lecture delivered by a “teacher.” j 

Since the group atmosphere is quickly — 
experienced as permissive, with the keynote 
being group discussion, angry disappoint- | 
ment over this frustration of dependency — 
strivings is inevitable. This is usualy mani- 
fested in staring silence, denying problems 
with their children, extensive “nd some- 
times angry ramblings concerning hospital 
treatment and care of their children, and 
in directing discussion toward the child to 
avoid facing their own personal problems. 

The author strongly agrees with the view 
point of Abramson and Peshkin (1) who 
point out the necessity for involvement in 
parents’ personal problems, even when these 
problems seem to have little obvious rela- 
tion to the problems of their children. 

During the first year of group meetings, | 
attendance varied widely and only after 
seven months coalesced into an ongoing — 
stable group. The mothers initially tended 
to accept the group as part of the over-all 
service of the hospital to be utilized as 
convenience or because the hospital seemed 
to expect attendance. MEY 5 

This was dealt with variously by pointi 
out that they were a selected few, educative — 
comments regarding the nature of small 
groups, the effect of absent members on 
the group process, and interpretations to 
certain members concerning the possible 
meanings of their absences. ! 

The group “monopolist” crops up con- 
tinually despite attempts to exercise pre- 
ventative screening procedures. This is the 

153 


mother who reacts to the group situation 
with fear of attack or isolation and handles 
this by a determined and sometimes angry 
bid for the therapist's attention (protection). 
She must also interrupt the conversation, 
usually with anecdotes and comments about 
her child. The effect on the group process 
frequently has been disturbing, with the 
group often leaving a session feeling frus- 
trated, angry and tired. Despite individual 
counseling with such women, we have had 
only limited success in modifying this type 
of behavior, short of discouraging further 
attendance at meetings. 

The manifest content and topical discus- 
sion areas of the group sessions agree most 
closely with the observations reported by 
the Denver Group (1): i.e., bewilderment 
and unconscious guilt over the effectiveness 
of the child’s (subtotal) “parentectomy;” dis- 
appointment over their child’s progress 
relative to that of another child, concern 
as to the child’s continued health after re- 
turning home, the optimal way to “handle” 
him, and the potential disruptive effect of 
his return to a home which has changed 
during his absence. 

Yet, the group has managed to evolve 
through many of the initial “phases” cited 
by such authors as Bach (2) and Bion (4) and 
has for some time been working at the 
“intermediate phase”: i.e., they seem to 
have a readiness to understand that the 
child’s symptoms and mannerisms are mean- 
ingful to the child and are able to link 
their own emotional reactions to the child's 


symptomatology. 


DISCUSSIONS AND CONCLUSIONS 


Notable progress has been made toward 
the realization of our earlier mentioned 
goals of understanding the child and en- 
couraging self-inspection. The family pat- 
terning and personalities contributing to 
childhood asthma have necessarily emerged. 
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For example, the concept of the “pa 
genic family” is strongly supported. 

Our mothers are usually nexuses of in 
familial tension. The mother-child bon 
from the early weeks of the child’s life 
unanimously strong among the members 
our group, although seemingly reflectin 
various causes, including the presence 
such realistic stresses as separation of 
husband. Unconscious guilt and rejecti 
attitudes are also prominently manifest, 
with much emphasis on strict child-rearing 
procedures and adherence to cleanliness as 
the supreme virtue. 

A major reason for maintaining the group 
over a four year span has been the reports 
of our social workers, allergists and hospital 
staff that the mothers involved seemed to 
understand treatment goals and procedures 
more thoroughly. They are described 
as much more co-operative than nongroup 
asthma mothers and more careful and will- 
ing to maintain outpatient contact after the 
child’s hospitalization is over. 

Social service home visits are more easily 
arranged, and the workers find these 
mothers unusually willing to “allergy-proof” 
the home. They possess an increased 
willingness to introspect and discuss real_ 
problems during periodic individual con- 
ferences with a social worker. This is re- 
garded as a significant step toward a success- 
ful treatment outcome and is generally 
credited to their experiences in the group. 

From all of this there is a mandate some- 
how to devise measures of patient-family 
interaction in order to conceptualize family 
processes more adequately, and then to 
relate this knowledge to the identification 
and treatment of the “pathogenic family.” 
One also realizes that even a two-year period 
of hospitalization is but a small fraction 
in comparison to the impact of family life 
and the involvement in family processes. 
Indeed, the traces of the involvement persist 


clearly in the hospital environment and are 
reinforced by frequent parental visits. 

The necessity of systematically studying 
the process of psychotherapy and methods 
of assessing changes in patient behavior has 
been recognized widely. Yet, there is per- 
haps a tendency in many of us to collect 
data endlessly under the guise of rational 
empiricism, resulting in an unwieldy ac- 
cumulation of apparently unrelated facts 
and theories. More systematic and quanti- 
tative information is needed within numer- 
ous narrower limits. 

The work of Saslow and Matarazzo (12) 
in standardizing therapist's behavior while 
interviewing, combined with precise record- 
ing of predefined variables, and the ap- 
proach of Chance (5) in combining clinical 
and research descriptions of child-family 
interaction seem to favor prediction and 
the more optimal untilization of current 
medical and hospital treatment programs. 
The most important question—whether 
children of mothers seen in group therapy 
enjoy a more pleasant and successful course 
of treatment—is currently being studied. 

In conclusion, the application of a group 
Psychotherapeutic technique as an inte- 
grated part of a general rehabilitation pro- 
gram must be viewed as having at least func- 
tonal utility. This argues for more rigor- 
Ous methods to study systematically group 
Processes and results and supports our opin- 
ton that the family must be treated con- 


currently with the intractable asthmatic 
child. 
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Book Reviews 


MENTAL HYGIENE: 

A TEXT OF READINGS 

By Peter T. Hountras, Ph.D. 

Columbus, Ohio, Charles E. Merrill Books, Inc., 
1961, 577 pp. 

This book is made up of 40 articles by lead- 
ing investigators in the field of mental 
health. It is impossible to evaluate all of 
them. 

However, in the light of the interests 
and prejudices of this reviewer, an out- 
standing paper is the one by Abraham H. 
Mazlow titled “A Theory of Human Mo- 
tivation.” It reflects the importance of a 
systematic look at a very complex problem 
and emphasizes the futility of single-factor 
explanations of human motivation. It also 
indicates the continuing fruitfulness of re- 
search in this field. It would be a reward- 
ing educational experience if students of 
social work, psychology, and psychiatry 
should read this article once each month 
for a full year! 

Every professor who selects a group of 
readings reflects his own evaluations, and 
his course needs. However, Dr. Hountras 
has prepared a book of general interest. 
One cannot help noticing how much more 
the author of a modern book of readings in 
mental health has to choose from than was 
possible even a few years ago. This bears 
witness to the increasing rate at which re- 
search studies are covering the field of 
mental health. The author of a book of 
readings need only construct his outline, 
know the literature well and fit the articles 
in place. Be it said to the credit of the 
author, there is remarkably little duplica- 
tion in the materials as presented. 

Topics which might have been given 
more emphasis are the impact of the new 
drugs on the mental hospitals of our time, 
the development of the National Institute 
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of Mental Health as a present potent force 
in training and research in mental health 
in the United States, and the studies of the 
Joint Commission on Mental Illness and 
Health—although admittedly many of these 
studies were not available when the book 
was being completed. While there are 
seven titles in the section on adulthood, 
there is not much to cover the period from 
age 25 to 60, which, after all, represents 
the major segment of the life span in 
society, 

There is an amazing variety in the clarity 
of writing of the authors selected, but this 
is unavoidable——Loyp W, Row ann, Pu.D., 
Louisiana Association for Mental Health, 
New Orleans, La. 


THE FAMILY, A FOCAL POINT IN 
HEALTH EDUCATION 


Edited by Iago Galdston, M.D. 


New York, International Universities Press, 1961, 


216 pp. 


This book consists of 11 addresses given 
at the Eastern States Health Education 
Conference of 1956, the 16th in a series of 
such conferences held annually under the 
auspices of the New York Academy of 
Medicine. 

The volume sustains a high level of 
thoughtful and scholarly contributions and 
a consistent unity in the various but inter- 
related approaches to the subject of the 
family—its significance and role in health 
education. This quality clearly derives 
from good conference planning by the 
Academy of Medicine in choosing not only 
distinguished participants but those whose 
special contributions from their own disci- 
plines and experience would make for a 
well-rounded whole. They include teach- 
ers and practitioners of medicine and psy- 


chiatry and of public health and social 
work, sociologists, an anthropologist and 
an actuary and statistician. 

In giving the orientation of the confer- 
ence, Dr. Galdston puts the focus on the 
family as “in effect, the social microcosm” 
where social forces operate with marked 
intensity. Health education, having long 
worked with and through other organiza- 
tions, “needs now to include in a more 
intensive way the home and the family,” 
he observes, and he concludes: “It implies 
the adaptation of health education to the 
dynamics of the family.” In keeping with 
this orientation it is the dynamics of the 
family with which the contributions made 
at the conference and set forth in this 
volume are concerned. 

While there is no summarizing chapter, 
each paper presents an overview of develop- 
ments, current thinking and approaches in 
a particular area. Most authors also in- 
clude in their reviews a few brief refer- 
ences to relevant research. 

Theoretical topics selected for special 
papers include the dynamics of family 
equilibrium, the reactions of families to 
crises, and the relation of cultural, ethnic 
and class factors to family patterns and 
health practices. To supplement the con- 
ceptual emphasis, one chapter is devoted 
to a statistical and trend profile of Ameri- 
can families. 

The remaining papers summarize briefly 
the history, methods and rationale of vari- 
Ous types of medical and social service pro- 
grams that contribute directly or indirectly 
to improving family health. 

Areas chosen for review include family 
life and parent education, family and group 
Social work, family health maintenance 
Services, and new family-focused develop- 
ments in medical education. In com- 
bination, these papers give unmistakable 
evidence of growth in professional under- 
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standing of the implications of family dy- 
namics for health education—Sraniey P. 
Davies, White Plains, N. Y. ti 


PSYCHOTHERAPY OF THE 
PSYCHOSES 


Edited by Arthur Burton 
New York, Basic Books, Inc., 1961, 383 pp. 


The 14 papers in this assemblage—13 on 
schizophrenia, 1 on the affective psychoses 
—amply demonstrate that psychotic reac- 
tions are amenable to psychotherapy. All 
the authors report significant improvement 
in their patients and each in his own way, 
within his own theoretical framework, 
stresses the central importance of “related- 
ness” as the essential ingredient of effective 
psychotherapy. 

Even Caruso and Fruehmann, who state: 
“We are not of the opinion that schizo- 
phrenia is primarily a psychogenic illness,” 
emphasize the engagement of patient and 
therapist via the transference. All agree on 
the importance of past experience and the 
majority believe that desirable insight in- 
creases as the patient's awareness of the 
nature and source of his pathology is as- 
similated. 

However, after the agreement on these 
broad areas of concurrence, sharp diver- 
gences in theory and technique appear in 
the writings of the 15 authors. Each nat- 
urally emphasizes his own conception of 
the schizophrenic process, and each selects, 
from the case reports, clinical data which 
support his hypothesis. Notations of the 
negative instance are conspicuous by their 
absence. Techniques vary markedly inso- 
far as they reflect the theoretical framework 
and the personalities of the authors. 

To this reviewer it would seem that it 
matters less what theory is propounded by 
the therapist and what formulation the 
patient is encouraged to make of his illness 
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than that the therapist be deeply interested, 
sensitive and responsive to the patient in 
his struggle against illness and striving 
toward health. 

One may postulate that humility in the 
face of the unknown and unknowable, 
characterizes the work of the more success- 
ful therapists. This trait is notable in some 
of these papers and equally notably absent 
in others. 

In the first chapter, Will formulates his 
conceptions of the schizophrenic process 
clearly and defines the terms which he uses. 
He is equally specific in stating what he 
does not consider “The Schizophrenic” to 
be. His technique, as shown by the clini- 
cal data presented, demonstrates how im- 
portant he regards awareness by both pa- 
tient and therapist of the intense emotions 
aroused or reactivated during the course 
of treatment and how essential is discussion 
of what goes on between them, 

In the case reported, one gets the feeling 
that the understanding achieved by the 
patient is solid and that the improvement 
will be lasting. The reader who would 
become acquainted with a broadly con- 
ceived concept of the schizophrenic process 
and the student who seeks a clear and ex- 
plicit exposition of therapy will find this 
chapter unique in its excellence. 

Pious points out the importance of psy- 
chological deprivation and discusses its ef- 
fects on the patient and the therapeutic 
situation under the general headings of 
orientation, representation, translation, 
clarification and interpretation. The case 
material supports his hypothesis that re- 
curring deprivations in therapy result in 
easily recognizable patterns of behavior. 

Arieti makes relatedness the central re- 
quirement of therapy and discusses its 
vicissitudes during panic and its manage- 
ment by active verbal or nonverbal inter- 
vention. His case reports are used effec- 
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tively in demonstrating the success of his 
psychotherapy through the achievement of 
insight, which is made possible by estab- 
lishing a realistic working relationship with 
his patient. 

Perry, presenting Jung’s psychological 
formulations, sees the patient’s problems 
in terms of Archetype Images and Myths. 
He fits the clinical data into his theoretical 
framework, although at times some stretch- 
ing of credulity is needed to see in the data 
the meanings Perry so comfortably recog- 
nizes. 

Much effort is expended in exploring and 
elaborating the details of fantasies. As the 
patient says: “We will make symbols to- 
gether.” , Treatment sessions were held fol- 
lowing the morning administration of 
subcoma insulin. Perry does not indicate 
which changes are to be attributed to 
medication and which to psychotherapy. 

Sechehaye’s report of her work with a 
sixty-year-old woman shows what may be 
accomplished in the framework of her 
formulations and techniques of therapy, as 
evidenced through a sincere and devoted 
interest. In her conclusion she states: 
“The psychotherapy adopted here suc- 
ceeded in curing the patient... . Yet there 
has been no real change in the underlying 
neurosis” —a somewhat ambiguous state- 
ment. 

Pankow presents her clinical material 
under the rubric of “dynamic structural- 
ization,” with special emphasis on maternal 
relationships. She is explicit in her recom- 
mendations as to the use of interpretations 
about “body experience” and the use of 
clay modeling to establish a close relation- 
ship for the purpose of pursuing her inter- 
est in body images and their importance in 
neurosis and psychosis. 

Burton expounds existential theory and 
practice but in a form that does not lend 
itself to clear statement or ready under- 
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‘standing. His remark that “Choice is often 
confused with will and consciousness. . . . 
obviously the schizophrenic does not choose 
to be a schizophrenic as such . . . [but] if 
a schizophrenic does have a choice to be 
_ a schizophrenic, can he choose not to be?” 
M. may be meaningful but in this paragraph 
~ the meaning is difficult to grasp. 

_ When he says: “We want for the patient 
“only what he wants for himself,” one won- 
“ders if this includes such wishes as self- 
© mutilation, suicide, or the destruction of 
< an imagined persecutor. His clinical data 
_ are interpreted in support of his formula- 
_ tions and improvement is noted. 

_ Burnham discusses his clinical data in 
terms of disorders of thought, emotions and 
Social relationships, with special emphasis 
_ on the patient's striving for autonomy and 
_ his ambivalent feelings about being active 
or passive. A long case report is clearly 
| presented and without ambiguity. Reser- 
Pine was administered during two of the 
“nine years of therapy. 

a Caruso and Fruehmann postulate a 
_ Somatic basis governed by genetic factors 
_ a8 well as a cyclical primordial conflict lead- 
ing to a weakness of the defense system.” 
They state that in the second case presented 
We will find a specific disturbance of the 
yche in correlation with a basic disturb- 
ance of the enzyme apparatus.” 

__ There is no further reference to enzyme 
_ OF apparatus in this chapter, and which 
enzyme and what apparatus are not identi- 
fied. The case material is presented pri- 
marily in terms of transference-counter 
transference, with the point emphasized 
‘that confrontation is the essence of the 
therapeutic interpersonal relationship. 
Mention is made of “the always passive 
behavior of the therapist,” but the patient 
is Teported to have reacted with fear to 
the demand that she analyze the transfer- 
ence. Therapy is reported as effective. 
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Searles, as does Pankow, stresses the im- 
portance of the mother in the transference, 
but he sees denial of the love between 
mother and patient as central to the 
pathology and to therapy. More than any 
other author represented here Searles de- 
lineates his counter transferences and the 
problems they present to the patient and 
himself in the long and painstaking work 
of psychotherapy. He, too, notes improve- 
ment as insight is increased. 

Schlien ably and persuasively outlines 
the client-centered approach to schizo- 
phrenia. He is careful in his choice of 
words and takes pains to see that his mean- 
ing is clear. A good case is made for 
the deleterious effect of having to live one’s 
life in an impossible situation. The ex- 
amples cited are convincing and the im- 
portance to therapy of the self-concept 
standing between the stimulus and re- 
sponse is well-presented. Only when he 
insists on “unconditional acceptance” does 
the reviewer find it difficult to go along 
with him unconditionally. The modesty 
of his claims and the unassuming presenta- 
tion are refreshing. 

Jackson engagingly argues for family 
therapy and cites historical data from the 
family constellation and evidence that in- 
tervention in the conjoint session is effec- 
tive. He remarks that “I used to assume 
that the language of a schizophrenic was 
the result of a thinking disorder. Then 
I became an advocate of the ‘he doesn’t 
know what he’s saying so interpret for him’ 
school; and finally under the influence of 
Fromm-Reichmann I came to realize a 
schizophrenic often had a much better 
notion of what he meant than I did.” 

This view of schizophrenic utterances 
departs markedly from Burnham's position 
relative to the importance of a thought dis- 
order. The effect of having several “pa- 
tients” to deal with in family therapy has 
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a significant effect on the usual complica- 
tions of counter transference in a dyadic 
relationship, but also produces others. Dif- 
ficulties seem to be minimized but perhaps 
in the hands of experienced family thera- 
pists they are minimal. 

Stierlin writes of the effect of the hospital 
organization on a patient and compares it 
to the relationship with the therapist. He 
stresses the positive aspects of the influence 
of hospital personnel but underplays those 
aspects of hospital organization which all 
too often maintain chronicity. His case 
report illustrates the interplay of these in- 
fluences on therapy. 

Weigert’s lone paper on “The Affective 
Psychoses” reviews the reasons so many 
psychotherapists shy away from the treat- 
ment of those with manic-depressive dis- 
orders and hence are inclined to take a 
dim view of their amenability to psycho- 
therapy. 

_ She courageously sets down what she con- 
siders to be the pathology of the manic- 
depressive disorders and the development 
of the personality vulnerable to severe 
manic-depressive mood swings. She stresses 
the importance of Erickson’s concept of 
“basic trust” for the manic-depressive, as 
do Arieti and Burton for the schizophrenic, 
and shows how difficult it is to establish. 

Despite her attempts to separate certain 
patterns of familial influence and their 
effect on personality development, many of 
her comments apply with equal cogency 
to the schizophrenic’s history and person- 
ality. Cf. “The manic-depressive patient 
is afraid of his self-assertive aggression and 
of his unskilled destructive impulses.” 
However, there are differences in the de- 
velopment of the two reactions and 
Weigert, in her clinical discussion, por- 
trays them as far as the data will permit. 

As one who has concerned himself for 
over 30 years with the treatment of the 
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tain certain convictions, biases and prej 
dices. These should be allowed for in 
evaluating his appraisal of the foregoing 
papers.—Dexter M. Burlar, M.D., Ches 
nut Lodge, Rockville, Md. 


CONTEMPORARY 
PSYCHOTHERAPIES 


Edited by Morris I. Stein 
Glencoe, Ill., The Free Press, 1961, 386 pp. 


This book contains a series of lectures on 
psychotherapy sponsored by the Depart- 
ment of Psychology at the University of 
Chicago in 1958 and 1959. Ten therapists 
present their approaches to psychotherapy. 

The major theoretical orientations rep- 
resented are: Adlerian; Client-Centered; 
Existential; Interactional; Interpersonal; 
Psychoanalytic; Reparative; Adaptional; 
and Transactional. In addition, there are 
Papers on group therapy and #family 
therapy. 

Dr. Stein points out in his introduction 
that much would be gained if all of the 
groups of therapists could evaluate each 
other’s contributions with an eye to de- | 
veloping an integrated picture of psycho- f 
therapy, that this might achieve a more 
complete general statement of the theory 
of psychotherapy, and that each existing 
school might well represent a special case, 
with specific significance for certain types 
of patients. In this fashion, psychotherapy 
might become a problem-oriented field | 
rather than a technique- or theory-oriented 
field. }) 

The major defect of this book lies ex- ` 
actly in this area. It presents the various 
psychotherapeutic approaches in relatively 
isolated fashion and, therefore, strikes one 
somewhat as another profession of faith 
of the various authors in their own method 
and concepts. 


: 
: 
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Further, the outline of the various ap- 
proaches often lacks clarity and systematiza- 
tion. Frequently, it is difficult to establish 
any link between the theory and the prin- 
ciples of treatment enunciated. 

In general, one is left with the impression 
that the study of psychodynamics and 
psychotherapy is far from having reached 
the characteristics of a scientific endeavor. 

The degree of objectivity varies a great 
deal in the articles presented. The most 
factual are more modest in their claims. 
Some appear to strive for mystical and 
perhaps religious heights. In our opinion, 
the latter represent psychotherapy at its 
worst. 

It is not possible to do justice to a sum- 
mary of the various authors in such a brief 
fashion; however, an attempt will be made. 


Dr. Jerome D. Frank offers two articles: 
one on the role of influence in psycho- 
therapy; the second on therapy in a group 
Setting. 

The former is interesting, informative 
and original. So many interesting facts 
and thoughts are condensed into 25 pages 
that we can only hope to indicate some of 
the points made. 

There are those who claim that the 
spontaneous remission or cure rate in emo- 
tional illness is comparable to the results 
claimed by psychotherapy. Those who 
feel that psychotherapy does bring about 
changes generally concede that the results 
are remarkably similar regardless of the 
theoretical framework in which the therapy 
1s conducted. 

The purpose here is to review data from 
Various sources bearing on the determina- 
tion and effects of the patient’s emotional 
dependency on his psychotherapist for re- 
lief, regardless of the particular type of 
therapy. Despite the difference in content 
im the various theoretical frameworks, it is 
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quite interesting to note that the therapist's 
confidence in his theory and method of 
treatment is therapeutically very important. 

In order to throw some light on the ways 
in which a therapist may transmit his ex- 
pectancies to the patient and so influence 
the latter’s production in treatment—some- 
times without the awareness of either—Dr. 
Frank studies data from two sources: a re- 
port on Chinese thought reform, or “brain 
washing;” the other, a content analysis of 
the patient’s and the therapist’s verbaliza- 
tions in treatment. The comparison of 
long-term psychotherapy with “brain wash- 
ing” is most instructive indeed. 4 

Dr. Frank focuses on perhaps the most 
controversial aspect of the affect of faith 
or hope on the patient. It is usually as- 
sumed that improvement based solely on 
this is transient and superficial. Some 
times, however, changes following brief 
therapeutic contact in which little seems 
to have occurred, beyond the arousal of 
the patient’s faith in the therapist, can be 
deep-seated and persistent. 

Dr. Frank's article on therapy in group 
setting offers a good outline of the prin- 
ciples involved in group therapy. He raises 
the question of why the neurotic gets fixated 
with his maladaptive responses and is un- 
able to learn from experience; he illustrates 
the working in group therapy with two 
brief sections from therapy recordings. 
This article is rich in ideas and deserves 
close studying. 


Dr. Rudolph Dreikurs gives an outline 
of the Adlerian approach to psychodynamics 
and psychotherapy, indicating that the 
term “individual psychology” is often mis- 
understood, as if it were in contrast to 
“social” and “mass” psychology. He as- 
serts that quite on the contrary, Adler pre- 
sumes one basic desire in all human beings: 
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the desire to belong, which he calls “social 
interest.” 

The question is often asked: how could 
Adler attribute all psychopathological re- 
actions to inferiority feelings. Dr. Dreikurs 
states that these inferiority feelings are a 
consequence of a disturbance of expression 
of the desire to belong. 

In therapy, Dr. Dreikurs proposes the 
following basic phases: first, the establish- 
ment and maintenance of the proper rela- 
tionship; second, analysis in the wider 
sense—understanding of the patient, his 
problems and personality; third, providing 
insight in order that the patient understand 
himself; fourth, reorientation and change. 

In the final phase of reorientation, Dr. 
Dreikurs emphasizes the importance of en- 
couragement; only then can the patient 
realize his strength and thus assume his 
responsibilities, 

It should be added that Dr. Dreikurs 
stresses the importance of changing en- 
vironmental factors, which can often be 
done in counseling. Psychotherapy is 
recommended only when counseling fails. 

As stated above, we cannot fail but see 
the resemblance of this approach to the 
existential therapies, in its emphasis on in- 
dividual responsibility and conscious proc- 
esses. Freudian therapists would undoubt- 
edly classify this approach with other 
techniques—called supportive, as opposed 
to analytical. 


Dr. Rogers speaks of various qualities 
which make a relationship one which 
promotes “more mature and adequate 
functioning” in another person and even 
describes various “manufactured” relation- 
ships, such as found in a program com- 
puter or monkey and terry cloth mother, 
as having helpful properties. Simply stated, 
he perceives helping relationships to be 
those in which the helping individual is 
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trustworthy (dependably real), nonambig- 
uous, positive, mature enough to be sepa- 
rate from the patient and to permit him 
to be different. 

Rogers calls this “client-centered ther- 
apy,” and I dislike the term, for whatever 
can there be except patient- or client-cen- 
tered therapy? The qualities he describes 
can perhaps best be categorized largely as 
“personal maturity,” and undoubtedly it 
is true that this is an important phase for 
any therapist. However, he describes the 
qualities as though they can be achieved 
merely by reading about them, without 
acknowledging the long tortuous period of 
training and supervision which marks the 
skilled professional as a different individual 
from the ordinary “over the back fence” 
helping person. 

The chapters on Interpersonal Psycho- 
therapy, by Otto Will, and Reparative- 
Adaptational therapy, by Aaron Karush, 
were found to be uninteresting and con- 
fusing. 


Dr. Roy R. Grinker has two articles on 
the transactional model for psychotherapy. 
In the introduction, he offers a word of 
caution and points out that the improve- 
ments reported by any method are within 
the percentage range of 70 to 80 per cent. 
This makes one question the notion that 
all therapy must be based on psychoanalytic 
principles. 

Dr. Grinker describes the transactional 
model as a synthesis of field, role and com- 
munications theories. Field theory em- 
phasizes the extent of influences surround- 
ing the two-person system of therapist and 
patient. Communication theory relating 
to verbal, nonverbal, and paralingual mes- 
sages are described by Dr. Grinker along 
the theoretical formulations outlined by 
Ruesch and Bateson. 


Role theory “indicates a way to study 


and describe the interaction of two mem- 
bers of a social group as they adjust to 
each other within a social system. Each 
actor-person in the group has his allocated 
roles in relation to each other member of 
the group.” Roles are automatic, learned 
behavior, acquired through the influence 
of persons who represent society and who 
teach the developing child a repertoire of 
expected behavior patterns. Roles are 
largely explicit, conscious and commu- 
nicable by rational verbalizations. Implicit 
roles are more remote from awareness and 
consciousness and may not be recognized. 
Dr. Grinker elaborates on some of the 
principles that he follows in therapy. He 
states that in his approach the transference 
neurosis facilitated by frequent sessions, the 
steady appearance of the same room or the 
patient lying on the couch which furthers 
regression, is not induced or encouraged. 
He considers the transference neurosis dan- 
gerous in psychotherapy where the patient 
is seen only infrequently and “cannot 
handle the explosiveness of the affects as 
they burgeon up from the past.” 
: On the contrary, the therapist persists 
in expecting that the patient will accept 
his attitude of respect and consider himself 
fit to enter a complementary relationship 
With the therapist; the latter exposes the 
implicit roles that the patient would like 
him to take. The therapist is active in 
choosing the focus; he communicates freely 
With the patient, avoids long silences and 
the impassivity of a nonparticipant. Dis- 
cussion of dreams is not invited and, when 
they are recounted, are not interpreted. 
the therapist attempts to work with an 
optimum of anxiety and issues supportive, 
Teasurring statements when anxiety be- 
Comes too pronounced. The therapist has 
to be aware of his own implicit roles and 
recognize when they interfere with treat- 
ment. The author links this to the well- 
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known concept of “counter transference 
difficulties.” ? 

In summary, Dr. Grinker states that the 
transactional approach facilitates the un- 
derstanding of the patient without recourse 
to variables of unconscious, transference, 
counter transference, resistance—or any 
part functions of the human being in be- 
havior. He illustrates the applicability of 
his principles with a case presentation. 


In reading Ackerman’s article, it oc- 
curred to me that what seemed a startling 
and revolutionary approach in 1958 has 
come to be an almost standard basis for 
many practitioners. 

What has been well-known to social 
workers for many years is that the same 
family unit, which is the unit of living 
in our society, carries within itself both 
positive and destructive forces towards the 
mental health of its members and that 
illness and personality reorganization in 
any one member inevitably affects the lives 
of the others. The concept of a dynamic 
equilibrium of family process and the 
homeostasis of personality is still rather 
broadly perceived, however, and in terms 
of clinical case material our concepts are 
still vaguely formulated. ' 

Ackerman’s theory of family behavior 
with “negative complimentarity,” describ- 
ing the family’s role in handling pathologi- 
cal effects of conflict and anxiety, and “plus 
complimentarity,” as those aspects of its 
role in promoting creative growth, provides 
a beginning framework, however. His de- 
scription of the actual processes will cer- 
tainly be of help to anyone who wishes 
to strike out in this complex, multifaceted 
approach to treatment with its complicated 
problems in transference—teality testing 
and active use of the therapeutic self. 


Interactional psychotherapy, according 
to Dr. Jackson, is utilizable in brief psycho- 
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therapy and during phases of long-term 
psychotherapy. He points out that in 
analytic technique, interpretation is con- 
sidered the real modifier of personality, 
and he expresses the belief that interpreta- 
tion has been given too high a value; 
further, that it can be fruitful to utilize 
tactical interventions even in psychoanaly- 
tic theory. The understanding gained from 
these experiences can then be applied to 
brief psychotherapy. 

Dr. Jackson’s therapeutic approach is 
based on the theory of the double bind 
communication, on which he has done a 
great deal of work in collaboration with 
Gregory Bateson, Jay Haley and John 
Weakland. Based on the fact that the pa- 
tient is bound automatically to the thera- 
peutic situation, he can be maneuvered into 
positions that point up a specific problem 
area, just as an interpretation would do. 
Direct advice and suggestions can be used 
to this effect. 

Covert communication by way of a symp- 
tom or a behavior pattern can be modified 
by bringing its underlying meaning into 
direct awareness: e.g., “A patient with a tic 
involving the tongue, which is creating 
annoyance in the husband because of the 
clicking sounds that she makes, is instructed 
to bring her husband to a session and, act- 
ing under orders from the therapist, has to 
be critical of the husband. Since both of 
them will be told that someone he really 
cares about is someone he is able to be 
critical of, and someone he knows well 
enough to have spotted his faults, then it is 
not as difficult as it might seem to get the 

patient to be critical. Once having been 
critical, even though it is under the thera- 
pist’s aegis, the patient cannot retract it 
completely, nor will the spouse ever forget 
it. In this manner a symptom is made a 
part of overt behavior and the behavior 


-is made interactional by bringing in family 
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members or by making the behavior ap- 
propriate vis-a-vis the therapist.” 

The author’s approach is often ingenious 
and effective. Unfortunately, the concept 
of the double bind is not always brought 
out with sufficient clarity. At the end of 
his article he expresses the hope that it 
will not be interpreted as “a cook book 
course.” However, the fact that in the 
study of psychodynamics so many variables 
are left out by necessity should not free 
one from the obligation to strive for as 
much clarity as possible on the topic or 
to approach with consideration. The fear 
of “cook book” clarity can be quite dis- 
couraging. : 

The theory of the double bind is un- 
doubtedly one of the most challenging 
additions to the study of psychotherapy. 


In his article on family therapy and the 
family of the schizophrenic, Dr, Jackson 
describes an interesting treatment project 
being conducted in Palo Alto, Calif. It 
is based on the idea that schizophrenia 
could be, in part, an adaptive disorder 
which links itself to family pathology—a 
situation in which change in the patient's 
Symptoms produces feed-back into the 
family situation. 

The families are seen together right from 
the beginning in order to avoid the bias 
of patient-oriented sessions. Interviews 
take place for an hour or an hour and a 
half once a week. Treatment can be started 
on an inpatient, but later continued on 
an outpatient basis. Thus, the focus from 
the start is on the family rather than on 
the schizophrenic patient. Various investi- 
gative techniques are used. Initially, a 
movie of the family is made in a structured 
situation. A thought or question is usually 
offered to stimulate discussion (for instance, 
the question, “Who is the boss in the 
family?”), 
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This project has been underway for three 
one-half years, and Dr. Jackson feels 
t the results are promising. Patients can 
emain out of the hospital, even when 
tively ill, if the family and its difficulties 
ire being attended to in some fashion. 
le family is encouraged to live apart in 
e sort of autonomy. 

‘Two treatment situations are described. 
functioning of the patient in the 
mily constellation is brought out in an 
esting fashion; for instance, the con- 
dance that can be found between a 
ptom in a patient and a piece of family 
raction that explains the symptom. He 
notes that the most impressive thing 
about family therapy is the rigidity of the 
family structure and the difficulty that is 
€ncountered when the patient makes a 
nge for the better. An improvement 
| the patient’s symptoms may be very 


a consequence of the patient’s illness 
relates that this cannot be answered 


ating circuit; none escapes wholly, not 
en the siblings; and there are a number 
Teasons why the child who becomes 
ophrenic is the chosen one. 


‘The article, “The Context of Psycho- 
apy” by Rollo May, is offered by the 
tor as an exposition of the existential 
roach in psychotherapy. Dr. May notes 
| the conclusion of the article that he 


sent concise answers.” 
Unfortunately, the ideas themselves are 
Not propounded with any degree of clarity. 
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The phenomenological method, ae ques- 
tion of the presuppositions on which we 
base our studies of man, as well as the one 
of ontology, have been treated in an eluci- 
dating fashion by the philosophers from 
which he draws, and we could hope, at 
most, to be shown their relevance and ap- — 
plicability to a technique of psychotherapy, 
This, Dr. May does not succeed in doing. 

Expressed are certain points of view with 
which one could find oneself in sympathy, 
after having experienced the frustrations 
resulting from our present-day treatment 
techniques. Yet, on examining the con- 
cepts more closely, one wonders what, if 
anything, they add to our knowledge 
and/or methods, í 

Thus, Dr. May objects to taking as a 
unit of study the presenting problem, or 
the symptom, and instead urges: that we 
see the patient as a unity, “as a human 
being in the broadest sense of the word,” 
to be met in an “encounter.” But what 
therapist today would not endeavor to 
“see” and understand as much of the pa- 
tient as possible? 

Dr. May might object to the word “un- 
derstand.” He states that we “have to be 
able, to some extent, to experience what 
the patient is experiencing.” Again we 
agree; but what more can we do to try to — 
help the patient, if not by attempting to 
“look at” (in the phenomenological sense) 
him, his attitudes, actions, feelings, symp- 
toms, etc.? If we expect to be shown ways 
to increase the range of our approaches, 
we find ourselves waiting for suaseguons 
that are not forthcoming. 

When Dr. May attempts specifically’ to 
describe the “different meaning” that he 
would want to attribute to neurosis, for 
instance, we find that we can translate him 
without difficulty into Freudian language, a 
language which is far clearer. Let us look 
at just one example of this. 
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Dr. May states: “From the ontological 
approach that I have suggested, we see 
that sickness is precisely the method that 
the individual uses to preserve his being. 
The symptoms are methods of shrinking 
the range of his world in order that the 
centeredness of his life may be protected 
from threat.” (The translation would be: 
the symptom serves as a defense.) “We 
cannot assume in the usual, oversimplified 
way that the patient automatically wants 
to get well; we must assume, rather, that 
he cannot permit himself to give up his 
neurosis, to get well, until other conditions 
in his existence and his relation to the 
world are changed.” This would seem to 
relate simply to the danger inherent in 
giving up the defenses. 

Dr. May then comes to the following 
illogical conclusion: “This indicates im- 
mediately the inadequacy of the concept 
that neurosis is a failure of adjustment. 
Neurosis is precisely the opposite; it is 
a method of adjustment, and the trouble 
is that it is all too successful.” 

Viewing the symptom as a defense, neu- 
rosis can, of course, be considered as an 
adjustment. On the other hand, compared 
to the result that the patient and therapist 
would hope to achieve, the neurosis is an 
unsatisfactory adjustment. This type of 
distortion, of which there are too many in 
this article, would be better avoided. 

Dr. May’s interpretation of the Oedipal 
situation as “the tragic conflict within the 
person involved in the emergence and de- 
velopment of consciousness of oneself” can 
be reduced on close examination to the 
concept of repression and the conflicts it 
entails. However, he who looks to my- 
thology for some understanding of human 
functioning will find in Freud, in addition 
to the above concept, an analysis of the 
specific content of the Oedipus legend. This 


166 


is justified by the fact that the crime, in 
this myth, among many other possibilities, 
is a specific one: the crime of killing the 
father and marrying the mother. 

Disregarding the lack of clarity of these 
and other “existential” concepts, their ap- 
plicability to a technique of psychotherapy 
remains the central question. A phenom- 
enological approach to the description 
and formulation of man and his manifesta- 
tions can be challenging and rewarding. 
Their translation into principles of action 
and interaction in psychotherapy has not 
been successful, at least not to this review- 
er’s knowledge. 

Dr. Wolfgang Binswanger, son of Dr. 
Ludwig Binswanger, founder of the existen- 
tial movement in psychiatry, was asked 
recently for some indieation as to what 
would be an existential approach to treat- 
ment. Dr. Binswanger seemed quite sur- 
prised at the question and stated that, of 
course, existential analysis was only a way 
of looking at the problem—more or less 
a philosophical investigation and not a 
method of treatment. 

If an existential treatment technique 
does indeed exist, we cannot find any sug- 
gestion of this in the article under re- 
view. At most one could hope that it 
might heighten the inspiration of workers 
who do counseling with relatively benign 
emotional disturbances. 

Dr. Arthur A. Miller gives a survey of 
the development and evolution of psycho- 
analytic treatment along the orthodox ap- 
proach. His outline is clear and concise. 
As is well-known, the transference neurosis 
is considered the essential working prin- 
ciple. 

Dr. Miller quotes the following summary 
by Orr: “During the past 10 years, the 
psychoanalytic literature on the subject of 


‘counter transference has dealt with several 
possible themes; some old, some new: 

_ 1. The analyst as a mirror versus the 
‘analyst as a human being; 

_ 2. The question of whether the analyst 
‘stays out of the analysis as much as is 
een possible, except for the work of 


Manipulate it, or to assume attitudes or 
play roles designed to provide the patient 
With a more healthy interpersonal experi- 
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not to communicate those to the 
together with a partial or complete analysis 
of shen anorder tomes aan 
effect.” ý 
Readily we see that, more and more, the 
question is raised whether the analyst 
should stay in the background as much 
possible or rather take an active part in 
the treatment situation. This latter 
proach, of course, is reflected in most ‘of 
the other treatment methods outlined in 
this book. Dr. Miller gives a demonstra- 
tion of psychoanalytic therapy on frag- 
ments of two analyses. His presentation 
is clear and instructive—Rosert S. GARBER, 
M.D., The Carrier Clinic, Belle Mead, N. J. 
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Notes and Comments 


CARE AND TREATMENT, NEW 
FACILITIES 


Dedication of a new $2 million treatment 
unit which incorporates the newest con- 
cepts in treatment for the mentally ill took 
place in June, 1962, at the Osawatomie, 
Kan., State Hospital. The new “Adair” 
unit is the first of three units planned as 
an orderly replacement of hazardous, obso- 
lete buildings. 

The cluster of one-story brick buildings 
resembles a motel community. The small, 
home-like units were designed for an in- 
formal atmosphere. 


The recommendations of the British Min- 
istry of Health for England’s new 10-year 
hospital building plan anticipate that de- 
velopments in psychiatric treatment will re- 
duce the number of psychiatric beds suffi- 
ciently so that “no more large mental hos- 
pitals should be built.” 

Instead, “the main building effect should 
be to provide better facilities for early treat- 
ment” in order to reduce the “residuum of 
long-stay patients,” the Ministry advises. 


APPOINTMENTS, ELECTIONS, 
RETIREMENTS 


Harvey Bluestone, M.D., has been named 
director of psychiatry assigned to New York 
City’s Department of Correction. Prior to 
his new appointment Dr. Bluestone was 
chief of psychiatric services at Sing Sing 
Prison, Ossining, N. Y. 


Dean W. Roberts, M.D., has been ap- 
pointed executive director of the National 
Commission on Community Mental Health 
Services. The Commission has its head- 
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quarters in Bethesda, Md., and began its 
operations officially on July 1, 1962. It is 
supported by funds from the WK Kellogg 
Foundation, the McGregor Fund and the 
U. S. Public Health Service, and sponsored 
by the American Public Health Association 
and the National Health Council. The 
Commission will conduct a four-year study 
and full appraisal of the nation’s commu- 
nity health services, needs and resources. 

Dr. Roberts has been director, National 
Commission on Chronic Illness and execu- 
tive director, National Society for Crippled 
Children and Adults. 


Dr. Robert G. St. Pierre, director of the 
Veterans Administration Hospital in To- 
peka, Kan., since January, 1958, has been 
appointed assistant director of the VA's 
psychiatry, neurology and psychology serv- 
ice in Washington, D. C. 


* * «# 


Named to the highest position yet reached 
by a woman in Veterans Administration 
medicine, Dr. Valerija B. Raulinaitis has 
been appointed chief of staff at Downey 
VA Hospital, near Chicago, Ill. Dr. Raul- 
inaitis is the first woman to become chief 
of staff at one of the VA’s coast-to-coast 
chain of 169 hospitals. The Lithuanian-born 
psychiatrist will succeed Dr. A. E. Harvey, 
who recently was named director of the 
VA’s Murfreesboro, Tenn., hospital. 


Dr. Frederick Elton Ash, chief psychologist 
of the Veterans Administration area medi- 
cal office in St. Paul, Minn., has been ap- 
pointed chief consulting psychologist in the 
psychology division, psychiatry, neurology 
and psychology service, VA Department of 


rl 


Medicine and Surgery, Washington, D. C. 
In his new post, he will supervise the 
‘psychology programs of the VA's nation- 
F wide hospital and outpatient clinic system 
T and the psychology training program which 
is carried out in collaboration with 61 uni- 
T versities, 
"y . . . 


Dr. Winfred Overholser has retired as 
F superintendent of Saint Elizabeths Hospi- 
~ tal, Washington, D. C., a post he has held 
for 25 years. His successor is Dr. Dale C. 
Cameron, formerly assistant superintendent 
of the Hospital. 

© Dr. Overholser has earned for himself a 
"national and international reputation as a 
foremost psychiatrist and administrator. 
"In 1954 the Department of Health, Educa- 
‘tion and Welfare honored him with its 
| Distinguished Service Award. He has also 
been called one of the fathers of the Alaska 
Mental Health Act. 
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Dr. Mathew Ross has resigned as medical 
| director of the American Psychiatric Asso- 
"ciation to accept a Fulbright scholarship. 
T Dr. Ross will spend a year studying psychi- 
" atric facilities and practices in the Nether- 
a lands. Dr. B. W. Hogan, formerly assistant 
fH Medical director of the APA, succeeded 
Dr. Ross. 


_ of Group Psychotherapy are J. L. Moreno, 
_ MD, U. S. A., president; S. H. Foulkes, 
M.D., Great Britain, first vice president; 
Serge Lebovici, M.D., France, second vice- 


) Netherlands, secretary. 
© _Fortyssix countries are represented in thie 


| Council, with a present total of 138 mem- 
bers. 5 


i A a te 
Frank ŒE. Proctor, president, Pı 
Counter Co., St. Louis, Mo., was 
president of the National Associa Bu. | 
Mental Health at the pI 
Annual Meeting held in St. Louis in No- 
vember, 1962. Mr. Proctor succeeds Fra- 
zier Cheston, Philadelphia, Pa. Hoy 
Arnold H. Maremont, Chicago, and 
Jesse L. Dickinson, South Bend, Ind., were 
re-elected first and second vice president 
respectively; Coryell McKinney, New 


leans, La., was elected secretary; Stuart Mo- 


‘a 


Carty, Ridgewood, N. J., treasurer. 

new regional vice presidents are Mrs, Wil- 
liam S. Hammersley, Woodstock, Conn., 
Region one; Carlyle Barton, Jr., Baltimore, 
Md., Region two; the Rev. Canon Frank 
V. H. Carthy, Indianapolis, Ind., Region i 
three; E. B. Morrison Ph.D., Sioux Falls, it 
S. D., Region four; and Allen H. Parker, 


TARN 


Ph.D., Anchorage, Alaska, Region five. 


REHABILITATION wik 
Seven newspapers with a circulation of 
about 90,000 in the Los Angeles, Calif., 
area are donating ads valued at $480 per 
month toward the employment of physi- 
cally and psychiatrically disabled vetera 
from the hospitals of the VA Center 
Los Angeles. ES N 
The program, known as “Project VET? j 
(Veterans Tested and Evaluated) is a | 
effort of the VA with the local offices 
California State Employment Service. 
Utilizing job placement techniques 
“difficult-to-place” recovering patients, ] 
ect BET was begun a year ago and has 
drawing an average of three inquiri 
month from potential employers. 
oe * à iy 
The number of half-way houses for recover- 
ing mental patients from Veterans Adminis- 
tration hospitals almost doubled during the 
past year. From 16 houses with 187 patients 
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from 13 hospitals in 1960, the number rose 
to 30 houses with nearly 300 patients from 
17 hospitals during 1961. 


+ + + 


The Veterans Administration has also re- 
ported that it gained the equivalent of eight 
500-bed hospitals, at no cost to the taxpayer, 
by use of foster homes and other special 
placement homes in the community last 
year. Through the agency’s Social Work 
Service, more than 4,000 VA hospital pa- 
tients, nearly all recovering from psychiatric 
illness, lived in foster homes, half-way 
houses and special placement homes other 
than their own during 1961. 


PERSONNEL AND TRAINING 


The National Association for Mental 
Health has received a grant from the Na- 
tional Institute of Mental Health for the 
production of a film to acquaint young 
people with mental health careers. The 
film will be designed for use in the class- 
room and at meetings of various youth 
groups. 

In order to provide opportunities for 
optimum use of the film, a print will be 
furnished free to each state to be placed 
on a permanent-loan basis in that film li- 
brary which is either maintained or selected 
by the state mental health authority for its 
films. 

* * * 

The Kentucky Mental Health Manpower 
Commission, the only one of its kind in 
the United States, will develop an over-all 
plan for increasing the number of personnel 
in mental health programs throughout the 
state. The Commission was established in 
July, 1962, and is supported by a $19,700 
contract with the National Institute of 
Mental Health. It is expected that the 
contract will be renewed annually for the 
next few years. 
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REPORTS, STUDIES, SURVEYS 


The National Association for Mental 
Health has received a contract from the 
National Institute of Mental Health to 
undertake a nationwide study of psychiatric 
aides. 

The purpose of the study is to obtain in- 
formation on the number and distribution 
of aides in state and county mental hospi- 
tals and a clear definition of their roles and 
functions. Out of this study will be de- 
veloped recommendations for the preserv- 
ice and inservice training of aides and the 
establishment of a basis for the general 
upgrading of this category of mental health 
worker, 

* * . 

A research report on early identification of 
behavior problem children and multiprob- 
lem families has been prepared by Paul T. 
Beisser and Phyllis P. Van Vleet, sponsored 
by the San Mateo County, Calif., Board of 
Education and financed by the Rosenberg 
Foundation, San Francisco. 

The results of the study seem to indicate 
that the classroom teacher, with the aid of 
a reliable Behavior Rating Scale, is able to 
identify a very significant proportion of 
young children whose school behavior re- 
flects families with problems. 


Suicide generally does not occur suddenly, 
without warning, Veterans Administration 
studies show, 

Dr. Edwin S. Shneidman and Dr. Norman 
L. Farberow of the Los Angeles VA center, 
who have made extensive studies of suicide, 
Say most persons who kill themselves give 
subtle clues to their intentions beforehand. 

They say one of the most common of the 
many misconceptions about suicide is that 
people who make threats of or unsuccessful 
attempts at it seldom actually kill them 
selves. On the contrary, such a threat oF 


attempt is a significant indication that the 
person may actually commit suicide the 
next time he is seriously disturbed, accord- 
ing to Drs. Shneidman and Farberow. 


CONFERENCES, MEETINGS, 
SEMINARS 


Recommendations for a broad-scale attack 
on mental illness were submitted to the 
American Medical Association’s First 
National Congress on Mental Illness and 
Health held in Chicago, Ill., in October, 
1962. 

The recommendations were formulated 
by some 2,000 physicians, lawyers, clergy- 
men, social workers and other professional 
and lay personnel who took part in the 
conference. The Conference, called by 
the AMA to implement its recently an- 
nounced mental health program, was held 
with the co-operation of the American 
Psychiatric Association and the National 
Association for Mental Health. 

The new AMA mental health program 
calls mental illness “the major problem 
facing the nation today” and calls on the 
medical profession “to assume leadership 
in the mental health field to work with 
Professional and lay groups in a sustained 
and co-ordinated effort to effect sound, 
workable mental health programs.” 

Included in the AMA’s program on 
mental health are specific statements of 
needs in the following problem areas: 


Children: The AMA urges physician partici- 
Pation in such services as children’s psychiatric 
Clinics, day care centers, psychiatric units in gen- 
eral hospitals and school counseling and guidance 
Services . . . and recognizes the need for ex- 
Pansion of facilities in these areas. 

Rehabilitation: The AMA supports rehabili- 
tation services integrated into hospital and all 
other community mental health programs. 

Legal problems: The AMA, in co-operation 
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with the legal profession, will work to foster a 
legal climate “more realistically attuned to the 
needs and rights of the mentally i." 

Hospital programs: The AMA believes that 
local hospitals should assume an appropriate and 
active role in providing integrated psychiatric 
services for the community . . . where adequate 
facilities do not exist, psychiatric units should 
be established within the general hospital to in- 
sure early and effective treatment for both adults 
and children. 

Personnel Problems: The AMA will work to 
meet the critical manpower shortage in the 
mental health field and will encourage the de- 
velopment of programs designed to attract more 
young people to careers in this field. 

Community Needs: The AMA realizes that most 
mental health needs should be met at the com- 
munity level . . . and will direct its entire pro- 
gran to this end. 

Education of the Public: The AMA will use 
the appropriate channels of public informaton to 
provide factual material to help overcome the 
public's “lack of understanding about mental 
illness.” 

Research: The AMA urges that pertinent re- 
search be given high priority in universities, hos- 
pitals and other appropriate facilities and urges 
the medical profession to recruit scientists for 
research in this field. 

Financing: The AMA supports multiple source 
financing for community mental health services 
and accepts the need to expand this financing as 
well as expenditures for state and federal hospi- 
tals. The AMA also supports the principle that 
voluntary prepaid health insurance programs 
should be expanded to cover the costs of mental 
illness. 


The AMA’s mental health program also 
spells out needs in these problem areas: 
the mentally retarded; juvenile delin- 
quency; the family; the aged; alcoholism; 
narcotic addiction; and education of the 
physician in mental health. 

The many recommendations formulated 
by AMA Congress participants called for 
action at the national, state and local level 
in all of these areas. 

Participants in a section on personnel 
and manpower called for the creation of a 
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Mental Health Manpower Commission, as 
an adjunct to the AMA Council on Men- 
tal Health. 

In the discussion on research it was 
pointed out that most hospitals are remote 
from medical and university centers, “a 
circumstance that should be altered by 
bringing medical and psychiatric investi- 
gators to the outlying institutions.” 

Civil rights of mental patients were 
given high priority in a session on legal 
aspects of mental health problems. The 
group recommended the admission of pa- 
tients to mental hospitals with the mini- 
mum of legal formalities and strongly ad- 
vocated voluntary admissions. 

A section dealing with psychopaths 
recommended that “ultimately, measures 
provide comprehensive psychiatric exami- 
nation and evaluation of all such persons 
who come before legal tribunals and ad- 
ministrative agencies. . . .” 

Recommendations on the establishment 
of a network of community mental health 
centers “to radically reduce the population 
of large, centralized mental institutions” 
emerged from several sections. 

Mental health steering committees are 
being set up by the individual state med- 
ical societies to implement the new AMA 
program at the state and local levels. These 
committees include representatives of the 
psychiatric profession, voluntary organiza- 
tions and of the medical society. 

A comprehensive report of the Congress 
will be produced by the AMA early in 
1963. 

* + * 

Dr. Edward R. Annis, president-elect of 
the American Medical Association, was the 
principal speaker at the 12th Annual Meet- 
ing and Mental Health Assembly of the 
National Association for Mental Health, 
held in St. Louis in November, 1962. Dr. 
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Annis described the steps the A 
taking to put into action its new men 
health program (see above). : 

“Programs in Action” was the over- 
theme of the three-day NAMH meeti 
The conferees concentrated on wo! 
out ways to translate the four major 
gram emphases of the Association in 
program activities. The four emphases 
clude: care and treatment for hospitaliz 
patients; rehabilitation and after 
treatment and services for mentally 
children; and community-based faciliti 


Nearly 100 clergymen, educators, social 
welfare workers and medical specialists 
labored for three days in Columbus, Ohio, 
in October, 1962, to lay the groundwork 
for a new church approach to alcoholis 
At the conclusion of the first-time semin 
on the churches and alcoholism, called I 
the National Council of Churches, dele- 
gates agreed that: i 

l. The laity should assume a majo 
pastoral care role in helping alcoholics and 
their families; 2. Core groups of concerned 
specialists in congregations—psychologis 
physicians, social workers, brought together 
by clinically trained pastors—might form 
the nucleus of such a local church ministry; _ 
3. Pastors and parishioners should join 
hands with Alcoholics Anonymous a 
kindred groups and agencies to form 
community-wide impact on the problem. 


+ * + 


A series of five regional leadership con- 
ferences, patterned after the Nation 
Leadership Conference on Action for Me: 
tal Health held in Washington, D. C., i 
March, 1962, were held throughout the 
United States during the fall of 1962. 
The purpose of the regional conferen 


was to stimulate the participants and the 
civic, service and governmental organiza- 
tions they represented to take informed 
and continuing action on behalf of pro- 
grams of co-operative action for mental 
health. Regional and state officers of the 
nation’s top civic and service organizations 
attended. 

The regional meetings promoted the use- 
ful application of the findings of the Joint 
Commission on Mental Illness and Health, 
developed better public understanding of 
mental illness and stimulated the co-opera- 
tion of community agencies in the im- 
proved care, treatment and rehabilitation 
of the mentally ill. 


A meeting of the Commission of Neuro- 
chemistry of the World Federation of 
Neurology was held in Göteborg, Sweden, 
in June, 1962. The central topic of the 
symposium was “Enzymic Activity of the 
Central Nervous System.” More than 200 
active members heard 80 papers, all of 
Which were followed by discussion. An- 
other symposium, to be held in 1965, will 
deal solely with the subject “Chemical 
Composition of the Nervous System: De- 
velopmental and Genetical Factors of Vari- 
ation.” It is anticipated that this sym- 
Posium will be held in Great Britain. 


The 20th Annual Meeting of the American 
Psychosomatic Society will be held at the 
Chalfonte-Haddon Hall in Atlantic City 
April 27 and 28, 1963. The Program Com- 
Mittee invites interested persons both to 
Hend the meeting and to submit abstracts 
e origi nal work for consideration for pres- 
entation. Abstracts should be submitted, 
B ct pies, as soon as possible to Julius 

Richmond, M.D., chairman, Program 
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E 
Committee, 265 Nassau Road, Roosevelt, — 
N. Y. EN 


PUBLIC INFORMATION 


The National Association for Mental — 
Health presented six media awards during — 
the Association’s 12th Annual Meeting held 
in St. Louis, Mo., in November, 1962. The — 
Pharos-Tribune, Logansport, Ind., received 
the National Mental Health Bell Award — 
given annually to a daily newspaper for 
outstanding and extensive coverage of 
mental health news. 
The New York World-Telegram-Sun and — 
staff writer Michael Mok received a special ” 
award for his series of articles, published 
in 1961, which brought to light conditions 
in several mental hospitals in New York 
City and stimulated much-needed changes 
in these facilities. i 
An award for a series of magazine articles 
on mental health went to the Saturday 
Evening Post and Steven M. Spencer, sci- 
ence editor. The series was titled “The Men- _ 
ningers of Kansas.” ; Ki 
Radio station WNEW, New York City, 
Lee Hanna, producer, and Earl Ubell, 
writer and co-producer, received an award 


for an outstanding local radio program. 


The award-winning program, titled “The 


New World of Psychiatry,” was a two-part N 


documentary. TEN 
Writer Roger O. Hirson received 


award for his television play “The First- 


Day,” telecast by the CBS television net- 
work. The play dramatized the story of a i 
patient’s search for acceptance 1n her com- 
munity on her return from a mental hos- 
pital. aA 
The NBC television network, Lou 
Hazam, producer, and Leonard. Engel, 
writer, received an award for the documen- 
tary “Breakthrough-Mental Illness.” 
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$143 MILLION VOTED FOR 
NIMH BUDGET 


Congress has voted $143,599,000 for the 
1963 budget of the National Institute of 
Mental Health, an increase of more than 
30 per cent over the total appropriated for 
1962. The appropriation for the current 
fiscal year includes $58,047,000 for research; 
$59,940,000 for fellowships; $49,423,000 for 
training; $10,950,000 for state control pro- 
grams; and $19,239,000 for direct opera- 
tions. 

Included in the $10,950,000 for state con- 
trol programs is an item of $4,200,000 to be 
specifically allocated to the states for the 
development of comprehensive mental 
health plans. 


REQUESTS 


The research library of the Institute of Ex- 
perimental Medicine and Surgery of the 
University of Montreal, Canada, has suf- 
fered extensive losses because of a recent 
fire. In attempting to rebuild the library, 
the staff would like to enlist the assistance 
of all MenTaL Hyciene readers and is ask- 
ing them to send all available reprints of 
their own work, especially those dealing 
with endocrinology and stress. 

At the same time, Library personnel wish 
to point out that their permanent mailing 
list was also destroyed; hence they will be 
able to send reprints of their own publica- 
tions only to those requesting them directly. 


A fourth revision of the Directory of 
Camps for the Handicapped, under the 
joint sponsorship of the American Academy 
- of Pediatrics, the American Camping Asso- 
ciation and the National Society for Crip- 
pled Children and Adults, is now underway. 
The sponsors are eager to secure the most 
up-to-date information on camps which 
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should be included. It would be exceedi 
helpful to those engaged in this project 
MenTAL Hycrene readers would send i 
formation on camps which accept child 
or adults with physical or mental han 
caps. All communications should be di- 
rected to: Mrs. Eveline E. Jacobs, Camping 
Adviser, National Society for Crippled 
Children and Adults, 2023 West Or 
Avenue, Chicago 12, Ill. ; 
ie 
GOVERNORS CALL FOR STATE 
MASTER PLANS FOR 
MENTAL HEALTH 


The recent Governor's Conference, held 
in Hershey, Pa., adopted a resolution, ins 
troduced by Governor Nelson Rockefeller 
of New York, calling for the development — 
of state master plans for mental health. 
The resolution specifies that “each state $ 
develop a comprehensive master plan for” 
coping with mental disability and pro- 
moting mental health that will mobilize 
state and local, private and voluntary re- 
sources, and stimulate greater commit 
initiative and provide a long-term basis for 
meeting this great human responsibility.” 


REPORT ON POLICE SEMINARS 


In a recent report on training seminars for 
police officers, Robert Turfboer, M.D., 
New Haven, Conn., states that his experi- 
ence in conducting 50 such seminars has 
convinced him that “a psychiatrist has 
much to contribute to the police.” 

The two-hour sessions on “How to Rec- 
ognize and Handle Abnormal Behavior” 
were held throughout Connecticut. Dr. a 
Turfboer states that he has had requests 
for the sessions even from tiny rural com- 
munities. “There may be only three reg- _ 
ular policemen,” he adds, “but in addition 
they bring in their auxiliary policemen | 


and women, the volunteer ambulance 
drivers and firemen.” 

Local chapters of the Connecticut divi- 
sion of the National Association for Mental 
Health pay Dr. Turfboer’s fee and make 
all the arrangements. 

The New Haven psychiatrist acknowl- 
edges that “policemen in seminars can be 
a tough bunch; some are prone to throw 
their weight around; a hostile and agres- 
sive attitude plus a touch of paranoid 
thinking are sometimes an asset in police 
work,” 

But, he adds, “I finally broke their re- 
sistance by using group therapy techniques 
and interpreted what they were trying to 
do: namely, to get me angry.” Yet, he 
emphasizes that very few groups were be- 
yond reach. “More commonly,” Dr, Turf- 
boer, says, “they have amazed me in terms 
J of how much they knew or wanted to 
know.” 

The success of the seminars—one of the 
larger towns in the state went on to sponsor 
a similar workshop for the entire force (in 
Seven groups)—indicates to Dr. Turfboer 
that “this means progress in this one spe- 
cial field of mental health education.” 


ARTICLES SCHEDULED FOR 
PUBLICATION IN FUTURE ISSUES 
OF MENTAL HYGIENE 


Emotional Interactions at a Family Court” by 
Grace Renee Ferguson. 

A series of Studies Describing the Frequency of 

Mental Disease Among Ethnic and National 


py in the United States by Benjamin Malz- 


Tg. 
; Significant Alterations of Self-Concept and De- 
ea During Training School Residence” 
4 a orman G, Tolman and Merle E. Smith. 
ables Affecting Mental Health Attitudes in a 
+ llege Sample” by Albert R. Marston and Ed- 
“Wi ard M. Levine. 
rag War? Were There Unconscious Causes 
ctlying the Suez Conflict and the ‘Summit’ 
Xeakdown?” by Pierre Lacombe. 
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“Interpersonal Relations and Mental Health in the 
Classroom” by David C. Epperson, Margaret B. 
Luszki and Richard A. Schmuck. $ 

“Psychiatric Rehabilitation in Israel” by Saul H.: 
Fisher. an 

“A Rehabilitation Center Program for Mental 
Patients” by Harold Chenven and Bernard ve 
Somers. i 

“Understanding Your Teenager” by Michael J. 
Pacella, 

“Significant Aspects of a helping Relationship” by 
G. T. Barrett-Lennard. R 

“The Issue of Normality in Clinical Child Psy- 
cology” by Alan O. Ross. 

“Roads to the Mental Hospital” by Essey Wolfrom, 
Lila L. Pang and Barbara M, Courtney. 

“The Motivation Hygiene Concept and Psycho- 
therapy” by Frederick Herzberg and Roy M. 
Hamlin. 

“The Role of the Mental Health Nurse in a Mental 
Health Public Health Setting” by Dorothy Boone 
and Bertram S. Brown. 

“Attitudes of Psychiatric Nurses and Aides toward 
Psychiatric Treatment and Hospitals” by Marvin 
Reznikoff. 

“The Middle-Class Professional and the Lower- 
Class Patient” by Kurt Haas. 

“The Etiology and Epidemiology of Mental Illness 
and Problems of Methodology: With Special Em- 
phasis on Schizophrenia” by Victor D. Sanua. 

“The Handling of Pathological and Institutionally 
Induced Psychotic Remnants in Socially Re- 
covered Schizophrenic Patients” by William N. 
Deane. 

“Problems and Directions for the Day Treatment 
Center” by Daniel N. Wiener. j 

“Three Concepts Related to Group Therapy and 
Group Therapy Training” by Donald R. Stieper. — 

“The Role of the Maternity Home Social Worker 
in the Prevention of Illegitimacy” by Ruth Pati- 
mer and Florence Startsman. mae AL 

“The Development of a Social Group by Soo 
phrenic Patients Within a Therapeutic Milieu 
by Captain Leslie J. Shellhase. Š 5 

“Historical Survey of Psychiatric Epidemiology in 
Asia” by Tsung-yi Lin. 

“The Volunteer Program and Community Rela- 
tions” by Wayne Anderson. © ; 
Barni the Eifetivenes of a Psychiatric Re- 
habilitation Program” by John H. Beard, Saul 
H. Fisher, Raymond B. Pitt and Victor Goertzel; 
“In Defense of their Families” by Helen E. Shimota 

and Judith Paulson. 
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“Social Support for Stereotypes of Mental Disorder” 
by Thomas J. Scheff. 

“The Child Guidance Clinic in the Community” 
by Elwyn M. Smolen. 

“A Trial to Adopt the Traditional Clinic of In- 
ternal Diseases for the Contemporary Treatment 
of Neurosis” by Julian Aleksandrowicz. 

“Urban Mental Health Services and Responsibili- 
ties of Mental Health Professionals” by William 
Ryan. 

“Factors Affecting the Adequacy of Patient Com- 
munity Adjustment Information Obtained from 
the Community” by David G. Berger, Charles 
E, Rice and L. G. Sewall, 

“The ‘Family’ as a Factor in the Rehabilitation of 
the Mentally Ill” by Celia Benney and Harris B. 
Peck. 

“The Pharmacy: Unique Setting for Rehabilitation 
of Mental Patients” by James F. McCourt and 
George Goldstein. 

“Mental Health—By the Finger of God” by the 
Rey. Seward Hiltner. 

“Some Problems in the Development of Co-opera- 
tion Between Mental Health and Community 
Welfare Programs” by Milton Wittman. 
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“The Homeless Man: A Psychological Enigma” by 
Boris M. Levinson. 

“Delinquency, Juvenile Courts and Chronic Unem- ” 
ployment” by Albert W. Silver. 

“On the Relationship Between Social Work, Re- 
ligion and Psychiatry” by Joseph H. Golner. 
“Some Reflections on Suicidal Tendencies Among 

College Students” by Leif J. Braaten. 

“Adaptive Patterns and Theoretical Implications 
of the Mother-Complex Housemother” by Morris 
Weinstein. 

“Child and Family Psychiatry Today: A New Look 
at Some Old Problems” by Nathan W. Ackerman, _ 

“Opportunities for School Psychologists in the Pri- 
mary Prevention of Mental Disorders in Children” 
by Gerald Caplan. 

“Prevocational Planning and Work Conditioning 
for Seriously Handicapped Ex-Mental Patients” — 
by Samuel Grob. 

“Employment After Psychiatric Hospitalization: An 
Orientation for Texas Employment Personnel” by — 
Philip G. Hanson, Paul Rothaus, Sidney E. Cleve- 
land, Dale L. Johnson and Daniel McCall. 

“Psychiatry in a Midwestern Metropolitan Com- 
munity” by Carl P. Malmquist. s 


a. AE 


s 


C ANITA K. BAHN, SCD. 
VIVIAN B. NORMAN, BS. 
} CATHERINE L. HENCH 
CAROL L, McCARTY, B.A. 
Ú MARY ANN RIPPY 


| The national growth in outpatient psychi- 
atric clinic services shown from 1954 to 
1959 (5,8) continued during the period 
1959 to 1961, according to data from the 
“co-operative reporting program of the Na- 
tional Institute of Mental Health and state 
mental health authorities. 
_ Outpatient psychiatric clinics, defined as 
“outpatient mental health service units 
“with a psychiatrist in attendance at regu- 
larly scheduled hours who takes the medical 
responsibility for all clinic patients” (7); 
increased considerably in number. The 
tate mental health authorities and the 
Veterans Administration identified 1,568 
“clinics as of April 30, 1961 (6) compared 
y a 1,429 in 1959, and 1,234 in 1954 (Table 


Clinic professional man-hours of service 
as of April 30 also increased substantially 
and exceeded growth in population. The 
atio of professional man-hours per week 
` per 100,000 population increased from 115 


Gains in outpatient psychiatric 


clinic services, 1961 


to 166—an average annual gain of about six 
per cent over the seven-year period since 
the initiation of nationwide reporting in 
1954 (1). 

Despite this progress, considerably more 
service is needed to achieve the goal of one 
full-time clinic for each 50,000 population 
or two per 100,000 population suggested by 
the Joint Commission on Mental Health (4). 

If we assume appropriate geographical 
and professional distribution of staff, and 
assume that a full-time clinic requires 140 _ 
staff man-hours per week (or four profes- 
sionals working 35 hours per week each), — 
this goal is only 60 per cent achieved in 
1961. At the present rate of 6 per cent gain 
per year, this objective could not be 
achieved until 1969. 


oa E aa 
Dr. Bahn is chief, and Miss Norman is statistician, 
Outpatient Studies Section, Biometrics Branch, Na- 
tional Institute of Mental Health, U. S. Public 
Health Service, Bethesda, Md. Mrs, Hench, Miss 
McCarty and Mrs. Rippy are on the statistical staff. 
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TABLE 1 


Change in number of outpatient psychiatric clinics and scheduled pro- 
fessional man-hours per week, United States, 1961, 1959 and 1954 


(As of April 30) 


Item 1961 


Number of clinics 


Professional man-hours 


Number $02,442 
Number per 100,000 population 166 
Psychiatrist 53 
Clinical psychologist 39 
Psychiatric social worker 62 
Other 12 


C.F 


DIFFERENCES BY PROFESSION 


Two of the three major professions—psy- 
chiatry and psychiatric social work—showed 
approximately the same growth in staff 
hours between 1959 and 1961 (13 and 15 
per cent respectively) (Table 1). 

The small increase (3 per cent) for 
clinical psychologists lowered somewhat the 
proportion of total clinic professional man- 
hours provided by this profession (from 26 
per cent to 24 per cent) (Table 2). In gen- 
eral, however, the relative contributions of 
the three major professions in terms of 
man-hours has remained unaltered. Psy- 
chiatric social workers still provide the 
largest proportion of total hours—37 per 
cent—and psychiatrists, next highest—32 
per cent. 

The total number of staff working full- 
time in clinics has increased from 2,958 in 
1954 to 4,614 in 1961 (Table 3). 

Changes in reported part-time staff are 
difficult to evaluate because professional 
persons may work part-time in more than 
one clinic. Hours contributed by regular 
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Percent — 
change 


Number 
1959 


265,084 
149 
47 
38 29 + 2.6 
54 43 +14.8 
10 8 +20.0 


part-time psychiatrists decreased from 37 
per cent of all psychiatrist hours in 1954 
to $1 per cent in 1961 (Table 4). 2 

On the other hand, hours of part-tim 
psychiatric social workers, now accountin 
for 14 per cent, have become a larger pi 
portion of total social work hours. Trainee 
continue to provide about one-fifth of 
man-hours of professional staff time. Fo 
psychiatry the proportion of hours repre: 
sented by trainees has been increasing ove 
the seven-year period and is now 32 pe 
cent. 

The hours presently available for each 
of the three professions suggest uneven 
handicaps to meet a hypothetical goal of 
one psychiatrist, one clinical psychologist 
and two psychiatric social workers (or one 
psychiatric social worker and one other pro- 
fessional person) per 50,000 population. 

Psychiatrist hours would need to be in- 
creased by a third; psychologist hours b 
80 per cent; and psychiatric social worker 
and other professional hours by 89 per cent, — 
for current population needs. However, 
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TABLE 3 


Number of professional staff reported in outpatient psychiatric clinic, i 
by type of employment and major professional category, i 
United States, 1961, 1959 and 19541 


Number of staff reported by type of employment 


Professional category Total 

Total 17,262 
Psychiatrist 7,602 
Clinical psychologist 3,449 
Psychiatric social worker 4,422 
Other 1,789 

Total 14,498 
Psychiatrist 6,460 
Clinical psychologist 3,023 
Psychiatric social worker 3,474 
Other 1,541 

Total 9,512 
Psychiatrist 4,136 
Clinical psychologist 2,053 
Psychiatric social worker 2,453 
Other 870 


1An unduplicated count of professional staff cannot be determined; staff may work part-time in mi 


than one clinic, 


2“Full-time” refers to a work week of 35 hours or more, 


if requirements were to be limited solely 
to regular staff (that is, excluding trainees) 
even further increases would be necessary, 
particularly for psychiatrists. 


GEOGRAPHIC DIFFERENCES 


Although gains were general throughout 
the country between 1959 and 1961 (Table 
2) losses in man-hours occurred in ten 
states. These losses may be attributed 
to decreases in reported staff (Arkansas, 
District of Columbia, Maine, Tennessee, 
Virginia, Washington), the exclusion in 
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Regular 
Full-time2 Part-time 
1961 b 
4,614 8,446 4, y 
919 4,591 2,092 
1,155 1,585 i 
2,237 1,533 
303 737 
1959 
4,009 6,902 3,587 
735 4,070 1,655 
1,125 1,334 
1,915 1,027 
234 471 
1954 
2,958 4,642 1,912 
533 2,750 
829 812 
1,423 613 
173 467 


1961 of facilities which no longer meet the Mi 
definition of outpatient psychiatric clinics 
(Alaska, Illinois and Wyoming) and the 
closing of clinics (Vermont). None of the 
ten states are among the five which had 
shown a decrease from 1954 to 1959. 
Forty-one states improved in number 
man-hours per 100,000 population in 
dition to Puerto Rico, which had the greal 
est relative gain. In conterminous Uni 
States, the greatest relative gain was in 
North Central region. The South showed 
the least relative growth between 1959 and 
1961, in contrast to the earlier five- ear 


period when this region had the greatest 
relative growth. 

The median state ratio of man-hours per 
100,000 population increased from 88 in 
1959 to 111 in 1961. The states continue 
to differ widely, however, in the amount of 
clinic service available (Table 5). 

District of Columbia still ranks first in 
the man-hour population ratio. Only five 
other states have clinic professional man- 
hours equivalent to two full-time clinics 
(280 man-hours) per 100,000 population. 

An additional 11 states have enough 
man-hours to staff the equivalent of one 
full-time clinic per 100,000 population. 
States with fewer services are widely scat- 
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tered across the country; however, many 
are in the South. The Northeast continued 
to have more than twice the number of 
man-hours of service available per 100,000 
population than any other region (Table 2). _ 
The distribution of man-hours by the 
various professions still differs considerably 
among states (Table 2). However, both 
this and other interstate comparisons, such 
as man-hours per 100,000 population, do 
not take into account that resources Te- 
ported are not always available throughout 
the state and frequently clinics serve popu- 
lation across state lines. For example, many 
District of Columbia facilities offer services 
to the entire Washington, D. C., metro- 


TABLE 4 


Scheduled professional man-hours per week in outpatient psychiatric 
clinics, by type of employment for each major professional 
ategory, United States, 1961, 1959 and 1954 


x 
Percentage distribution by type of employment 
NE ee 
Total number of Regular 
professional man-hours —— k 
Professional category scheduled per week Full-time1 Part-time Trainee 
1961 
Total 302,442 58.6 21.8 19.6 
Psychiatrist 96,120 37.3 31.0 n y 
Clinical psychologist 71,225 62.4 21.1 ee ; 
Psychiatric social worker 112,776 75.7 13.6 7 
Other 22,321 52.2 25.7 2. 
1959 
poa 265,084 58.7 2.1 19.2 
Psychiatrist 83,142 35.0 34.6 ae 
Clinical psychologist 67,794 64.1 21.3 Hs 3 
Psychiatric social worker 96,182 76.9 11.9 on 
inet 17,966 50.8 21.9 ; 
1954 tie 
Total 187,589 1.6 20.9 = 5 
Psychiatrist 56,945 37.2 aa ae 
Clinical psychologist 47,467 67.3 x r$ 5 tits 
Psychiatric social worker 70,788 78.6 p i 
Other 12,389 54.3 30. 5 


1“Full-time” refers to a work week of 35 hours or more. 


TABLE 5 


Rank order of states according to number of scheduled professional 
man-hours per week per 100,000 population, outpatient 
psychiatric clinics, 1961 


Number 

man-hours 

per 100,000 

Rank State population 

ee 
1 District of Columbia 602 g 

2 New York 401 
3 Massachusetts 387 
4 Connecticut 292 
5 Kansas 284 
6 Hawaii 282 
7 Rhode Island 271 
8 Colorado 270 
9 Pennsylvania 212 
10 Maryland 188 
ll Ohio 171 
12 Illinois 170 
13 California 165 
l4 New Hampshire 163 
15 New Jersey 159 
16 Missouri 153 
17 Delaware 149 
18 Iowa 139 
19 Michigan 131 
20 Utah 131 
21 Florida 130 
22 Louisiana 127 
23 Nevada 122 
24 Wisconsin 118 
25 Minnesota 117 


Number 

man-hours 

per 100,000 

Rank State population 

aI 
27 Virginia 110 
28 Indiana 98 
29 Vermont 94 
30 Nebraska 89 
31 Oregon 89 
32 North Carolina 84 
33 South Dakota 73 
34 Tennessee 71 
85 Washington 66 
36 Arizona 63 
387 Georgia 6l 
38 Texas 60 
39 Oklahoma 60 
40 Montana 49 
41 Alabama 46 
42 West Virginia 44 
43 Kentucky 4l 
44 Arkansas 40 
45 North Dakota 36 
46 South Carolina 35 
47 Alaska 34 
48 New Mexico 26 
49 Idaho 25 
50 Mississippi 24 
51 Maine 21 


26 Puerto Rico 52 Wyoming 4 


politan area, including Maryland and 
Virginia. Analysis of clinic resources by 
locality in relation to the 1960 Census of 
the Population is being made. 


PATIENTS UNDER CARE 

Expansion in clinic services is reflected in 
the increased number of patients served. 
An estimated 665,000 patients were served 
by the 1,589 clinics active during the 
1961 fiscal year, compared with 502,000 
in 1959 (9) and 379,000 in 1955 (2). The 
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number of patients increased at a faster 
rate, however, than did hours of services. 
From 1959 to 1961, there was an average 
annual gain of 14 per cent in number of 
patients per 100,000 population, as com- 
pared with the average annual gain of six 
per cent in clinic man-hours per 100,000 
population. The number of patients per 
100,000 population is now 366. 

Table 6 shows the components of the 
increase in patients between 1959 and 1961. 
Changes since 1955 are excluded, since the 


1955 estimate is based on data for only 40 
per cent of the identified clinics, compared 
with 77 per cent in 1959 and 82 per cent in 
1961. 

Each age-sex group benefited from the 
growth in available outpatient psychiatric 
clinic resources, but the greatest relative 
increase was in the number of adult pa- 
tients. The increase was greater for adult 
females than for adult males, resulting in 
marked changes in the age-sex curves for 
patients under care per 100,00 population 
(Figure 1). 


TABLE 6 
Change in estimated number of patients under care during the year in 
outpatient psychiatric clinics, United States, 1961 and 1959 


Number 
bo ee ad il Hig aie ree 


1961 


' Age group Total Male Female 


_ Estimated number (in 
thousands) of patients 


under care during year: 
Total 665 382 283 
Under 18 years 241 160 8 
Under 10 years “7 65 32 
10-17 years 144 95 49 
18 years and over 424 222 202, 
18-4 years 325 167 156 
45-64 years 87 48 39 
65 years and over 14 7 7 
__ Estimated number of 
patients per 100,000 
population: 
Total 366 427 307 
_ Under 18 years 369 483 252 
Under 10 years 24 324 162 
10-17 years 562 728 391 
18 years and over 365 395 386 
1844 years 510 5359 482 
45-64 years 241 273 21 


65 years and over 81 


Gains in o 


——— 


Total Male Female 


The number under are per 10 
population is now greater for young 
than for young men and the dedi: 
age curve in late adolescence is 
served only for males, This di 
is, in part, due to the fact that the 
Administration clinics have not e: 


typically serve more women than 
increased considerably. Laas 

The number of patients 65 years and over 
has increased substantially. However, the — 
aged still represent only two per cent OF e 


1959 


a388 Rell 


493 


376 


Estimated number of patients under care during the year in 
outpatient psychiatric clinics per 100,000 population, 


NUMBER OF PATIENTS PER 100,000 POPULATION 


0 10 2 30 
YEARS OF AGE 


Psychiatric disorder 


Total 
Brain syndromes 
Mental deficiency 
Psychotic disorders 
Psychophysiologic, autono- 
mic and visceral disorders 
Psychoneurotic disorders 
Personality disorders 
Transient situational 
personality disorders 
Without mental disorder 
Undiagnosed 
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FIGURE 1 


United States, 1961 and 1959 


1961 


40 


50 


60 


70 


TABLE 7 


Estimated number of patients under care during the year in all out- 
patient psychiatric clinics, by major age group and by major 
psychiatric disorder, United States, 1961 and 1959 


0 


10 


Number (in thousands) 
1961 1959 

18 18 

Total Under years Total Under years 
all 18 and all 18 and 
ages years over ages years over 
665 24 42t 502 208 294 
29 13 16 22 IL ll 

26 20 6 26 22 4 

109 9 100 75 7 68 
10 1 9 10 1 9 

120 18 102 87 14 73 
135 36 99 94 29 65 
79 64 15 63 53 10 

15 9 6 12 7 5 

142 71 7 113 64 49 


20 30 


1959 


Male 
—--— Female 


40 50 60 
YEARS OF AGE 


Per cent change 
1959 to 1961 


18 
Total Under years 
all 18 and 
ages years over 


325 415.9 4442 
+31.8 418.2 445.5 

0 —9.1 450.0 
445.8 428.6 447.1 


0 0 0 
+37.9 428.6 -+39.7 
+43.6 +24.1 452.3 


+25.4 420.8 +50.0 
+25.0 428.6 +20.0 
+25.7 410.9 444.9 


the clinic population. Along with the very 
young, the aged have the lowest number 
of patients per 100,000 population. 
Table 7 shows the estimated number of 
patients under care by psychiatric disorder; 
this information is based on Table 6 and 
data available on diagnoses for terminated 
patients. The proportion of all patients 
reported without a diagnosis continues to 
be high—29 per cent for children, 17 per 
cent for adults. The number of adult pa- 
tients reported with a diagnosis of mental 
deficiency has increased, while the number 
of child patients diagnosed with this dis- 
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order has declined from an estimated 22,000 
to 20,000. This may reflect, in part, the 
recent development of other resources for 
the mentally retarded child such as the 
special clinics sponsored by the Childrens 
Bureau (3, 10). 

Another important trend is the increase 
each year in the proportion of adult clinic 
patients with a diagnosis of psychotic dis- 
order (Figure 2). 

The trend toward community care of 
patients with the more severe mental ill- 
nesses may be studied further in 1963 when 
it is planned that special collection of data 


FIGURE 2 


Per cent of patients with psychotic disorders in each age group for 
whom services were terminated, outpatient psychiatric clinics, 
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will focus on adult patients with psychotic 
disorders and on child patients with mental 
deficiency. 

Detailed tables on clinic staff and pa- 
tients, by state, are available upon request. 
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ALFRED PAUL BAY, M.D. 


A time for action 


When we address ourselves to the question 
of a mental health program for the future, 
our course of action may be unclear un- 
less we also look back on the events of the 
past which brought us to the point where 
we are. Our present attainments, as well 
as our present needs and deficiencies, 
are the products of our actions in the years 
past. 

I have had the unusual opportunity over 
the past 25 years of visiting institutions and 
observing mental health programs through- 
out the United States—from coast to coast, 
from north to south—and the most im- 
Pressive thing to me is the unevenness of 
the quality of care which exists across the 
country and from program to program in 
1962. 

I have seen general hospitals, day hos- 
pitals, night hospitals, intensive treatment 
centers, rehabilitation centers, guidance 
centers, patient clinics, nursing homes, 


foster home programs, and the like. Ihave 
talked with patients and with staff, with 
administrators, with relatives, and with the 
public, and I am going to make the cate- 
gorical statement that the level of care 
provided the clients of these facilities across 
our land is, in at least 80 per cent of cases, 
a disgrace when considered in the light of 
our present knowledge of the origin and 
treatment of mental illness—even when 
one considers how inadequate that knowl- 
edge may be. j 

The yardstick for evaluation is neither 
very sophisticated nor very complex. It is 
simply that a good program is one which 
ee ie eee 
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brings help to the person who needs it when 
he needs it. Lest such a general criterion 
lead us too far afield, let me add that my 
concern is not about the plight of the rea- 
sonably well-adjusted person—he who per- 
haps might achieve a little higher level of 
happiness or fullfillment. For my purpose 
of program evaluation, I am willing to 
limit my definition of those who need help 
to the substantially mentally ill—the neuro- 
tic and the psychotic whose illnesses are of 
such proportions as to inferfere materially 
with their effectiveness as social units. 

I do not intend to dwell upon program 
inadequacies here, since I feel that it is more 
important for us to consider causes, but to 
emphasize my point I want to mention 
just a few instances: 

The instance, for example, of one of the 
finest—as far as reputation is concerned— 
mental hospitals in the country, where today 
there is an entire ward of elderly men who 
are confined in a basement room; the only 
way they can see out is to stand up, not on 
the seats, but on the backs of chairs, to look 
out the little windows at the top of the 
room. This in 1962! Or, in one of our 
northern states, which enjoys one of the 
highest average per capita incomes, I re- 
cently visited a hospital where there was a 
ward full of idle patients. I talked to the 
aide on the ward and asked her why the pa- 
tients were not outdoors. It was a day with 
brilliant sunshine and wild birds flying 
overhead. She said, “If the weather turns 
out nice, we may get them outdoors.” 
Since it was then about three o’clock in the 
afternoon, I do not know what they were 
waiting for! 

Or, consider the situation in one of our 
western institutions. This anecdote might 

amuse you, if it were not for what was im- 
plied in terms of patient care. I talked to 
to an aide and asked her about the ad- 
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mission routine that was carried out on ne n 
patients, and she said, “Well, we take them 
in and we take off all their clothes and we 
put them to bed and we give them 
enema.” 4 
I said, “Why on earth do you do thai 
“Well,” she said, “we have always done it 
So I said, “Well, could you think 
a possible reason for it? Maybe, na 
someone who doesn’t need an enema.” 
said, “Oh, maybe some of them don’t need” 
it, but some of them do, and as for those 
who don’t it won’t do them any harm.” 
So I said, “Well it seems to me that 
might do some of them some harm.” Then 
she looked at me in exasperation and said, 
“Well, you know sometime these patients 
who come in, they hide things in thei 
rectum—things like jewelry.” So I said, 
“Well, how long have you worked here?” 
“Oh, about 10 years.” “What have you 
found so far? She said, “Well, nothing” 
yet.” But apparently she is still waiting. 
Or, from one of our southern states, this — 
very pathetic letter. We get many letters” 
like this in Kansas because of people 
who have read about us in the Saturda 
Evening Post, or elsewhere; they want to 
know if they could send a relative to us for 
care. A sister writes: ; 


“I have a brother 25 years old. His name is” 
Armand; he has had two years of college, and — 
spent some time in the Army. He was admitted — 
to our state hospital in 1958, two months after — 
being discharged from the Army. He was out of — 
the hospital once for a short period. He is now 
again in the hospital, being admitted four months 


“When he was last admitted, I had a long talk 
with the psychologist at the hospital, and after 
reading Armand’s record, the psychologist told us 
that we must face the fact that he would prob- 
ably not ever get well. 

“Doctor, I have to say this: The doctors at our 
state hospital will not answer our letters and by 
talking to Armand I learn that he is only be- 


ing given medication and spends all his time 
wandering around the hospital aimlessly. At 
this rate I can’t see any hope for him. 

“We visit Armand often and we cannot see 
any sign of improvement. He is still young and 
seems very healthy physically. He is an intelligent 
young man, and it is very hard for people that 
are not close to him to know that he is mentally 
ill. He hides it remarkably, which is probably 
bad. A private psychiatrist who saw him, re- 
ferred to him as a schizophrenic. 

“Armand has his mother, father, two brothers 
and myself, Doctor, we cannot possibly give up. 
Armand’s father is a baker, making a small sal- 
ary. Armand has no income of any kind at this 
time. We are working on a pension for him but 
do not know anything definite. During the times 
he is not in the hospital, he has held jobs and he 
has gone to school as long as he could. He has 
not been in the hospital long enough at any time 
to go through the red tape with the government.” 


What can one say to a letter like that 
when one knows that this man probably 
could be made well, and one also knows 
that he probably will not get well? 

This is the level of care in 1962! 

One may wonder why in the face of vast 
and accumulative literature on individual 
and group dynamics, on adjunctive thera- 
pies, on pharmacological therapy, Or OT 
ganization and administration, and on 
every other conceivable subject, why one 
does not see the principles and methods as 
they are stated and developed in the litera- 
ture applied in the agencies that are serving 
the patients. 

One wonders why the countless periodic 
conferences of learned societies or of well- 
intentioned voluntary agencies such as 
this one seem so unsuccessful in bringing 
about a uniformly higher level of service 
across the country. 

One wonders why thousands of surveys 
of states, of agencies and of institutions and 
their resulting recommendations and find- 
ings are productive of so little change. It is 
usually contended that lack of professional 
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manpower and lack of money are two 
of the conditions which lie at the founda- 
tion of all our difficulties. I would like to 
suggest at least three alternative reasons 
for program failure which to my mind are 
often more important than either of these 
two. 

I am convinced that one of the most 
fundamental obstacles which faces any 
service agency is the lack of universally 
accepted goals or program objectives. We 
sometimes scoff at those who plead for 
better definition of organizational goals as 
being theorists, but, as a matter of fact, such 
goals are of much practical importance, 

Let me draw a parallel. We are aware 
of how unconscious motivation and un- 
recognized and unformulated needs may 
be important and often decisive in deter- 
mining the behavior of individuals. We 
are aware, too, of the subtle way in which 
these influences may operate. The hidden 
goals of organizations are even more subtle 
and complex and equally important. Be- 
hind the stated purpose of a mental health 
facility to return patients to society, there 
are countless other equally legitimate goals 
of the individuals who comprise the organ- 
ization, such as financial rewards or the 
salary they receive, the status gained by 
the positions they occupy, the satisfactions 
of the exercise of professional skill, or the 
enjoyment of professional growth. 

It is important, however, that each in- 
dividual see his contribution as being a 
part of the total goal of the institution and 
not an end in itself. The organization, 
moreover, never exists in a vacuum, In the 
case of a public agency its purposes are 1n- 
extricably wound up with the purposes of 
many other agencies and individuals— 
purchasing agents, personnel divisions, bud- 
get bureaus, legislators, governors, boards 
of control, and the public. This, inci- 
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dentally, is as true for private as it is for 
public agencies, ` : 

While each of these May agree to some 
broad and nebulous notion of service to 
the mentally ill patient, their actual under- 
Standing of the degree to which a state 
should commit itself to supply such service 
may vary widely. While all may agree on 
the general objective that we shall supply 
service to mentally ill patients, each one 
has his own unspoken, qualifying reserya- 
tion as part of this goal. 

In the case of the professional worker 
the reservation may read something like 
this: To the full extent that our present 
scientific knowledge makes it Possible for 
In the case 
of the public, however, the Teservation may 
read instead: To the extent that the cost 
of such services will not increase the present 
tax base. In the case of a budget director, 
the reservation may read: To the extent 
that the appropriations for mental health 
will not encroach on the money required 


Superficially, there appears to be agreement 
upon objectives, but lack of explicit com- 


mitments and the existence of unspoken 


and unrecognized reservations makes Prog- 
ress impossible, and so Service to patients 
remains indifferent in quality, in Spite of 
Protestations of interest and good faith by 
those who should be concerned, 
Well-meaning and Sympathetic friends 
of mental health often beat the drum or 
ring the bell for better care or improved 
levels of service. Better than what? Better 
than yesterday? Better than today? How 


tients to be fed a “ 
tionally adequate diet” necessary to keep 
body and soul attached to each other, or 
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meals which reflect the succession of the 
Seasons in this the best-fed country in the 
world? Do you want an outpatient to re- 
ceive emotional first-aid or “psychological 
splinting” or a resolution of his conflicts, 
so that the likelihood of a relapse is re- 
duced? Until it has been made clear just 
what you and I mean when we say “better,” 
we shall doubtless have to settle for “just-a- 
little better.” We need to be explicit both 
in our description of what modern knowl- 
edge makes possible and in our declaration 
of what we expect, 

A second reason why programs fail occurs 


with elaborate 
staffing patterns in one hand, and a port- 
folio of fringe benefits to be used as induce- 
ments in the other, are doomed to disap- 
pointment. Even hard-headed Management 
this approach. 


p are too uent] 

stifled by a complex system of PAu Gov. 
of directors, directors of de- 
Partments, Consultants—all want to have a 
hand in deciding not only what is to be 
done, but how it is to be done, and as a 


lt those on the firing line seldom have 
1 expectations or responsibilities to live 
to. The result is that services generally. 
k distinctiveness as well as distinction, 
d the level of help provided is uni- 
mly mediocre. 

‘Across these United States only half a 
zen programs come to my mind which 
ect the image of outstanding personal 
dership. Yet, I believe that this type of 
adership exists much more commonly than 
e suspect and that it can be evoked. 

I shall draw another parallel from clini- 
l experience. I believe that what we 
und out a long time ago about patient 
havior is equally valid for most other 
dividuals; that is, they have a way of 
ving up to our expectations of them. Un- 
rtunately, running most of our institu- 
ions and programs has come to be pretty 
uch like driving a car in heavy traffic. It 
ooks much more difficult than it really is 
ecause there is nowhere that one can really 
O to get too far out of line. It is largely 
matter of staying in your own lane and 


I am confident that startling progress 
‘ould be made if more men were given the 
Opportunity to do the things they wanted 
to do in the way they want to do them and 
were held accountable, not for methods, but 
for results. Those who are lucky enough 
to buy a clinical director for $20,000 a year 
seldom get $20,000 worth of initiative out 
of him. 

The third notion that I would like to sug- 
est to you as a contributing cause of our 
failure to supply help and hope to those 
who badly need it—a cause which is by 
no means self-evident—is our present dis- 
traction with fashionable ideas. Let me 
rapidly list just a few of these for you and 
you will know what I mean. For instance, 
the open door, the day hospital, clinic care 


Time for action 
BAY 


as opposed to hospital care, remotivation, 
the section plan—or, as you now hear it 
sometimes, the unit plan—sociotherapy as 
opposed to psychotherapy, the therapeutic 
community, a hospital industries program, 
family care, et cetera, ad infinitum. 

As long as you can point to the existence 
of two or three of these notions in your own 
facility, you can claim to be up-to-date, and 
if the public clamor for results becomes too 
loud, you can always espouse one or two 
more of these ideas with assurance of gen- 
eral approval. č q 

My opinion is that most of these concepts 
provide a convenient ideological curtain 
which provides a cover for lack of thought 
and lack of plain hard work. Take the 
concept of the open door, for example. To 
what does such a door open? Certainly it 
is no consolation to the patient if the door 
opens only to expose him to the jibes and 
rejection of an unaccepting community or 
to the threat of facing the same family and 
friends who contributed to his breakdown. 
It is no help to the patient nor to the public 
understanding of his problem, if it exhibits 
a patient with bizarre behavior to the pub- 
lic at a time when the patient's own lack of 
judgment or lack of control needs to be 
supplemented with other judgments and 
controls. 

There are sights and sounds even within 
our own households on which we have the 
good judgment and occasionally the pity 
or mercy to close the door, and our patients 
deserve no less discrimination in the degree 
of privacy we provide for them than that 
which we exercise in our own behalf. 

Or, take the concept of the day hospital, 
which many mistakingly believe to be a 
place. It is, of course, not a place at all, 
but rather a time schedule, or, perhaps even 
better, an attitude. The idea that a patient 
might not need to employ all the services 
of the hospital, but might profitably enjoy 
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a few of them for part of each day is cer- 
tainly not a new idea. Yet I know of cases 
today where the establishment of such ar- 
rangements is being postponed until the 
appropriate building with the appropriate 
name is supplied in which to carry it out. 
The whole question of whether a patient 
should be in the hospital or out of hos- 
pital or in day hospital or in clinic is as 
old-fashioned and as useless as a Kraepe- 
linian diagnostic label. It is what we do 
with him, to him, and for him that is of 
consequence. Where and when this takes 
place is usually a matter of convenience 
(and usually our convenience and not the 
patient’s). 
I would like to digress just for a moment 
to tell you a little story which was written 
_by a patient who seems to have more grasp 
of the importance of concepts than many of 
the people who are concerned about the 
establishment of day hospitals, This pa- 
tient was writing to tell me how to treat 
certain kinds of mental illness; 


“Has the reader ever had a little boy with a 
tiger in his closet? Do we tell the child that there 
is no tiger in the closet, that his contention is 
Tidiculous, to get to sleep? Of course not, because 
if we do we leave him with two fears instead of 
one, for whereas at first he had only the fear of 
the tiger, now he has the added fear that, maybe, 
when he has more trouble than he can handle 
alone, no one will help him. 

“So if we are wise we set about energetically to 
get rid of the beast. ‘A tiger in your closet?’ 
we echo in surprise—but not disbelief because 
although it is a bit unusual to discover tigers in 
closets, especially in apartment houses, it is after 
all not outside the realm of Possibility—and we 
add with a tone of authority and an air of im- 
portance, “We will have to see about that.’ So we 
grab a broom or something to use as a weapon 
and while our son runs for his water pistol, we 
call the other children, ‘Kids, Johnny has got a 
tiger in his closet!” Then everyone leans against 
the closet door while we open it, just a crack, 
after which we slam it shut real quickly, jumping 
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back with screams of delightful terror and go 
through the motions of locking the door. 

“Well, we declare to four little pairs of brown 
eyes, ‘I guess we will have to call up the zoo and 
see if they are missing a tiger. Where is the 
telephone? I want to speak to the zoo, please. Is 
this the zoo? My little boy has a tiger in his 
closet, are you missing a tiger? What? Oh, of 
course, I will wait.’ (Aside to the children, ‘He 
says, Wait while he goes and counts his tigers’.) 
“What—a purple stripe down his back? Why I 
don’t know. Will you hold the line a moment 
while we go and see?’ 

“Turning to the children, ‘The zoo is missing 
a tiger with a purple stripe down his back, and if 
this tiger has a purple stripe down its back it 
belongs to the zoo, because it is the only tiger in 
the world with a purple stripe down its back. 
Where is the flashlight, it is too dark to see in 
the closet? Here it is,’ 

“And then more of carefully opening the door, 
shining the flashlight while everyone takes a 
peek, “Does that look like a purple stripe down 
his back to you, kids?’ 

“By this time the children are beginning to 
exchange anxious glances in regard to the sanity 
of their mother, and this is a good sign—the best 
sign in the world—and at this juncture one of 
them is bound to query, “Mama, do you really 
see the tiger in the closet?’ 

“Whereupon, we are obliged to admit regret- 
fully and reluctantly that we don’t see a tiger, but 
that after all this isn’t the kind of a tiger one 
has to see, but the kind of tiger one has to get 
tid of. And so we continue our little play and 
the next day they Play ‘tiger in the closet,’ and 
the next evening they rope us into the act again, 
and what might have turned into an aimless fear 
becomes a happy little game.” 


So it is with our day hospitals. This is 
not the kind of hospital that one sees or 
stubs his foot against. This is the kind of 
hospital that one carries out. 

One of the latest enthusiasms is the so- 
called section-plan, an organization of hos- 
pitals. Now I must confess that I feel the 
section plan is a very useful arrangement, 
since we were the first to use it. It was in- 
troduced into the Topeka State Hospital 
long before I arrived there by Dr. Karl Men- 


ninger. Before it was introduced, how- 
ever, he took the trouble to record precisely 
what he expected such an arrangement to 
do for the patient. His document is a 
lengthy one and it enumerates many things 
Which are important for patient care, which 
can more easily be carried out in our set- 
ting with this arrangement than with an 
‘other. 
For us, the plan has proved most useful. 
T would be the first to assert, however, that 
“all the arrangements which it makes possi- 
ble can also be accomplished by other de- 
Vices, and I would hesitate to say which 
arrangement is the better for someone else. 
_ Inshort, I feel that the objectives and the 
Capacities of those who are to carry out 
‘those objectives should determine the organ- 
izational plan and not vice verse. The 
Point of all this is very simply that I feel 
We are suffering from a plethora of ideas, 
“all of which have some basis in experience, 
and all of which have some intrinsic use- 
fulness, but which together provide a ter- 
Tibly convenient excuse for not getting 
down to the business of considering each 
Patient’s individual problem and spelling 
Out the therapeutic arrangement necessary 
to provide a remedy for it. 
We are like modern children, who weary 
Of one realistic, mechanical toy after an- 
~ Other. We have forgotten how to play in 
the excitement of tossing one aside to pick 
“up the next. Occasionally, one of us, thrown 
back upon his own resources, discovers that 
À he can fly just as high and have more fun 
doing it in an airplane made out of pack- 
ing crates than he can in the elaborate toy 
| bought in a department store. In fact, the 
Speed of the machine born of our own 
‘Magination usually exceeds that of the one 
Made to some manufacturer's specifications. 
Now what must we do? We have had 
Much good advice before, but many of the 
Seeds have fallen on stony ground. We 
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have available to us at the present time two 
most valuable documents. One of these 
is the Report of the Joint Commission on 
Mental Illness and Health, the other is the 


k 


Program of the Council on Mental Health 


of the American Medical Association. 
There is enough good advice in these two 
documents to occupy most of us for the rest 


of our lifetime. But neither one of them 


was written to be swallowed at a draft, like 
a dose of salts. They constitute a catalogue. 
of remedies, and not a prescription for 
what ails us, Like a catalogue, the items 
listed range in effects from mild to strenu- 
ous, and some of them are poisonous. They 
are useful to us only when applied with 
discretion and sound judgment. 
relief of mental illness as a social phe- 


In the 


nomenon, not everyone can play the doctor. 


Each type of agency has its own specific 
and most useful kind of function to pet- 


form. To begin with, service, in its various: 


aspects of patient care, education and re- 
search has come to be very big business, 
indeed. Most people have some notion of 
the tremendous cost of the operation of 
public clinics and hospitals; fewer people 
are aware of the extent to which so-called 
private care is either paid for or subsidized 
by public funds. 


In the type of illness which often affects 


the wage-earning capacity of the afflicted 
person and of which the diagnosis and treat- 
ment usually relies on the collaborative ef- 
fort of a large number of specialists, the cost 
of effective care is usually beyond the per- 
sonal means of all except the affluent, Vol- 
untary agencies are not apt to make any 
substantial contribution to this phase of 
the battle. This is the area in which the 
public agency must carry the major share of 
the burden. 

In research, too, there are very definite 
limits as to what can be done with small 
amounts of money. We are beyond the 
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test-tube stage of experiment in most of 
our research, and long-term studies in which 
a variety of disciplines collaborate are very 
expensive. Here, too, the need is more 
likely to be met by the substantial sums 
yielded by taxes rather than contributions 
and private endowments. Nevertheless, in 
the area of research there is still need for 
small sums of money—particularly small 
sums with great freedom and flexibility as 
to their use—as seed money, to stimulate 
interest and to promote browsing research, 
which will ultimately lead to more elab- 
orate, more costly and more controlled 
studies. 

Another type of agency, the professional 
association, such as the American Psychi- 
atric Association, the American Medical 
Association, or the American Hospital Asso- 
ciation, has its own specific contribution 
to make. Providing as it does a kind of 
pure culture or distillate of professional 
competence, it is uniquely qualified to sit 
in judgment upon the quality of service 
rendered, or to provide a sort of superego, 
as it were, for the public agencies. It is 
the duty of such organizations to provide 
technical advice and standards wherever 
these are needed. 

There is a third vital function, however, 
which neither of the kinds of agencies pre- 
viously described can carry out either for 
themselves or for each other. They cannot 
convincingly influence the public conscience 
about the type of care that the mentally ill 
are receiving. They cannot effectively cre- 
ate a public appetite even for that better 
quality of care which is possible at our 
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present state of knowledge. This is the 
special task which the voluntary agency can 
do better than any other. Composed as 
it is of individuals whose only common in- 
terest is the plight of the bereft, whose only 
common purpose is the mitigation of men- 
tal suffering, whose only compensation is 
the unnegotiable coin of self-satisfaction, its 
motives must necessarily be free of any ac- 
cusation of desire for personal, financial or 
political advantage. 

No program, private or public, can ever 
be, for very long, much better than the 
public which pays for it wants it to be. 
We will never have programs of service of 
enduring high quality until the public is 
educated to understand the mentally ill 
and the nature of their affliction and until 
they decide what they want to have done 
for them. For this task of public education 
and of public exhortation, we rely most 
heavily upon you. No better opportunity 
ever existed than does today to get forward 
with our program. We need only to be a 
little less vague about what it is we are try- 
ing to do. Let us be a little more precise 
about our objectives. 

Next, let us back some of the really fine 
men that we have working in the field to- 
day. Let us expect more of them, and then 
let us support them. 

Finally, let us cease speculating about the 
telative merits of all the fine new ideas that 
are offered to us, and let us get on with the 
business which lies heaped on the table be- 
fore us. We have had years for speculation. 
Now is the time for action! 


DOROTHY BOONE, R.N. 
BERTRAM S. BROWN, M.D. 


The role of the mental health 


INTRODUCTION 


The mental health nurse is a relative new- 
comer in the professional subspecialties in 
the broad field of nursing. 

Some of her functions and qualifications 
Were spelled out over 10 years ago (4). At 
time, in the late forties and early fifties, 
a potentialities of bringing together the 
SE and interest of the field of mental 
a into the setting of public health 

early emerged. This development was 
Sven formal description by the important 
text of Lemkau (3). 
fae entry of the nurse on the mental 
Eine ae not take place without 
os iscussion and perhaps controversy 

a What skills she needed to develop and 

w she could or would function in this 
Specialty area (5). 
oE the past decade the mental health 

consultant has found her way into 


nurse in a mental health 


public health setting 


many settings, including official and volun- 
tary public health agencies, hospitals, and 
schools of nursing. The present paper will 
describe the role of a mental health nurse in 
a community mental health clinic. Before 
turning to a detailed description, let us 
briefly review the training and background 
of the present-day mental health nurse. 


TRAINING AND BACKGROUND 


Training and experience of nurses whose 
major field of professional activity is in 
mental health-psychiatric nursing is, at 
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present, remarkably varied. Titles, in gen- 
eral, are of little help, for a “psychiatric 
nurse consultant” in a public health pro- 
gram may have a similar or a totally differ- 
ent background from a “mental health 
nurse consultant.” 

Common to all groups, of course, is basic 
professional nursing, varying from a two- 
year post-high-school diploma program to 
a four- or five-year collegiate program. 

The majority of nurses now entering the 
field have completed an advanced program 
of study, The two areas of study and ex- 
perience usually necessary to qualify for 
entry into the advanced program in psychi- 
atric mental health nursing include public 
health and psychiatric nursing, the latter 
required in all programs. 

The focus of these advanced programs 
ranges from emphasis on severely ill pa- 
tients in hospital settings to preventive 
work in community-based public health 
settings. Different universities vary so 
greatly in the composition and balance of 
these experiences in their programs that 
this paper will not attempt to summarize 
this complex area (2). 


THE NURSE IN A COMMUNITY MENTAL 
HEALTH CLINIC 


The Setting 


The Mental Health Study Center is set 
in Prince George’s County, just adjacent to 
Washington, D. C. It has been in opera- 
tion since 1948 as a local demonstration 
field center of the National Institute of 
Mental Health (1, 6, 7). 

Since its beginning, the professional staff 
has consisted of psychiatrists, psychiatric 
social workers, psychologists, and a mental 
health nurse consultant. Plans are afoot 
to add members of the social science dis- 
ciplines—such as sociologists—in the near 
future. 


198 


Historically, the goals of the unit have 
been to operate and to evaluate an adapt- 
able mental health clinic, aware of its own 
history and changing role in the commu- 
nity, as well as to participate with sensitivity 
in an expanding county mental health 
program. 

The nature of this is perhaps most easily 
understood by its activities, which are usu- 
ally described under four different head- 
ings: 


I. Direct patient services 
II. Consultation 
III. Research and Evaluation 
IV. Training and Education 


The Mental Health Study Center has 
been unique in some ways. However, 
problems and programs that have been at- 
tempted are ones that are based on local 
community problems, and the techniques 
and methods which have been worked out 
have relevancy to other locales as well. 


Overview of the Mental Health Nurse 
Consultant's Role 


The nurse in this public health mental 
health setting participates in all aspects of 
the ongoing program, as do the other full- 
time members of the staff, 

Her special and unique contribution to 
this setting stems, in part, from a back- 
ground of experience in working with com- 
munity groups, families and individuals 
within these groups—including visiting 
their homes; her acceptance as a helping 
person in the field of health which, fortu- 
nately, we have found, extends smoothly 
into mental health work; her knowledge 
of community resources and her skill as 
a referral agent. Many of these skills and 
activities are, of course, present in other 


professionals, but all, put together, delin- 
eate the nurse. 

The nurse performs many functions also 
practiced by the traditional professionals 
of the mental health team—psychiatrists, 
psychologists, and social workers. Justifica- 
tion for the addition of a nurse to the group 
rests on several philosophical premises. 

She represents a role of one of the help- 
ing professions that antedates that of all the 
mental health professionals, with the possi- 
ble exception of the physician. As a nurse, 
she complements the doctor in the classical 
sense of the nurse-doctor unit, while cur- 
rently working toward developing and 
transforming this role to its newer concept 
of a mental health nurse-psychiatrist team. 
Thus she adds strength to this association 
through the proud traditional heritage of 
her profession. 

In addition to tradition, with its sym- 
bolic values, she also adds skills and knowl- 
edge not usually available to the psycholo- 
gist and social worker. These involve the 
physical aspects of mental illness, such as 
drugs and their side effects, including hypo- 
tension and dizziness. This is a familiar 
area in professional function. The need 
for these skills on the physical side have be- 
come more pressing with the widespread 
use of tranquilizers. 

To other professionals involved in the 
care of mental illness, the nurse is a more 
familiar figure than the psychiatrist, psy- 
chologist, or social worker, particularly in 
relation to those agencies participating in 
active aftercare programs. She is also well 
received by staff of general hospitals as a 
liaison person between hospital, home and 
community. 

In this paper we shall try to illustrate 
these philosophical premises by a realistic 
description of the practice of at least one 
nurse working in a mental health-public 
health setting. 


Role of mental health nurse 


BOONE AND BROWN 


Specific Functions and Activities 


I. Direct Patient Services 


The nurse’s participation in the clinical 
area parallels that of the other staff mem- 
bers, with the exception of actual diagnosis, 
which is usually limited to psychiatrists 
and psychologists. One of the areas in 
which her skills and background are ade- 
quate is that of intake. From a past pro- 
fessional history of taking down medical 
and social data history on patients, this 
poses little that is new except the setting 
in which it is done. 

After the diagnostic is done, the nurse 
participates with a fellow professional in 
staff conferences to make appropriate plans. 
This may extend into a joint conference 
where the patient, couple, or family is 
called to meet with the staff members who 
have been involved in intake and diagnosis. 

The nurse participates in the various 
modes of treatment offered the patients. 
She may become involved as a cotherapist 
in family or group therapy or in collabora- 
tive therapy around a parent-child prob- 
lem. One of her unique contributions 
takes place when it is decided that the best 
type of treatment and support may be 
seeing the family or patient at home, rather 
than relying upon clinic attendance alone. 
This may be done by the nurse herself, 
or the patient may be referred to the nurs- 
ing service of the local Health Department. 

When home visiting is used, there are 
frequent contacts with the staff members 
who have been originally involved in the 
case. These formal and informal staff con- 
tacts center around discussing the nurse’s 
findings and feelings resulting from these 
home visits. This makes for a useful three- 
way educational process involving nurse, 
family, and other staff. It serves to bring 
the professional workers a little closer to- 
gether in understanding the role and func- 
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tion of each in a particular setting, and 
adds to the general store of knowledge of 
the psychiatrist, psychologist, and psychi- 
atric social worker as to what goes on with 
the families and patients in their home en- 
vironment. 

The disposition decided upon after an 
initial evaluation period may also use the 
community resources knowledge and liai- 
son skills of the nurse. She may, for in- 
stance, make contact with welfare, voca- 
tional rehabilitation, or other community 
sources or services which would be helpful 
to the patient. 


If. Consultation 


The two types of consultative activity of 
special interest are professional consulta- 
tion and program consultation. 

Professional consultation is offered to 
such community service personnel as teach- 
ers, ministers, nurses, and local physicians. 
The consultations are usually centered 
around understanding and management of 
a specific case. More recently, the consul- 
tation has emphasized helping the con- 
sultee with new knowledge, new percep- 
tions, and skills that will be more generally 
applicable in helping them to cope suc- 
cessfully with their clients’ difficulties, 

The Study Center is also involved in 
offering such agencies and groups as the 
Board of Education and Health Depart- 
ment consultation in planning and exe- 
cuting programs and projects of both re- 

search and service. 

The mental health nurse consultant par- 
ticipates in both professional and program 
consultation. 


Board of Education 


For years, the Mental Health Study Cen- 
ter has budgeted time and staff to discuss 
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with pupil personnel workers (analogous 
in other settings to visiting teachers or 
school social workers) the problems brought 
to them concerning students in the school 
system, The problems have ranged from 
lack of academic achievement to intolerable 
behavior, or varying combinations of both. 
Usually two staff members, selected from 
all disciplines on a rotating basis, partici- 
pate in these conferences. 

Over the years, as experience with con- 
sultation has developed, the schools them- 
selves have become more selective in their 
referrals, We are now used less as an 
agency on which to “unload” problem cases 
and more as a group of fellow professionals 
who can help with referral to more appro- 
priate agencies or lend enough support to 
school personnel that they feel comfortable 
or more capable in handling situations 
themselves, 

In general, these are scheduled hours 
held at the Study Center, but for follow-up 
conferences and on other occasions the 
professional staff may go out and see teach- 
ers and/or principals in the school setting 
itself. 

Other consultative services are given to 
the Family Service Agency, the Board of 
Welfare and, on occasion, the nurse parti- 
cipates usually as one of a team of two, 


Ill. Research and Evaluation Activities 


Clear-cut distinctions between direct 
services, consultation, and research activi- 
ties do not generally hold up in practice. 
It has been our experience that in any 
given area we often call upon two or three 
areas of activity and skills. Thus, the 
mental health nurse operates in several 
projects in which she serves at one moment 
as a professional giving direct clinical serv- 
ice, at another time as a consultant to a 
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‘professional within the agency, and fre- 
"quently as a staff member involved in de- 
veloping research and documentation as- 
pects of the work. 


“IV. Training and Education 


| Training—although limited presently to 
‘short orientations and observations for 
any disciplines and agency personnel 
' from local, state, and national programs— 
“is another important team activity which 
the nurse shares. 

A In terms of mental health education, the 
“mental health nurse consultant is often 
"called upon to speak at PTA’s, schools of 
“nursing, conferences for training of basic 
“students, technical assistance projects, and 
"other such activities. 


TEGRATED PROJECT ACTIVITIES 


The activities of the mental health nurse 
q often consist of integrating various com- 
ponents of the clinical, consultative, re- 
search, and training areas into a distinct 
project or program. Several examples will 


‘illustrate this. 


the home, as an adjunct to an ongoing proj- 
“ect of the Board of Education for socially 
immature children, has, for the last year 


It includes a guidance group for the par- 
ents of the children in the class, which 
Meets with a psychologist every two weeks 
at the Mental Health Study Center. The 
| psychologist carries on a multifaceted role, 
for he also serves as a consultant to the 


research consultant to the project. 
The primary role of the nurse in the 
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project involves visits into the h 
these families once a month, for th 
pose of learning from the parents ‘the 
expectations and their reactions to having 
their child singled out for special educa- 
tion, as well as any reaction they might be 
getting from the child himself. Periodic 
conferences in which the’ nurse and psy- 
chologist participate are also held with the 
Board of Education staff responsible for 
supervision and guidance of the class. 
Co-ordination of the guidance group 
teacher consultation, Board of Educatior 
contacts, and home visiting is through < 
weekly conference at the Study Center. — 
Staff members present include the Center's 
associate director, the psychologist, the tt 
nurse, and a research observer for the parent i 
guidance group. This meeting provides a 
regularly scheduled opportunity for the — 
many professionals involved to ge 
information, evaluate, and plan the Study 
Center’s future involvement in such proj 
ects, as well as concentrating on the present 
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one. 
2. Health Department 

Another activity involving a significa 
amount of the mental health nurse con- 
sultant’s time during the past year has 
been in relationship to the local Heal 
Department. 

Working in conjunction with one of 
staff psychiatrists, the nurse has been 
volved with the Health Department's B 


reau of Mental Health and Burea 
Public Health Nursing on a demonstr 
and research project titled “A Public 
Health Approach to the Problems of Al 
coholism.” MBs ies A 
The types of activity which this involves 
include planned meetings with varying 
combinations of key staf. members from 
both the Health Department and the Study 
Center. : 2 y 


ah 
i 


201 , 


These sessions are concerned with prob- 
lems of clinical service, research, training, 
and administration, and have included the 
health officer, the director of the Bureau of 
Mental Health, the director of the Bureau 
of Public Health Nursing, the director of 
the Mental Health Study Center, the 
Health Department statistician, the mental 
health nurse from the Health Department 
and from the Study Center. Quarterly 
meetings which include these persons, as 
well as occasional outside consultants, are 
held to review and plan for the total pro- 
gram. 

The mental health nurse participates as 
a consultant in case conferences when a 
given patient is discussed by personnel from 
both the Bureau of Public Health Nursing 
and the Bureau of Mental Health. At these 
staff conferences she may operate alone or 
work with the staff psychiatrist from the 
Study Center. 

The nurse from the Study Center also 
works with the administrative and super- 
visory nursing personnel in relation to pro- 
gram planning, recruiting for mental health 
nursing staff, inservice education, case con- 
ferences in the general field of mental 
health, and so on, 


3. Aftercare 


The mental health nurse, together with 
the psychiatrist, participated as a com- 
mittee member and as a consultant in a 
pilot project in the important area of fol- 
low-up care of patients released from state 
mental hospitals. The membership of this 
committee, in addition to the pertinent 
health and welfare agencies and other 
social agencies within the county, included 
staff from the two hospitals referring pa- 
tients. The project is now being sum- 
marized and evaluated by this group 
toward planning for a county-wide after- 


202 


care program, co-ordinating and utilizing 
all available resources. 


4. Human Relations Institute 


For the past seven years a one-day Hu- 
man Relations Institute has been con- 
ducted for professional workers in Prince 
George’s County. The Institute, initiated 
by the advisory board of the Mental Health 
Study Center for the purpose of effectu- 
ating a mental health education program 
in the community, now includes as co- 
sponsors the local mental health associa- 
tion, the Advisory Board of the Mental 
Health Bureau, Prince George’s County, 
and the Family Service Agency. 

The nurse and a social worker represent 
the Study Center as members of the plan- 
ning committee for the Institute. This 
yearly meeting serves as a vehicle for bring- 
ing together professional personnel for a 
type of inservice education program as well 
as a sharing of mutual problems. 


THE TEAM 


Much of the work of the Mental Health 
Study Center staff in clinical service, con- 
sultation, research, and training is done 
in teams. 

The over-all rationale for this is that the 
two professionals may have complementary 
skills, interests, and needs. Both have 
been directly involved with patients, fam- 
ilies and staff; and joint conferences are 
necessary to maximize service to the pa- 
tient. In consultation, the team is used 
both for the complement of skills and roles 
as well as mutual support for the two con- 
sultants. 

The working together with various dis- 
ciplines has been, of itself, of unusual in- 
terest. Some observations on the role rela- 
tionships with other disciplines in the men- 
tal health team are as follows: 


1. Nurse-Psychiatrist 


In one form or another nurses have 
worked with physicians from the very start 
of their training. In this sense the nurse- 
psychiatrist relationship has been an ex- 
tension of a traditional team effort into 
new areas. One such effort has been briefly 
described in the work of the nurse and psy- 
chiatrist at the Health Department. 


2. Nurse-Psychologist 


This is a relatively new combination of 
disciplines. In the present setting, the re- 
search leadership role of the psychologist 
has been prominent. In research en- 
deavors the skills and interest of the nurse 
are often utilized for the carrying out of 
projects as, for example, the briefly de- 
scribed activity in the project for socially 
immature children. 


3. Nurse-Social Worker 


The nurse-social worker relationship is 
frequently thought of as one of potential 
difficulty, resulting, in part, from the over- 
lap of skills and interests. However, in the 
present community mental health setting 
“this combination has proved a comfortable 
~ one, with teamwork in consultation both in 
the clinic and in the field. In the present 
setting, home visiting is done by the nurse 
rather than by the social worker; however, 
this does not obviate the possibility of the 
social worker or other staff contacting fami- 
lies in the home setting. 


PROBLEMS AND POTENTIALS IN 
MENTAL HEALTH-PUBLIC 

HEALTH NURSING 

It seems likely that the manpower shortage 
is going to be with us for a long time, and 
the womanpower shortage in mental health- 
public health nursing is perhaps one of 
the most severe. The problem of how best 
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to distribute the limited mental health 
nurse consultant skills is one that has been 
inherent throughout the paper. There are 
many untapped areas such as the use of the 
mental health nurse consultant in satellite 
clinics, in prisons, in industries, and in 
other settings. i 

It seems evident that there is a great need 
for developing, implementing, and improv- 
ing nursing skills and knowledge which 
have proved of use in public health settings 
that work toward community mental health, 
One area that immediately comes to mind 
is training. 

Rotating nurses and other staff through 
mental health clinics for adequate time so 
that a real feel develops for what goes on 
in mental health settings has proved a prac- 
ticable and valuable approach. The cross- 
fertilization of disciplines can also be 
brought about by working in teams, as in 
the previously mentioned team relation- 
ships. 

The mental health nurse consultant also 
has potentially valuable and useful con- 
tacts with other areas in the nursing profes- 
sion. For instance, the consultant may be- 
come involved with the general hospital 
nursing group. This is especially important 
in light of the movement for psychiatric 
wings in general hospitals. In conferences 
around alcoholic cases, on occasion, the 
charge nurse and her assistant from the psy- 
chiatric wing of the neighboring general 
hospital are invited to contribute to the dis- 
cussion and planning for the patient. 


SUMMARY i 
The mental health nurse, a relative new- 
comer in the professional subspecialties in 
the nursing field, is found in many settings. 
The majority of those now entering the 
psychiatric-mental health nursing field 
have completed an advanced program of 
study in which psychiatric nursing and/or 
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mental health nursing has been elected as 
the major field of interest. 

The Mental Health Study Center, a local 
field center of the National Institute of 
Mental Health, has had a mental health 
nurse as a member of its professional staff 
since its beginning in 1948. The nurse in 
this public health mental health setting 
participates in all of the ongoing programs 
—as do other full-time staff—in the areas 
of direct patient services, consultation, re- 
search and evaluation, and training. 

Her participation in the clinical area 
parallels that of other staff, with the excep- 
tion of actual diagnosis. She also partici- 
pates in the extensive consultation program 
carried on by the Mental Health Study 
Center as a team member or alone. 

The clear delineation between direct 
Services, consultation, and research activi- 
ties does not generally hold up in practice. 
The nurse operates in several projects, in- 
tegrating direct clinical service, consulta- 
tion, training, and development of the re- 
search and documentation aspects of the 
work going on within the agency, 

In terms of community mental health 
education, the nurse plays an active role asa 
committee member—along with other local 
agency professional staff—in planning for 
institutes, pilot projects, and the like. She 
is also called upon frequently as a speaker 
for state meetings, civic groups, schools of 
nursing, and other such activities. 
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The complex needs and demands of the 
community mental health setting have been 
met in part by the combination of training 
and experience of the mental health nurse. 
There are many unsolved problems, but 
distinct progress has been achieved in the 
past decade and the potential for the future 
is promising. 
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PIERRE LACOMBE, M.D. 


Why war? Were there unconscious 


causes underlying the Suez conflict 


and the “Summit” breakdown? 


INTRODUCTION 


In 1932, the League of Nations asked 
Albert Einstein to invite a personality of 
his choice to exchange views on a problem 
selected by him. 

The famous physicist thereupon wrote 
to Freud, inviting him to discuss a ques- 
tion which, he stressed, “seems the most 
insistent of all the problems civilization 
has to face.” 

The question was: “Is there any way of 
delivering mankind from the menace of 
war? 

“It is common knowledge that, with the 
advance of modern science, this issue has 
come to mean a matter of life and death 
for civilization as we know it; nevertheless, 
for all the zeal displayed, every attempt at 
its solution has ended in a lamentable 
breakdown.” 

A quarter of a century later, after a 
second world war and the discovery and 


development of atomic weapons, and with 
the threat of nuclear war becoming steadily 
more menacing, the problem which Ein- 
stein and Freud discussed in their letters— 
published by a League of Nations agency, 
the International Institute for Cultural Co- 
operation—is much more urgent and 
alarming than ever before. 

In the very fact that a scientist of Ein- 
stein’s stature should have turned to Freud 
and not to a politician for a solution to 
this problem lies a striking recognition of 
the hidden play of unconscious forces in 
international conflicts. 

The famous physicist concluded: 
in the inquiry now proposed, I can do 
little more than seek to clarify the question 
at issue and, clearing the ground of the 
more obvious solutions, enable you to 
bring the light of your far-reaching knowl- 


Dr. Lacombe is a psychiatrist and a psychoanalyst 
engaged in private practice in New York City. 
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edge of man’s instinctive life to bear upon 
the problem. . . . It would be of the great- 
est service to us all were you to present the 
problem of world peace in the light of 
your most recent discoveries, for such a 
presentation well might blaze the trail for 
new and fruitful modes of action.” 

Taking this important and memorable 
discussion as our inspiration, we should 
like to attempt here to bring into promi- 
nence the unconscious forces and causes 
which, side by side with and independently 
of the conscious factors, played a part in 
the Suez and “Summit” conflicts and 
vested them with an acuteness and a dan- 
ger which they would otherwise not have 
exhibited. If such forces remain unrecog- 
nized, they wreak their havoc with impun- 
ity; if they are recognized, they can be 
countered, even overcome. 

But a preliminary struggle must be 
undertaken against one obstacle, against 

one source of resistance to consideration of 
the problem. This obstacle resides in every 
human's obstinate tendency to turn in- 
stinctively away from the knowledge of the 
unconscious forces which are acting in 
him, a tendency which enables them to 
Manipulate him without his knowledge 
and, all too often, to make him their vic- 
tim. For, just as conscious contents of the 
psyche are engaged in a definite activity, 
the unconscious contents—so experience 
teaches us—are similarly active, 

Now, psychoanalysis, the object of which 
is the study of the unconscious, has shown 
that these very unconscious forces and con- 
flicts—being displaced from the level of the 
individual on to that of the community, the 
group, and the nation—exercise a secret and 
powerful influence on social and interna- 
tional conflicts. Hence the failure, lamented 

by Einstein, of any purely political solu- 
tion to international conflicts, for such a 
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solution knows nothing of the politics of 
the unconscious. 

In order to bring into prominence the 
unconscious forces and conflicts which may 
have been operative in the Suez and Sum- 
mit clashes, we will take as our starting 
point the resonances which they provoked 


at the level of the individual’s unconscious, 


and which we observed in subjects under- 
going analysis. 

These resonances, brought into relation- 
ship with the circumstances surrounding 
the crises, and viewed in the light of the 
observed displacement of the original un- 
conscious conflict from the level of the in- 
dividual on to that of the community, may 
reveal to us the unconscious structures of 
the international conflicts studied, just as a 
harmonic can reveal the fundamental tone 
which set it vibrating. 


THE SUEZ CONFLICT 


During the international conflict over the 
Suez Canal—opposing Arabian Egypt, 
backed up by the Soviet Union, to France 
and the United Kingdom, allies of the 
United States, but condemned by the latter 
in this crisis—we had among our subjects 
undergoing analysis an Arab and an Amer- 
ican woman whose unconscious reactions 
to the crisis seemed to us to be pregnant 
with meaning, 

Although their respective countries played 
a crucial part in the crisis, neither of these 
patients made the slightest conscious refer- 
ence to the conflict, despite the fact that 
the entire press was full of it and regarded 
it as a possible immediate cause for a third 
world war. 

This silence in the presence of the real 
external danger, as the analysis showed, was 
due to the paramount importance of the in- 
ternal danger which these patients felt in 
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the upthrust of the inner drives which the 
"external crisis caused to resonate in them. 
his resonance of their internal conflict in 
" response to the international conflict, and 
the link between the two conflicts, was ex- 
ssed by each of these patients through a 
“striking dream. 
Here a few explanations must be inserted. 
As the ancients had sensed, and as Freud 
demonstrated in his Interpretation of 
Dreams, the dream is the royal road by 


Which the unconscious expresses itself, and 
by which we can approach the unconscious. 
The dream seizes upon the unconscious ele- 
nents of a problem, which it endeavors to 
solve. 

The psychoanalysis of the dream, strip- 
jing the latter of its manifold disguises, 
rds direct access to the unconscious and 


iation” technique. This technique 
es use of the thought associations, 
hether logical or not, which spontaneously 
pring to the subject’s mind in connection 
th each component of his dream. 
e associations, combined with the 
n elements and with the meaning of 
he symbols, make it possible to discover— 
ind this can be scientifically demonstrated 
thread leading to the uncovering of 
unconscious forces and conflicts. 

ter these few words of explanation, let 
how turn to the key dreams of each of 
two subjects. 

November 2, 1956, four days before 
D. Eisenhower's re-election as presi- 
f the United States, (the electoral 
aign being in full swing) and two days 
fter the Anglo-French intervention in 
ypt against Nasser (who, in breach of 


the convention regulating the status of the — 
Suez Canal, had nationalized the Canal 
July 26, 1956, thereby making subordinate 
to his good will Britain's and France’s vital 
supplies of oil—Britain had called it a 
“life-or-death question’—), my Arab pa- 
tient, whom I shall call Ali, had the follow- _ 
ing dream: RRAN 
He was in his native country with Adlai 
Stevenson, Eisenhower's rival for the pres- R 
idency. Stevenson was campaigning in — 
Arabic among the local inhabitants. He had 
difficulty in expressing himself, and Ali 
helped him to speak in Arabic. ORN i, dds 
The following are the associations which 
Ali’s dream brought to his mind: Stevenson 
favored a policy of United States solidarity 
with the British and French, and criticized 
the condemnation of France and Eng) ~ 
land which President Eisenhower had just — 
expressed in his talk on the crisis, broad- 
cast on October $1. Ali wished fora victory 
by Eisenhower, whose policy seemed to 
him to be pro-Arab and to favor and 
support Nasser. As is now known, a few 
days later Eisenhower was to bring the 
United States to join forces with the Soviet 
Union and the Arab-Asian block in calling 
for an immediate cease-fire and the with- 
drawal of the Anglo-French and Israeli 
troops. Ha 
On December 2, 1956, the New York 
Times was to report: “. . . the United States 
tightened the screws on its allies. Wa Hl 
ington’s No. 1 weapon was oil. . - . Western 
Europe’s economic. life depends upon 
oil. .. . The U.S. Administration took the 
position that it would neither give Europe 
oil aid nor support clearance opera- 
tions on the canal unless and until Britain 
and France quit Egypt unconditionally.” 
As we know, these two countries had to 
withdraw at the end of ‘December be- 
fore the joint pressure of the Americans 
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and the Russians. The eminent American 
journalist Walter Lippmann, writing in 
the New York Herald Tribune of March 
23, 1957, stressed that the stand taken by 
his government on the Anglo-French- 
Israeli intervention “may prove to have 
been an irreparable error;” He added: 
“... our policy has meant that, before nego- 
tiations are to begin, we have restored and, 
in fact, aggrandized Nasser’s bargaining 
power. We have provided him with 
the big trumps before the diplomatic game 
is played.” 

For his part, Ali, in another association, 
warmly approved Nasser’s policy, which 
seemed to him to be defined by the slogan 
“The Arab countries for the Arabs.” 

And now, what interpretation can be 
given to Ali’s dream? 

It should be noted in the first place that 
Ali, who consciously wished for a victory 
by Eisenhower (which, in his eyes, would 
favor Nasser’s policy), campaigned in his 
dream for the President’s Opponent, the 
the pro-Anglo-French Stevenson. We here 
get to the core of Ali’s internal division, the 
conflict of which he was not conscious, 
What he was conscious of was his desire 
for the pro-Nasser Eisenhower's victory. 
But a strong unconscious element in him 
condemned that desire and compelled him 
to campaign for the pro-Anglo-French 
Stevenson. 

Let us go a step further and try to grasp 
the deep-lying nature of Ali’s conflict. The 
dream shows it to us. Stevenson’s cam- 
paign, which was supported by Ali, was 
not carried on in the United States, and 
in English, but in Ali’s Arab country, and 
in Arabic. Thus, what was going on at 
a deeper level, in Ali, behind the inter- 

national conflict, was a national conflict, 
It was even a family conflict, centered on 
his mother, to whom the mother tongue, 
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which played a paramount part in the 
dream, symbolically alluded. 

Psychoanalysis of Ali showed, indeed, 
that the deeper basis of the structure of 
his conflict was a tenacious fixation on the 
mother’s breast, with a desire for the violent 
exclusion of his two rival sisters. Ali 
wanted the breast and the mother’s milk 
for himself alone. But the severe sense 
of guilt which was linked to those instinc- 
tive drives created in him an acute conflict 
and constituted a powerful block to the ac- 
complishment of his desire. 

Ali unconsciously felt Eisenhower's pro- 
Nasser policy to be the expression of his 
own unconscious drives to monopolize his 
mother’s breast. So what the canal, which 
Nasser had seized, stood for was the 
mother’s breast, and the two sisters who had 
been deprived of the breast were rep- 
resented by France and England. 

On the other hand, Stevenson, being pro- 
Anglo-French and, in the then context, 
anti-Nasser, was an upholder of respect 
for the Suez Convention, under which 
the two sisters—the British and the French 
—each had a share. 

For Ali, therefore, he represented that 
unconscious element to which we have 
referred earlier, which strongly condemned 
the instinctive drives towards monopoliza- 
tion. Therefore Ali helped him, in the 
dream, to resist those tendencies. It was, 
in fact, in order to resist those same tend- 
encies, and to protect himself from them 
that, in real life, Ali had left his native 
country to live abroad. 

And now, what about our American 
woman patient, whom we shall call 
Barbara? 

Like Ali, she made no conscious allusion 
to the Suez crisis. But all of a sudden she 
had a dream in which she was kneeling at 
the feet of the psychoanalyst—the maternal 
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image—in the corner of the consulting-room 
which, in her fantasy world, she identified 
with the mother’s breast. 

In her dream associations, Barbara re- 
vealed a wealth of repressed fantasies re- 
garding Egypt, in which her entire con- 
flict echoed: a conflict of profound attach- 
ment to the mother’s breast, from which 
she had wished to exclude her brother— 
which exclusion, through a sense of guilt, 
she had turned against herself. 

In the dream she was kneeling. Kneel- 
ing? What else had she done all her life, 
overwhelmed as she was by the heavy sense 
of guilt attached to her unconscious wish 
for her rival brother’s death? The corner 
of the consulting-room? It is the breast, 
she said, the Suez Canal, the milk. 

The Egyptian affair? “But all my child- 
hood is soaked in this blessed Egypt-Israel 
affair,” she said. Although a Christian, she 
felt herself to be one of the children of 
Israel leaving Egypt for the Promised Land. 
In her life she had always sought the 
“key of life,” a hieroglyph that constantly 
recurs on Egyptian obelisks and monu- 
ments, and which she had later seen when 
traveling in Egypt. She drew it, and 
suddenly realized that her drawing had the 
shape of a pair of maternal breasts. 

So the Suez Canal represented the 
mother’s breast for Barbara, as it had done 
for Ali. But because she had wanted that 
breast for herself alone she had had to 
renounce it, to identify herself with the 
children of Isarel who had departed from 
Egypt, and to spend her life on her knees, 
as she told us in the dream, overwhelmed 
by an implacable sense of guilt which had 
caused her to cut herself off from her be- 
loved mother and from all maternal images. 

Consciously, Barbara was a supporter 
of her country’s government, favorable to 
Nasser who was putting his hand on the 
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symbolic canal and driving away the 
brothers, just as she wished to monopolize 
the mother’s breast and exclude her brother 
from it. But unconsciously her sense of 
guilt forced her to renounce the breast and 
its images. 

Let us take this opportunity of stressing, 
while summarizing it, the identity of our 
two subjects’ reactions. Neither of them 
made the slightest conscious allusion to the 
dangerous Suez crisis, for each of them re- 
garded as more formidable the internal 
conflict which the external crisis caused 
to echo in him or her. In effect, Ali and 
Barbara saw in the international Suez 
conflict the illustration and repetition 
at the collective level of their respective 
family conflicts, which had arisen from 
the desire to monopolize the mother’s 


breast and to exclude the sisters, or the 
brother, from it. 
At the international level, Nasser’s 


violation symbolieally represented the 
fulfillment of that desire, since the Suez 
Canal, a vital artery for supplies of food, 
represented the maternal breast. France 
and Britain, in danger of being driven away 
from the Canal, represented, for Ali, his 
two sisters; for Barbara, her brother. The 
anxiety and guilt born of their conflicts 
had led Ali and Barbara to renounce the 
maternal breast right from their childhood, 
to cut themselves off from the mother or 
her substitutes, and to flee into an affective 
exile which, in Ali's case, was actual exile 
from his mother country. 

The unconscious reactions of Ali and 
Barbara to the international Suez con- 
flict, and the displacement of their fam- 
ily conflict onto the international plane, 
are quite evidently not isolated occurrences. 
Psychoanalysis has shown, in fact, that these 
unconscious and instinctive drives to 
monopolize the mother’s breast, to the 
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exclusion of any and every rival, occur in 
every individual, whether he exhibits 
symptoms or not, and that it is in these 
drives that the deep roots of the age-old 
conflict of the enemy brothers are to be 
found. 

It may be regretted, but it is a fact that 
goes back to the beginning of man. The 
Bible already referred to it in the story of 
Cain and Abel, the sons of Adam and Eve. 
Now, heads of state, being ordinary mortals, 
are not immune from such a problem, nor 
have they necessarily resolved it. In Hitler, 
in the recent past, we have had a tragic 
illustration of the fact that heads of state, 
blinded by rationalizations, may seek in 
violence and war the symbolic fulfillment 
of their unconscious instinctive drives of 
childhood. 

The fact that a substantial part of public 
opinion saw in Nasser a miniature Hitler 
is the result of an unconscious collective 
resonance heavy with meaning. By his 
action in putting his hand on the Suez 
Canal, the “jugular vein” of France and 
England (whom he was thus able to ex- 
clude from a share in the “food”), was not 
Nasser accomplishing that which Ali and 
Barbara, in their unconscious reactions, 
saw in it: namely, the monopolization of 
the breast and of the mother’s milk symbol- 
ized by the oil, that essential food for the 
life of the nations, and this to the detriment 
of the legitimately-entitled sisters, France 
and England? Nasser’s behavior would 
thus correspond to the brutal satisfaction 
of the instincts. 

On the other hand, indulgence toward 
dictators hungry for conquest—indulgence 
such as the Americans exhibited in the 
present case—would correspond to in- 
dulgence towards the infantile drives to 
monopolize the maternal breast, here 
symbolized by Nasser’s seizure of the Suez 
Canal. Excessive tolerance of instinctive 
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drives leads to the failure of the policy that 
tolerates them. 

The well-known American journalist 
Stewart Alsop was able to write, in the 
New York Herald Tribune of March 15, 
1957: “They [the French and British] 
agreed to withdraw, without any com- 
mitment from Nasser, largely because they 
believed they did have a commitment from 
the United States that Nasser would not 
achieve total control of the canal.... If 
Nasser is not ready to negotiate seri- 
ously, . . . , Secretary Dulles’ promissory 
notes will fall due. The United States may 
then find itself going very publicly into 
receivership, an unhappy prospect for 
the world’s greatest power.” 

There is more than this “receivership,” 
Indulgence towards dictators, that is 
towards infantile drives, rebounds on its 
authors and contains within itself its own 
punishment, as is asserted by the psycho- 
logical laws referred to earlier. In point 
of fact, the result of the policy of the 
Atlantic powers has been not only “to 
arm their own adversaries against them 
and make a hero of Nassser,” as André- 
Frangois Poncet wrote, but also to deal a 
heavy blow at the Atlantic Alliance and at 
the security of the Western world, through 
the disagreement, even temporary, among 
the three Western allies, through the blow 
delivered at the power and influence of the 
British and French brothers, and through 
the opportunity offered to and seized by 
the Soviet adversary to gain a footing in the 
Middle East, an opportunity which the 
Empire of the Tsärs had vainly sought in 
earlier centuries. 

A policy that seems paradoxical, and 
which cannot be understood in the light of 
the conscious data alone, but which an 
understanding of the unconscious mech- 
anisms of the psychic forces, and of the 
punishments they inflict, can help to ex- 


plain—more particularly in the light of 
the ancient human conflict of the enemy 
brothers, which, unrecognized and uncon- 
sciously transposed to the level of the 
nations—can turn the latter into each 
other’s enemies, and might even lead them 
into the mass suicide which an inter- 
national war would constitute in our day. 


THE “SUMMIT” CONFLICT 


Let us now take a look at the “Summit” 
conflict and its unconscious resonances, as 
we were able to observe them in another 
subject undergoing analysis, and against the 
background of these resonances let us study 
the possible causes of this breakdown of a 
conference in which the world had set such 
high hopes, a breakdown which again 
opened the door to the Cold War. 

At the time the Summit conference of 
May 16, 1960, broke down, our subject, 
whom we will call Bertrand, an American 
of Belgian origin, placed a very meaningful 
dream before us. To put Bertrand against 
his proper background, let us explain that 
he had come for analysis on account of an 
anxiety state set up by a deep fixation on 
his mother, a fixation that was accompanied 
by violent drives to eliminate any rival. 

Bertrand related his dream in the follow- 
ing terms: “A man of the country type was 
in a station. He pulled out of his pocket 
a naked baby, which started walking. He 
caught it by the legs and smashed its head 
against a wall. I was so furious that I threw 
at him an object made up of two spheres. 
This object did no more than graze him, 
but it enraged him. I was terrified. I ran 
away and found myself in a valley where 
there was a running stream.” 

The following was the first-—and major— 
association which Bertrand gave after hay- 
ing related his dream. “I must tell you,” 
he said, “that last night, before the dream, 
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my wife recounted to me the story told by 

Khrushchev, that during his childhood his 

mother had told him that when she found 

the house cat licking up milk she took it 

by its hind legs and smashed it against a 
wall. So the man in the dream is Khrush- 

chev, but Khrushchev was in France, in the 

French countryside, chopping wood, and 

could therefore, because of your French 

origin, very well represent you. Thus the — 
dream becomes a little clearer, although I 

still don’t quite understand why I should 

experience revulsion on seeing my rival 
killed. It is true that I didn’t react very 

effectively, because I was aiming at Khrush- 

chev—the mother image—with the two- 

sphered object,” 

At this point Bertrand felt prompted to 
draw the object in question, and he im- 
mediately added: “But this object repre- 
sents two breasts! Now I think I under- 
stand; by throwing the object at Khrush- 
chev I was returning the ‘stolen’ breasts. 
In other words, I feel so guilty of the mur- 
der of my rival, the baby, that I imagine 
the only proper punishment to be to kill 
myself in this way, by returning the breasts.” 

The interpretations which Bertrand gave 
us of his dream showed that he already had 
a clear idea of his conflict. In fact, his 
analysis was quite advanced. He wanted 
to deprive the rival of the maternal breast, $ 
and in his relationship with the analyst, 
in whom he saw a maternal image, he 
re-enacted the elimination of every rival. 
But he was alarmed at the thought that the 
mother or the rival might turn against him, 
Hence the disguised restitution of the 
“stolen breasts” (as he called them). It 
should be observed that this dream teaches 
us nothing new about Bertrand’s personal 
conflict. f à 

What, then, was the additional informa- 
tion which the dream did give us, thereby 
meriting our attention? Clearly, it was the 
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deep resonance started up in Bertrand—for 
it touched on the very heart of his conflict— 
by Khrushchey’s violent outburst, by which 
the latter brought the Summit conflict and 
breakdown on the one hand, and the child- 
hood episode of the milk-stealing cat on 
the other, into relationship with one 
another. 

It was with this thieving cat that Khrush- 
chev, in his outburst, had compared the 
American pilot of the now famous U-2 
aircraft which he had caused to be brought 
down, just as his mother had killed the cat. 
It was this same punishment that Bertrand 
feared on account of his infantile drive to 
monopolize his mother, for he identified 
himself also with the kitten, and it had 
been to avoid the punishment of the animal 
that he had restored the coveted breasts. 

This resonance to the Summit conflict, 
on which Bertrand’s dream and his associa- 
tion centered, is a striking parallel to the 
one we observed in our other subjects in 
connection with the Suez conflict, and it 
quite naturally prompts us to ask ourselves 
whether similar unconscious reactions 
might not have existed at the Summit 
among the heads of state who were its 
actors. Such reactions would throw new 
light on the Summit conflict and break- 
down. 

First of all, let us study more closely 
Khrushchev’s possible unconscious reaction 
to the flight of the U-2, a flight which, in 
everyone’s opinion (we shall see this in a 
moment), was the main cause of the Sum- 
mit breakdown, the propaganda motiva- 
tions appearing as secondary causes. 

Khrushchev’s violent outburst—which set 
Bertrand’s infantile conflict vibrating— 
showed us that, in the United States air- 
man flying over Soviet Union territory for 

purposes of photographic espionage, he had 
seen the living image of the milk-stealing 
kitten of his childhood: i.e., symbolically, 
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the image of the rival monopolizing the 
mother’s breast (in the present case, the 
territory of the Soviet Union). 

For, from the point of view of the un- 
conscious, photographing is stealing by 
gaining possession of the duplicate or 
double. So what was in fact involved in 
this case was the drive to monopolize the 
maternal breast, the drive being displaced 
onto the international level; that drive had 
to be blocked, and Khrushchev—who iden- 
tified himself, it should be observed, with 
his mother, and then with his mother 
country—caused the invading airman—be- 
hind whom Eisenhower and the United 
States were concealed—to be brought down. 
In doing so he repeated the action of his 
mother killing the thieving kitten. 

The fact that, before the flight of the 
U-2, Khrushchev had already seen in Eisen- 
hower the thieving kitten of his childhood 
is made apparent to us in another violent 
outburst by the Soviet leader. Asked why, 
during his visit to the United States, he 
had not taken up with Eisenhower the 
question of the flights over Soviet territory, 
since he had known of them for a long 
time, he had roared in reply: “I'll tell you 
why; I had opened my mouth to do it, but 
I said nothing because President Eisenhower 
had just called me his friend. ‘No,’ I 
thought, ‘you are not my friend, you are 
a thief? And I said nothing because you 
should catch a thief with his hand in your 
pocket!” 

There are other elements in Khrushchev’s 
behavior which also suggest the possible 
presence of childhood factors in this un- 
conscious rivalry for the maternal breast, 
a rivalry that might underlie the Summit 
conflict. Let us merely mention Khrush- 
chev’s action, as useless as it was humili- 
ating, in keeping the heads of state waiting 
at the Summit meeting: the meeting could 
not take place without him, but he stayed 


away from it, going for a walk in the 
country and, all smiles, trying his hand at 
woodcutting at the time when the meeting 
should have been assembled. Was he not 
thereby unconsciously indicating that the 
real Summit conflict centered round the 
mother, of whom the countryside and the 
mother country were the living symbol? 
Before the demands of the unconscious 
drives of childhood, flexible and construc- 
tive diplomacy loses all claim to considera- 
tion. 

And what, now, was the position on the 
American side? Khrushchev has accused 
the United States of deliberately torpedo- 
ing the Summit conference through the or- 
ganized espionage flights that led to the 
U-2 incident. The Americans, in turn, 
have accused Khrushchev of using the U-2 
incident to torpedo a conference which, in 
reality, he did not wish to take place. On 
both sides this attitude seems to correspond, 
at the level of the unconscious, to the ir- 
reducible position of the enemy brothers: 
no agreement is possible, nor any compro- 
mise; there is no possible “Summit” for 
the possession of the maternal breast. 

But the accusation by the Americans lost 
a great deal of its force through the find- 
ings of the United States Senate Foreign 
Relations Committee after its investigation 
of the U-2 affair. By a majority of 14 out 
of 17 votes the Committee declared on June 
25, 1960, that the espionage flight of the U-2 
on May 1, 1960, was the probable cause of 
the collapse of the Summit conference, and 
that such a flight ought never to have been 
permitted. 

What is more, it censured the Adminis- 
tration for its behavior in that affair, and 
added that, by personally assuming respon- 
sibility for the dispatch of the U-2, Presi- 
dent Eisenhower had taken a course that 
was “unprecedented in intelligence opera- 
tions.” Is not the United States president's 
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entry into the conflict in such a personal 
way the exact counterpart, at the level of 
the unconscious, of Khrushchey’s highly 
personal reaction as described above? 

In other words, in this Summit conflict 
and this breakdown, both so clearly im- 
printed with the unconscious personal re- 
actions of the two opposing heads of govern- 
ment, do we not again find, like a deus ex 
machina, the eternal conflict of the enemy 
brothers, the conflict being played both at 
the personal and at the collective level? 

In both of the enemy brothers, of course, 
we shall see evidence of the unconscious 
drive toward exclusive possession of the 
mother. And it seems as though Khrush- 
chev was allowing that drive to show itself 
when he triumphantly planted the Soviet 
flag on the moon, that obvious maternal 
symbol. And all that he is willing to 
share of that exploit, of that moon, with 
the enemy brother, is the miniature of the 
moon-planted Junik which, not without a 
certain amount of unspoken irony, he 
offered to Eisenhower and to the other 
heads of state when he visited them. 

But these strong instinctive drives also 
bring into play inward forces which oppose 
them and work for the taming of the in- 
stincts, for the compromise which the 
enemy brothers imperatively must reach if 
they wish to survive. Already, it should 
be noted, side by side with the noisy claims 
of the instincts, condemnation of their be- 
ing allowed free scope was expressed in the 
camps of each of the two enemy brothers. 

Khrushchev condemned without appeal, 
and brought down, the American airman 
whose unconscious aim of monopolization 
of the mother was the same as Khrushchev’s 
own in planting his flag on the moon. And 
when Khrushchev gave Eisenhower a minia- 
ture of the lunik, was he not indicating, 
not only triumphant monopolization, but 
also the necessity of sharing the mother 
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with the enemy brother, even if only in the 
form of a symbolic miniature? 

On the American side, while Eisenhower 
claimed personal responsibility for the dis- 
patch of the U-2, and allowed it to be 
understood, at least for a time, that the 
flights would continue, the Senate Foreign 
Relations Committee objected to that atti- 
tude and condemned such flights. 

And the two enemy brothers, faced with 
the apocalypse which a nuclear war would 
constitute, proclaimed the ineluctable ne- 
cessity of peaceful coexistence—the aim of 
the Summit. 

But we should also note that, although 
each of the enemy brothers proclaims his 
desire for peaceful coexistence, he suspects 
the other—and even accuses him—of not 
sharing that desire. The fact is that each 
of them, blindly convinced that he is 
nothing but his conscious and is obeying 
nothing but a high sense of moral rectitude 
and duty, is incapable of recognizing the 
actions of his own unconscious, and projects 
upon the enemy brother, against whom he 
must then perforce defend himself, his own 
mental state and his own aggressive drives 
to monopolize the maternal breast. 

Accordingly, it becomes a sacred duty to 
acquire and. possess the most highly per- 
fected atomic weapons. The worst and 
most dangerous feature of this situation 
is that, in doing so, each nation is, in fact, 
in the right, for the opposing nation is 
governed by the same fear and the same un- 
conscious actions. 


REFLECTIONS 


Hidden in this well-rationalized and amply 
justified armaments race lurks the spark 
which may set off the holocaust of nuclear 
war. But in reality, as we have seen, the 
true danger lies in the failure to recognize 
the unconscious drives and conflicts which 
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deeply underlie the international conflicts 
and pull the strings of the drama in which 
men and nations are the pitiful puppets 
and victims. 

We have seen that in the foreground of 
these unconscious conflicts there is that of 
the enemy brothers seeking exclusive posses- 
sion of the maternal breast; this endeavor 
is displaced on to the group and national 
level through an intimate interpenetration 
of the personal and of the collective un- 
conscious. 

What is now threatening—and in doing 
so completely overshadowing the European 
catastrophe of 1939 as though the latter were 
but a fleeting prelude, for what is at 
stake this time is the continued existence 
of the world—renders even more im- 
periously necessary the psychological solu- 
tion whose existence was foreshadowed by 
Einstein in his famous “Why War?” dis- 
cussion with Freud in 1932, recalled by us 
at the beginning of this article. 

That solution is now all the more ur- 
gently necessary because the all-ending 
power of atomic destruction is not offset 
by any progress in the equilibrium—which 
remains as precarious as ever—between the 
violence of the unconscious instincts and 
the force tending to tame them. The col- 
lapse of the Summit conference is sad and 
striking proof of this. 

Either atomic power, the symbol par 
excellence of the elementary force of our 
aggressive instincts, will, through the tam- 
ing of our instincts (and this must come 
first), be domesticated and employed for 
higher purposes of civilization, or we run 
the danger of being exposed at the col- 
lective level to atomic self-destruction, the 
counterpart of the individual self-destruc- 
tion to which man is brought by the un- 
leashing of his instincts. 

In short: either the world will seek and 
find its salvation in the liberating applica- 
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tion of the psychology of the unconscious 
to the problem of war, or it runs a grave 
risk of being reduced to atoms. This tragic 
dilemma is the outcome of the dangerous 
gap between scientific progress (as it is con- 
ceived) and psychological progress. 

What a change there would be in na- 
tional and international life if the heads of 
state and the political leaders would agree 
to acquire, through the channels afforded 
by psychoanalysis, an awareness of the 
powerful and often baneful underground 
action of their unconscious, instead of being 
directed—unbeknown to themselves—by 
their human, all too human, complexes and 
projections! 

One last word: that, in addition to this 
fundamental unconscious conflict between 
the enemy brothers as the primary source 
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of international conflicts, myths like that 

of Prometheus are at work, particularly in 

the “unleashing” of the atomic power 

which might well bring the sorcerer’s ap- 

prentice to annihilation through nuclear 
war, can be proved by reference to the 

record of a meeting held a century ago by 

a French learned society. 

It was considering what major changes 
and advances would have been brought 
about a century hence. The reply to this 
question, recorded in the society’s annals, 
is the following: “In a century, man will 
have disintegrated the nucleus of matter 
and set free the atom, and the power he 
will thereby have made available to him- 
self will be such that God will appear sud- 
denly and call out: ‘Closing time, gentle- 
menl’ ” 
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Variables affecting mental health 
attitudes in a college sample 


Recent studies in the area of attitudes 
toward mental health have concerned them- 
selves primarily with the content of such 
attitudes in relatively broad samples of 
subjects (2, 3). 

The emphasis in both the Nunnally and 
Markwell studies is on the amount of in- 
formation available to the public at large 
and on the varieties of conceptions and mis- 
conceptions. Little has been done on the 
“independent variable” side of the problem 
to examine the important factors in the 
individual’s background which determine 
his attitudes in this area. The present study 
was designed with the investigation of such 
background factors as its major purpose. 
Dr. Marston is assistant professor, Department 
of Psychology, University of Wisconsin, Madison, 
Wis. Dr. Levine is assistant professor of political 
science, Illinois Institute of Technology, Chicago, 
Tl. 

The research described in this paper was carried 
out while both authors held similar positions at 
Purdue University, Lafayette, Ind. 
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Markwell points out the importance of 
the attitudes of teen-agers, whose concep- 
tions of mental health will determine future 
community policies. In his study of the 
opinions and attitudes of general medical 
practitioners, Nunnally emphasizes the im- 
pact of the professional person’s attitudes 
upon the orientation of the total commu- 
nity. The importance of the attitudes of 
youth, particularly youth preparing for im- 
portant professional roles in the commu- 
nity, led the present authors to a rather de- 
tailed analysis of the mental health atti- 
tudes of a sample of university students. 

As Nunnally notes (8, p. 22), the general 
public is not grossly misinformed. Con- 
sidering this and the further finding that 
the members of his sample having more 
formal education had fewer misconceptions, 
there appeared to be little hope of differ- 
entiating groups within a college sample in 
terms of the measures Nunnally devised for 
the general population. 
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One of the tasks of the study, then, was 
to develop a questionnaire which would 
measure relatively small differences in atti- 
tude among subgroups at the upper end of 
the educational continuum. 


METHOD 
The Mental Health Attitude Scale 


It was reasoned that college students 
would be more familiar with—and more 
capable of answering properly—a wider va- 
riety of types of questions than would the 
general population. Therefore, the scale 
developed did not contain homogeneous 
multiple-choice or rating items as did the 
Nunnally and Markwell questionnaires. 

While 10 of the original 38 items were 
taken from Markwell’s questionnaire, the 
remaining scores were based on rather com- 
plex rating questions of the type: “Check 
4 of the following statements that you think 
best describe what this person does (i.e. 
one who treats people with mental [psy- 
chological] troubles)” or “indicate which 
of the following you consider to be most 
often a mental [psychological] or nonmental 
problem and for each place the letter of the 
person you would consult for that problem 
in the provided space.” 

Each part of the six complex items was 
scored 0 or 1, contributing 26 items to the 
total scale. All items were scored 1 if the 
individual answered in the positive direc- 
tion; i.e., answered in the direction thought 
to indicate correct information about or a 
Positive attitude toward a mental health 
problem. Twenty of the items referred to 
the person who treats mental illness, and 18 
referred either to the illness itself or to the 
ill person.t 

A Kuder-Richardson correlation for in- 
ternal consistency on the 38-item score 
yielded an r of .50. An item analysis was 
performed, and 13 items with phi coef- 
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ficients less than .30 were eliminated. The 
new, 25-item score yielded a K-R of .56 on 
a sample of 100 questionnaires not used in 
the item analysis. 

The original scale was split into odd- 
even items and a correlation of .41 ob- 
tained. The scale was also split—on an a 
priori basis—into items referring to the 
person treating mental illness and those 
referring to the illness itself. The correla- 
tion—using 100 cases—between these two 
subscores was .41. 

It was concluded that the relatively low 
internal reliability of the scale was not due 
to the presence of more than one factor. As 
was expected with a sample of relatively 
sophisticated subjects (S's), the mean scores 
on both the 38- and 25-item scales were high 
(31.19 and 19.96, respectively) and the vari- 
ability low (S.D.’s were 3.49 and 3.01). 

The authors felt that the low internal 
reliability could thus be attributed to the 
low variability among these uniformly high 
scores and that the 25-item attitude score 
would be able to pick up small differences 
among subgroups of the sample, despite the 
relatively low reliability. 


The Sample 


The questionnaire was administered to 
a total of 550 students on the Purdue Uni- 
versity campus. It was given to groups dur- 
ing class hours and to individual students 
in the dormitories by undergraduate as- 


1The Mental Health Scale was taken from Items 
31-36 and 41-53, The full questionnaire has been 
deposited as Document Number 7393 with the ADI 
Auxiliary Publications Project, Photoduplication 
Service, Library of Congress, Washington 25, D. C. 
A copy may be secured by citing the Document 
number and by remitting $1.25 for photoprints or 
$1.25 for 35 mm. microfilm. Advance payment is 
required. Make checks or money orders payable to 
Chief, Photoduplication Service, Library of Con- 
gress. 
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TABLE 1 


Characteristics of the sample of sub- 
jects used in the final analyses 


Category Proportion of the sample 
Marital status 
Married 10 
Single 90 
Sex 
Males .79 
Females 21 
Year in college (spring semester) 
Freshmen 25 
Sophomores 39 
Juniors 23 
Seniors ll 
Major 
Engineering 19 
Science-Education-Humanities 64 
Agriculture 07 
Home Economics 10 
Housing 
Fraternity or sorority 35 
Other 65 
sistants. Thus, the sampling procedure 


was not random, in the strictest sense of the 
term. Table 1 presents several aspects of 
the sample composition which appears to 
be fairly typical of a large university stu- 
dent population. 


The Independent Variables 


While Nunnally (3) investigates the rela- 
tionship between attitude and education, 
age, sex, and income, his primary aim is an 
examination of universal mental health 
concepts in the general population. 

With its purpose the search for factors 
contributing to mental health attitudes in 
the college population, the present ques- 
tionnaire contained numerous items de- 
signed to tap a wide range of information 
about subject characteristics. 

Table 2 lists the questions which pro- 
vided this information; results will refer 
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to the variables by question number and 
brief labels. 


RESULTS 

The statistical analyses fell into two cate- 
gories: variables which are categorical (e.g. 
Male-Female) were examined with the sim- 
ple, one-way analysis of variance, and vari- 
ables which have an underlying continuum 
(e.g. grade average) were examined with 
the Pearson r correlation coefficient. Note 
that the total number of S’s in most of the 
analyses was 360. 


TABLE 2 
A summary of analyses yielding signifi- 
cant effects on mental health 
attitude score 


Confi- 
Observed value of dence 
the statistic» level 


1.04-av +20 
1,62-av +20 


Item" 


» Married, Single 

. “Has anyone in your 
family ever consulted a 
professional person for 
mental [psychological] 
problems?” 

3. Political party prefer- 
ence: Democrat, Re- 
publican, Independent, 
Don’t know. 

4. Religious affiliation: 
Protestant, Catholic, 
Jewish, Other, None 

5. “Have you ever con- 

sulted a professional 
person for mental [psy- 
chological] problem?” 

. Male, Female 

. Home Area: country, 

small town, city 

8. College major: Engi- 
neering, Science, Social 
Science, Home Eco- 
nomics, Physical 
Education, Education, 
Undecided 

9. Frequency of attend- 

ance at religious serv- 

ices 


noe 


2.55-av 10 


1,69-av -10 


5.77-av +025 


24.29-av -001 
5.83-av 005 


am 


3.2l-av 005 


-09-corr. -10 


TABLE 2—Continued 


Confi- 
Observed value of dence 


Item* the statistic» level 

10. Father's educational —,07-corr. -20 
level 

1l. Father’s occupational — .1l-corr. .05 
level 

12. Mother’s educational — .13-corr. -025 
level 

13. Year in college -15-corr, 01 

14, Semester grade average .13-corr. 025 

15. Number of psychology -36-corr. -001 
courses 

16. Preference for friends -32-corr. -001 
with intellectual-cul- 
tural interests 

17. Brief authoritarian .33-corr. -001 
scale 

18. Rating of family hap- -12-corr. +025 
piness 


*Note that the items are given verbatim where this 
was felt necessary for clarity. Otherwise, items are 
referred to by brief titles which describe the con- 
tent and the number of answer categories. 
Where analysis of variance was used av appears 
after the value, Pearson correlations are denoted by 
corr, 


The remainder of the original 550 ques- 
tionnaires were eliminated from the analyses 
because of errors or omissions in the replies 

_ to biographical and personality test items. 
~ All of the analyses were performed by 
the Purdue Computing Laboratory. For 
comparability, categorical questions were 
handled with the analysis of variance, even 
when only two categories were available. 

The authors felt that the low reliability 
of the dependent measure (mental-health 
attitude score [MH]), and the stated pur- 
pose of seeking trends warranted detailed 
examination of independent variables yield- 
ing F’s at the .20 and .10 levels, as well as 
the more stringent .05 level. The results 
are reported initially in terms of test used 
and confidence level of the observed sta- 
tistic. 

Two of the F’s were significant at the .20 
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level; marital status (Item 1 in Table 2) 
and psychological consultation in the fam- 
ily (Item 2). 

It was found that married students 
(Mean=20.46, S.D.=2.96, N=37) are some- 
what more positive in their attitude toward 
mental health questions than single students 
(Mean=19.91, $.D.=3,13, N=823). i 

The fact that some member of the family 
has received psychological consultation pro- 
duced a somewhat higher attitude (Mean= 
20.49, S.D.=3.16, N=49) than lack of con- 
tact with individuals having psychological 
treatment (Mean=19.88, S.D.=3.10, N= 
311). 

Beliefs or affiliations in other important 
areas appear to be related to mental health 
attitude. Political party preference (Item 
3) was associated with the M.H. score with 
an F at the .10 level (Mean=19.71 [Repub- 
lican], 19.79 [Democrat], 20.36 [Independ- 
ent], and 21.50 [Don’t know]). More posi- 
tive attitudes were evidenced in S's whose — 
political orientation was not rigidly as- 
sociated with one of the two national 
parties. Religious affiliation (Item 4) re- 
lated to M.H. score, with more positive at- 
titude in S’s not associated with a formal 
religion (Mean=19.10 [Catholic], 19.30 
[other], 20.11 [Protestant], 20.14 [Jewish], 
and 20.67 [none].) 

The F’s significant at p<.05 seem to fall 
into two clusters. On one hand is the item 
concerning the S's history of consultation 
for mental problems (Item 5). Individuals 
who have consulted for such difficulties had 
a more positive M.H. score (Mean for S's 
who said yes=21.18, no=19.84). Thirty- 
four of the total sample reported having 
consulted for psychological problems. The 
other three highly significant F's (p<.005) 
concern sex (Item 6), home area (Item 7), 
and college major (Item 8). Females (Mean 
=20.96) had higher M.H. scores than Males 
(Mean=19.35). 
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S’s with an urban background (Mean= 
20.29) had higher scores than small town 
(Mean=20.02) or rural (Mean=18.72) S's. 
On the college major variable, the two ex- 
treme groups were the agriculture majors 
(Mean=17.23) and the humanities majors 
(Mean=21.14). 

The mean for the other majors were, in 
ascending order: 19.50 (engineering), 19.74 
(home economics), 20.00 (physical educa- 
tion), 20.13 (science), 20.28 (social science), 
20.33 (undecided), and 20.56 (education). 

Aside from the importance of each of 
these variables in its own right, there ap- 
pears to be an interaction implicit in the 
similar findings; i.e., that agriculture majors 
tend to come from rural background and 
are, for the most part, males. 

The three correlations significant at the 
.20 and .10 level indicate that: the less the 
S attends religious services the higher his 
M.H. score (Item 9); and the more educa- 
tion his father had the more positive his 
M.H. attitude (Item 10). 

It should be noted that frequency of re- 
ligious service attendance is highly related 
to the item on religious affiliation; the non- 
affiliates are obviously the S’s whose attend- 
ance is low. Furthermore, Catholics whose 
M.H. scores are somewhat lower, are also 
individuals whose attendance is highest. 

Among the highest correlations, two clus- 
ters seem to stand out. Father’s occupa- 
tion (Item 11), (r=.11, p<.05) and mother’s 
education (Item 12), (r=.13, p<.025) are 
key factors in the socioeconomic background 
of the individual. 

The higher the father’s occupation level 
and the more education the mother has 
had, the more enlightened will be the at- 
titudes with which the individual comes 
into contact; hence, the more positive his 
own M.H. attitude. 

Year in college (Item 13) (r=.15), grade 
average (Item 14), (r=.13), number of psy- 
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chology courses (Item 15) (r=.36), and type 
of friends (Item 16), (r=.32)—all are vari- 
ables representing the cultural-intellectual 
orientation of the individual. One who has 
more contact with the university commu- 
nity and learns more of psychology has an 
attitude more positive toward M.H. 

Correspondingly, individuals who have 
more of these contacts are the more intelli- 
gent members of the college population and 
are apt to prefer the friendship of indi- 
viduals whose interests are also intellectual- 
cultural. In contrast to this finding are 
Altrocchi and Eisdorfer’s results indicating 
college courses did not improve atti- 
tudes (1). 

The finding that the more authoritarian 
individual (Item 17) had the lower M.H. 
score (r=.33) is consonant with the findings 
concerning political liberalism, religious 
affiliation and family socioeconomic level. 
The formal religions, the political conserva- 
tives and the lower socioeconomic levels 
have all been associated with authoritarian 
orientation. 

Finally, one should note that the corre- 
lation of family happiness rating (Item 18) 
with M.H. score possibly reflects an inter- 
action with the “psychological consulta- 
tion” item. The person who admits having 
had psychological help is likely to be the 
one to admit to family unhappiness; both 
of these groups had higher M.H. scores. 


DISCUSSION 


Watts and Davis (5) presented a rather pessi- 
mistic picture of the college student’s atti- 
tude toward psychiatry and mental health. 
They concluded that their subjects were, 
for the most part, suspicious of psychiatrists 
and would be unwilling to consult them 
for psychological difficulties. Rust and 
Davie (4) also reported that college students 
would not seek professional psychological 
help. 


Sane ~~ a 


Contrary to these results, the present au- 
thors find that the mean score on a scale 
of attitude toward mental health is not only 
relatively high (19.96 with a maximum of 
25) but shows little variability ($.D.—3.01). 

One of the scale items required the S to 
classify a series of symptoms as mental or 
nonmental and to select from a list of pro- 
fessional persons the one whom he would 
consult for each problem. Fifty-four per 
cent of the S’s were classified as having a 
positive, sophisticated attitude because they 
classified as mental one or more symptoms 
(e.g. hay fever, persistent headache) in ad- 
dition to those upon which there was gen- 
eral agreement. 

Further, 60 per cent of these $’s selected 
one of the three (out of eight) consultants 
considered to have a psychological orienta- 
tion (psychologist, psychiatrist, counselor). 
These results indicate a generally positive 
and sophisticated attitude toward mental 
health problems among college students. 

It must be noted, however, that while, 
Statistically, the tendency was for S’s who 
classified symptoms as mental to seek psy- 
chological consultation (chi square=11.62, 
P<.001), 42 per cent of these S’s tended to 
check nonpsychological resources (parents, 
ministers, friend, etc.) Therefore, it ap- 
pears that for some S’s there is a distinction 
between information available and willing- 
ness to accept psychological help. 

There appear to be two general clusters 
of variables which are important in the 
formation of attitudes toward mental 
health. One might be described as an 
“experience” factor. 

The S with greater exposure to mental 
health problems and the sophistication of 
the university environment shows more 
Positive attitudes. This would include 
such variables as: psychological problems 
in the S himself, problems in a member of 
the family, the married (and presumably 
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older) student, the female student (who 
takes more social science and education 
courses), the student further along in col- 
lege, one having had more psychology 
courses, a family in a higher socioeconomic 
level, and more highly educated parents, 

The second cluster, while not entirely 
independent of the first, seems to involye 
personal characteristics and general back- 
ground rather than specifiable experiences, 
The student who is more rigid, authori- 
tarian, and less intellectually oriented has 
a lower M.H. score. 

These characteristics are indicated by as- 
sociation with a more dogmatic religious 
group, more frequent church attendance, 
a rural background, a major in agriculture, 
a high score on the authoritarian scale, po- 
litical conservatism, early association with 
a national political party, lower intelligence 
(as indicated by grade average), and less 
preference for friends with intellectual- 
cultural interests. 

The M.H. score, although relatively un- 
reliable, has pointed to several factors which 
influence attitudes in this area. While its 
reliability has considerably limited the up- 
per bounds of validity, a large number of 
the investigated relationships yielded sta- 
tistically significant results. 

The scale would seem to have usefulness 
in determining, within the university stu- 
dent community, areas of our culture which 
produce less positive attitudes and types of 
experience which correlate highly with posi- 
tive attitudes. It has indicated subgroups 
of individuals whose attitudes are lower 
than others and educational procedures 
which appear to result in more positive at- 
titudes. 

In its present form, however, the ques- 
tionnaire is not viewed as an instrument 
for individual prediction. While significant 
group differences were possible with rela- 
tively small mean score discrepancies, the 
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difficulty in interpreting the psychological 
significance of such restricted variations 
makes individual prediction a somewhat 
tenuous procedure. 


SUMMARY 


The purpose of the present study was to 
investigate differential attitudes toward 
mental health in the university student 
population. A 25-item scale revealed sta- 
tistically significant differences in attitude 
among subgroups of college students. 

The independent variables, with signifi- 
cant results, appeared to form two clusters. 
One, described as an “experience” cluster, 
included: experience with psychological 
consultation, courses in psychology, a longer 
period in college, and higher economic and 
educational level in the family. 

The second appeared to involve general 
background or personality characteristics 
rather than specifiable experiences and in- 
cluded: religious beliefs, political orienta- 
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tion, intelligence, score on the authoritarian 
scale, and preference for intellectual, cul- 
turally oriented friends. 
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G. T. BARRETT-LENNARD, Px.D. 


_ As I view it, a helping relationship is any 
relationship in which one person facilitates 
the personal development or growth of an- 
other, where he helps the other become 
More mature, adaptive, integrated, or open 
_ to his own experience. From my frame of 
we Teference you are providing or seeking to 
"Provide a helping relationship: 

= (1) If you would agree that a person is 
- More fully and adequately alive and more 
truly productive if he knows and values 
himself; if he is open to conscious aware- 
ness of his immediate feelings, attitudes 
and Motives; if he progressively discovers 
himself through his experience rather than 
trying to guard and preserve a preconceived 
image of what he should be like; if he 
trusts and depends on his own capacities 
and feels responsible for his actions; if 
he is honest within himself and presents 
himself as he is to others: and (2) If you 
wish to foster such characteristics as these 


Significant aspects 
of a helping relationship 


in others with whom you are associated; 
for example, as a teacher, counselor, doctor 
or minister, or even as a parent, spouse or 
friend. 

Although we can, I think, usually foster 
a “purer” or more significant helping rela- 
tionship with one person at a time—be- 
cause we can devote all our resources tem- 
porarily to him alone—I believe that we 
can also extend such a relationship to a — 
group of people at once. i 

Whenever we teach a class of children or 
adults, function as a leader in any direct, 
continuing association with a group of 
ES e 
Dr. Barrett-Lennard is lecturer in psychology at 
the University of New England, Armidale, New 
South Wales, Australia. He was formerly assistant 
professor of psychology at Auburn University, Au- 
burn, Ala. 
This paper is based on a talk given initially at an 
Institute in Counseling and Guidance, School of 
Education, Auburn University. 


223, 


people, confer with our colleagues or co- 
workers, or talk informally and personally 
with friends, I believe we can say that the 
interaction has some degree of Positive or 
negative value on the dimension of a help- 
ing relationship. To state it more simply, 
I think that our associations with other 
people are helpful or unhelpful, facilitating 
or inhibiting; they are not neutral. 

At this time, my thinking about helping 
relationships can be expressed in terms of 
six related but distinguishable aspects, as 
follows: 

(A) The helping person understands the 
other, from the other's own frame of refer- 
ence. He recognizes or senses what is real 
and meaningful to the other at any given 
time. He cares to know how the other 
person sees things, how he feels about him- 
self, what his own subjective experience is 
in regard to any aspect of his life process, 
He is able to sense or infer the conscious 
feelings and meanings underlying the 
other’s outward communication; in a cer- 
tain real sense the other person’s experience 
becomes alive in him also, although he does 
not confuse feelings and perceptions origi- 
nating in the other with those that originate 
in himself. 

It seems to me that maintaining a clear 
distinction between meanings originating in 
oneself and in the other person is very im- 
portant in a helping relationship, very 
challenging, and often difficult. Intensive 
experience in a helping type of relationship 
impresses us with the fact that we can 
seldom be quite sure of just what another 
person is meaning or exactly how he is 
feeling. 

We respond to him in terms of our best 
understanding of his meaning at the 
moment, with the attitude that this under- 
standing is continuously open to correction 
and change, This not only increases the 
possibility of accurate comprehension of 
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the other’s immediate feelings and thoughts 
but helps to free him to change his way of 
perceiving or formulating his experience, 
to consider other possibilities, and to dis- 
cover new, deeper, and more integrated and 
personally valid meaning in his experience. 

I would call this first aspect of a helping 
relationship empathic understanding, Em- 
pathy has an overlapping but somewhat 
different meaning to me than the familiar 
and respected concept of sympathy. Both 
terms suggest a caring for and a reaching 
out to the other person. 

Empathy implies that you appreciate how 
the other person inwardly feels, how things 
are to him; but it does not mean that his 
thoughts or feelings or troubles become 
yours. It excludes the process of identifica- 
tion, in which feelings or concerns originat- 
ing in your own personal experience that 
resemble experiences of the other person 
“take over” and become the things that 
you are actually responding to, perhaps 
without realizing it. 

To put it another Way, empathy implies 
that we “tune in” to the other’s wave-length, 
and receive his message as he communicates 
it; but it does not imply that we amplify or 
rebroadcast or continue within ourselves 
what the other has initiated. To me, sym- 
pathy does, to some extent, imply these 
things, 

For this reason, perhaps, sympathy often 
seems to lead us to want to reassure the 
other person. And, although reassurance 
is a common and understandable response, 
does it really help to be told that one’s 
anxious or troubled feelings do no good, 
that one’s worries have no basis in reality, 
or that other people have the same diffi.” 
culties? Sympathetic reassurance may com- 
fort the sympathizer but I wonder if it 
ever offers more than temporary or super- 
ficial relief to the person who is reassured. 

Perhaps there are two basic ways of deal- 
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ing with big or little problems in life: one, 
to deny the problem, to somehow shut it 
out of awareness or adopt a belief that 
contradicts it; the other to face it, try to 
see it in fuller perspective, establish its re- 
lationship to other aspects of our experi- 
ence, expand it in a sense but in a way that 
ultimately frees us of it as an inner problem 
or conflict. I suggest that reassurance is 
most likely to foster denial or suppression, 
and empathy is most likely to foster a 
process of working through to an actual 
resolution. 

(B) A second aspect of our response, as 
a helping person, is the attitude that: (1) 
the other person has within himself a basic 
drive for growth and development in the 
direction of optimal realization of his po- 
tentials; (2) that his own motivation and 
his own perceptions are a trustworthy basis 
for action that is constructive for him, un- 
less we put him or keep him on the defen- 
sive; (3) that we cannot really be responsible 
for him (although we can be deeply re- 
sponsible for our own behavior toward 
him) and; (4) that we can facilitate and 
nourish his own basic drive for integrated 
widening development, but that any at- 
tempt to force this motivation into being or 
into activity will essentially defeat its own 
Purpose. 

(C) A third aspect that I think is an in- 
trinsic part of the pattern that I am de- 
scribing is that of deeply respecting and 
caring for the other person. Speaking from 
his experience in psychotherapy, Dr. Carl 
Rogers discusses the difficulties of extending 
this caring to another person as follows: 


“Can I let myself experience positive attitudes 
toward this other person—attitudes of warmth, 
caring, liking, interest, respect? It is not easy. 
I find in myself, and feel that I often see in 
others, a certain amount of fear in these feelings. 
We are afraid that if we let ourselves freely €x- 
perience these positive feelings toward another 
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we may be trapped by them, They may lead to 
demands on us, or we may be disappointed in 
our trust, and these outcomes we fear, As a 
reaction we tend to build up distance between 
ourselves and others—aloofness, a ‘professional’ 
attitude, an impersonal relationship. . . . It is 
a real achievement when we can learn, even in 
certain relationships or at certain times in those 
relationships, that it is safe to care, that it is 
safe to relate to the other as a person for whom 
we have positive feelings.” 1 


(D) My fourth aspect is closely related 
to the third, It is that our respect and car- 
ing for the other is unqualified. We do 
not attach conditions to it. The other 
person does not have to earn our approval 
or liking by expressing some desires and 
suppressing others, by having certain atti- 
tudes or beliefs but not others, by being one 
kind of a person and not another. We 
make no charge, no demand, give no special 
credit for particular feelings or behavior. 

In this way the other is freed to be what 
he most deeply or most completely is at the 
moment. He finds it is safe in his relation- 
ship with us to face himself openly, to per- 
ceive and acknowledge the weaknesses he 
sees in himself, his confusion or his fears. 
Likewise, he can freely express positive feel- 
ing or attitudes; he can explore and dis- 
cover more fully what he really likes about 
himself or others. 

His actual experience can become more 
fully the source of what he feels and thinks. 
He can be consistent or inconsistent; he can 
hide from or face fear and pain; he can be 
sad and hopeless or joyful and elated, angry 
and bitter or loving and generous. He can 
be in feelings and words all things that he 
has felt were good or bad; he can come to 
know himself and consciously make choices 
that are now his own choices. He can do 
[ieee 


1 Rogers, Carl R., “The Characteristics of a Helping 
Relationship,” Personnel and Guidance Journal, 37 


(September, 1958), 6-16. 
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this because he is valued and appreciated 
for being the person that he is from moment 
to moment, and not in terms of how closely 
he matches or departs from any predeter- 
mined concept of what we would like him 
to be. 

Most of us are so used to rewarding and 
being rewarded for certain kinds of be- 
havior or feelings, and not for other kinds, 
that it is very difficult for us to feel a deeply 
positive respect and liking for another 
person who does not have attached condi- 
tions or qualifications. Perhaps this is a 
goal that we can strive toward but cannot 
realistically hope to fully attain. If we 
can even approach it we are likely to be 
rewarded, I believe, by witnessing in the 
other person the kind of development and 
change that I have described. 

(E) The fifth aspect of a helping relation- 
ship I will call availability. By this I mean 
that the helping person is ready to commu- 
nicate meanings that do originate in him, 
in response to the other’s actual desire for 
this kind of communication. At the same 
time he maintains a clear distinction be- 
tween these meanings and the thoughts 
and feelings originating in the other, Per- 
haps this aspect is most evident in a teach- 
ing relationship. 

In his desire increasingly to know and 
understand the world of people and things 
about him, a child or adult may be eager 
to know our perceptions, knowledge or ideas 
with regard to things that are of immediate 
interest or concern to him. How different 
is the influence of sharing those things be- 
cause he wants us to, rather than because 
we have decided that he must or should 

know them! 

In the former case, the thoughts and per- 
ceptions that we communicate are valued 
both as a sharing of ourselves and for their 

intrinsic meaning. But where we commu- 
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nicate from our ideas or feelings or knowl- 
edge with the attitude that this is a reality 
or truth which the other must know and 
understand for his own good, I believe 
that we violate or negate a helping rela- 
tionship. 

I have tried to characterize the attitude 
that would reflect a high degree of construc- 
tive availability, although I believe that this 


attitude may be communicated to another a 


in innumerable different verbal (and non- 
verbal) forms. This is my attempt to con- 
vey the inner content of the attitude: 


If you would like to know what I think or feel 
or believe I know about this, I should be glad to 
tell you. Because we are different people and 
have had different experiences I realize, however, 
that much of what is meaningful and significant 
to me may not be to you. I want to try and 
convey only what is meaningful to both of us and 
what you experience as relevant and helpful in 
relation to the interests or purposes that you are 
experiencing. 


(F) Finally, there is the aspect of being 
genuine or congruent in relation to the 
other person. I believe it is very important 
to be empathically understanding, uncon- 
ditionally respecting and caring, and re- 
sponsively available: I feel it is equally 
important not to try to pretend to be any 
of these things if I really do not feel them. 

Generally speaking, to convey outwardly 
one response when inwardly I am respond- 
ing another way confuses the other person. 
He does not know, for example, whether to 
believe my words or my tone of voice, ex- 
pression and gestures. He will probably 
become uncomfortable, perhaps without 
knowing why. If I keep it up he will prob- 
ably come to distrust me and communicate 
more and more superficially to me. Even 
if I am a good enough actor to fool him 
this time, I am afraid that my incongruence 
will catch up with me; I may begin to de- 


ceive myself, to lose awareness of the in- 
consistency in me. Then I would need 
a really significant helping relationship, 
through which to regain my own unity or 
integration. 

If we are congruent we are unified and 
whole all the way through; our primary 
experience (including our basic sensations, 
impulses, desires and needs), our conscious 
awareness and our overt communication are 
all essentially consistent. Such consistency 
within the person may mean that he is in- 
consistent now with what he was yesterday 
because his experience and feeling now is 
really different from what it was then. If 
we are congruent the other can see us as 
real and dependable. Perhaps he senses 
that he can trust us with himself because 


A helping relationship 


BARRETT-LENNARD 


he can see that we trust him with our real 
selves. 

My thinking about the qualities of a 
helping relationship, and particularly about 
the aspect of congruence, may be summed 
up as follows: Optimally, we are con- 
gruently and deeply caring, understanding, 
accepting and available, and we perceive 
the other as basically self-directing and re- 
sponsible. But even though we are not al- 
ways this way, if we are open and comfort- 
able in revealing our actual reactions to the 
other—if our temporary dislike, nonaccept- 
ance or failure to understand can freely be 
admitted when it is present—there is most 
chance, I believe, that we will continue to 
offer him a helping relationship or regain 
our ability to do so. 
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HAROLD CHENVEN, Pu.D. 
BERNARD J. SOMERS, Pu.D. 


A rehabilitation center 
program for mental patients 


INTRODUCTION 

A rehabilitation program for mental pa- 
tients in a comprehensive community re- 
habilitation center1 is the subject of this 
report? The program took place in a 
center serving the physically disabled. 


Dr, Chenven was formerly chief psychologist, In- 
stitute for the Crippled and Disabled, New York 
City. He is now consultant in vocational rehabili- 
tation, Brooklyn Bureau of Social Service and 
Children's Aid Society and adjunct professor of 
psychology, New York University, New York, N. Y. 
Dr. Somers, formerly senior psychologist at the In- 
stitute for the Crippled and Disabled, is now assist- 
ant professor, rehabilitation counseling program, 
Los Angeles State College of Applied Arts and 
Sciences, Los Angeles, Calif. 

1The Institute for the Crippled and Disabled, 
hereinafter referred to as the “Center.” 

2¥For a report focusing more on the administrative, 
organizational and statistical aspects of the pro- 
gram, see Psychiatric Pilot Project, Rehabilitation 
Series Publication 31 (New York: Institute for the 
Crippled and Disabled, 1961). 
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A survey (5) published in this journal 
points up the significance of this in indicat- 
ing the small percentage of mental patients 
in rehabilitation center programs. More 
recent reports from Greece (4) and by 
Gelb (1) suggest a trend toward greater ac- 
ceptance of mental patients in rehabilita- 
tion centers. 

The Center, while presently organized 
to meet the major needs of its patients— 
that is, medical, social, psychological and 
vocational—retains a strong vocational ori- 
entation and emphasis in its practices. 
These practices are the product of over 40 
years of experience in the rehabilitation of 
the disabled. 

The comprehensive philosophy that 
evolved in this period focused upon the 
development and enhancement of the indi- 
vidual’s fullest capacities for living, even 
where this was not restricted to the activity 
of remunerative employment or the re- 


covery of physiologically impaired modali- 
ties. Concepts of “total push” applied to 
the physically disabled were then extended 
to include those patients experiencing se- 
vere psychological disturbances and needing 
assistance to effect a non-relapsing recovery 
in the community. 


DESCRIPTION OF FACILITIES 
AND SERVICES 
Two facilities which play a major role in 
the comprehensive rehabilitation services 
provided the mental patient will be de- 
scribed in some detail, demonstrating how 
a transitional program may actually be 
worked through with particular patients. 
These facilities and services, which are 
primarily concerned with vocational aspects 
of the patient’s difficulties, are not ade- 
quately described in the present mental 
hygiene literature. Therefore, the following 
description may also offer structural and 
philosophical underpinnings to other re- 
habilitation programs designed to effect a 
transitional change of status for the dis- 
charged mental patient. 


VOCATIONAL EVALUATION 


This evaluation is designed to test out the 
patient’s abilities and aptitudes through 
the medium of work samples. The work 
sample vocational evaluation encompasses 
a six-hour day and proceeds over a period 
of up to three weeks. The patient is tried 
on a variety of tasks covering many occu- 
Pational fields, providing data in areas that 
teach beyond the client's abilities, aptitudes 
and interests. 

The vocational evaluation through work 
Samples is a laboratory in which the patient 
As observed as well as tested over a period 
of time ranging up to a full three weeks of 
daily attendance. During this vocational 
evaluation period, data are collected on 


Rehabilitation center program 
CHENVEN AND SOMERS 


such qualities as distractibility and con- 
centration, motivation and energy, toler- 
ance for goal-directed activity, and the pa- 
tient’s relationship to his supervisor and 
instructor. 

Also, evaluation is made of the patient's 
response to this situation, his relationship 
to other patients undertaking similar ex- 
periences, and his ability to meet time 
schedules. These test and observation 
areas approximate the realities of competi- 
tive employment and provide data from 
which interpretations of present behavior 
and predictions of future behavior are 
made, 

Although this is described as a vocational 
evaluation situation, it is clear that there 
are therapeutic goals as well. A six-hour 
daily stint of working at the completion of 
tasks, which are then compared with previ- 
ously arrived at standards of quantity and 
quality, offers the patient an opportunity to 
make realistic comparisons of himself rela- 
tive to the skills and productivity of others, 
This comparison has both positive and neg- 
ative implications but if properly guided, 
the self-awareness of both limitations and 
assets generated in this situation may have 
significant positive effects upon the patient's 
self-concept. 

Tasks are begun and completed, thus 
reducing the patient’s sense of emptiness or 
frustration; more than one opportunity is 
given to accomplish a task. Instruction in 
the task is part of the evaluation. Initial 
measures are not final measures as they are 
in other testing procedures. If a patient 
feels particularly fatigued one day—or 
perhaps has a headache—he will have an- 
other opportunity to demonstrate what he 
can achieve. If, on one task, failure seems 
apparent and would have too many nega- 
tive effects, the evaluator, in consultation 
with the mental hygiene team, can switch 
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to a less demanding task. At this stage of 
the patient's evaluation, successes can be 
enhanced, encouraged and exploited. 


VOCATIONAL TRAINING 


Patients may be taught a trade or a skill in 
a variety of occupational areas in the same 
Center where they were evaluated. They 
come to school each day and, in fact, are 
no longer referred to as “patients” but are 
called “students” by staff and fellow pa- 
tients. The instructor is trained not only 
in the teaching of his trade but also in 
dealing with persons who have serious emo- 
tional disturbances. 

The vocational trade school within the 
Center may also be used primarily as a re- 
fresher device rather than for training it- 
self. A refresher course can be designed to 
assist a patient to reorient himself to all 
his previously learned skills. However, the 
primary purpose of refresher training is 
to offer the patient an opportunity to make 
use of the beneficial therapeutic aspects of 
the rehabilitation center community. Train- 
ing in a trade may be varied according to 
emotional, readiness as well as aspirations 
and skill-levels. 


PREVOCATIONAL EVALUATION AND 
TRAINING. 


As the title indicates, the “pre” in prevo- 
cational refers to the need for some patients 
to be prepared even more gradually and 
more slowly through a closely supervised 
process before they can be admitted into 
a vocational evaluation. The reasons may 
be many. It is clear that the patient re- 
ferred to a prevocational program is con- 
ceived to be further from recovery than the 
patient referred directly into the vocational 
evaluation. It may become clear during 
the screening process that some patients 
need a long, slow build-up to make the 
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most of any potentialities they may have | 
for moving forward in their return to the | 
community. f 
The prevocational evaluation and train: 
ing program is staffed by occupational 
therapists under the supervision of a medi- 
cal director. The therapists are in consul- 
tation with senior vocational counselors and 
senior psychologists of the mental hygiene 
unit. i 
It is in the prevocational setting that the 
integration of evaluation and therapy goals 
can, for the first time, really be observed in 
detail, even though this integrating process 
may have begun during the patient’s early 
intake and orientation. In the prevoca-_ 
tional setup, continuity is established for 
the first time. Assistance can be given—" 
on an almost one-to-one basis—for five or 
six hours daily. The vocational objective 
is not eliminated from consideration, but 
it is not the primary focus of the prevoca- 
tional process. 
The major emphases are on attitude: 
around work, interpersonal relations, the 
building of tolerance, the control of im- 
pulses, and gradual development of ap- 
propriate responses to supervision. The 
media utilized in the prevocational shop 
are also task- and work-oriented and not 
diversional or “busy work.” 4 
Because of the relationship built up be- 
tween occupational therapist and patient, 4 
it may be possible during the prevocational 
evaluation and training period to test ou 
some of the strains and the demands that 
will be asked of the patient in the later _ 
stages of his program, and to observe the — 
patient’s response in a partly controlled 
atmosphere. i 
The importance of the consultation with 
the counselor and psychologist is empha 
sized by these goals. Although some bene- _ 
fits in co-ordination and development of. 
skills may be derived from this program— 


which may range in time from as little as 
two or three weeks to several months—the 
major contribution hoped for will be de- 
rived from the support and encouragement 
offered by the patient-therapist relationship. 


PLANNING AND INITIATION OF 
PROGRAM 


The rehabilitation program for mental pa- 
tients was carried out jointly by the Center 
and the New York State Division of Voca- 
tional Rehabilitation. Orientation and 
planning meetings of the staffs of both 
agencies took place prior to the initiation 
of patient referrals. The stated purposes 
of the program were: to study the responses 
of mental patients to a facility primarily 
serving the physically handicapped; to eval- 
uate the adequacy of the facility’s services 
for the mental patient group; and to ob- 
serve the interaction of the mental patient 
group with physically disabled clients. 

All patients admitted for this program 
had to be: on outpatient or convalescent 
status; without physical disability; hospi- 
talized no more than four times within the 
past two years; without brain damage, se- 
nility, psychopathy or addiction; competent 
in the English language; dull, normal or 
higher in intelligence. 

The DVR counselor was required to at- 
tend disposition conferences because of his 
understanding of the patient, his responsi- 
bility in the financial support of the pa- 
tient’s rehabilitation, and the need for a 
team consensus on a consistent approach to 
the patient by all staff involved. 

Typically, the patient (some of whom 
were recently discharged and some never 
hospitalized) was sent to the Center by his 
DVR counselor for an initial screening 
which comprised a medical examination, 
intake interview with a social worker, and 
an interview with a psychologist. Within 
a few weeks, he completed a full psycho- 
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logical and psychiatric evaluation. In some 
instances he was seen for an evaluatory in- 
terview by one of the vocational counselors. 

After this series of examinations and in- 
terviews, the patient was discussed at an 
admissions committee meeting with the 
DVR counselor participating. At this 
time a decision was reached on acceptance 
or rejection of the patient for a vocational 
evaluation. As indicated earlier, the evalu- 
ation period might be utilized for prevoca- 
tional program, or, evaluation in a work 
evaluation unit by the work sample method. 

From the earliest contact of the patient 
with the Center, and throughout his evalu- 
ation period, an attempt was made to main- 
tain periodic contact with him through a 
member of the mental hygiene staff. j 

Following the evaluation period, each 
patient was again discussed in conference 
—with his DVR counselor present—and he 
was placed in a vocational training pro- 
gram along with other services as needed, 
such as psychotherapy, vocational counsel- 
ing, group work, chemotherapy, etc. At 
the completion of training, placement ef- 
forts were initiated and correlated with sup- 
portive contacts with a member of the 
mental hygiene or vocational rehabilita- 
tion departments. 

All patients involved in the program 
participated in psychotherapy. Psycho- 
therapy varied in its intensity, dependent 
upon patient need and patient focus. Some- 
times the “therapist” of choice, because of 
patient focus, was one of the Center’s vo- 
cational counselors. i 


ANTICIPATED PROBLEMS 


In view of the fact that mental patients 
per se had not been engaged in programs at 
the Center before, some problems were an- 


ticipated. 
3 Hereinafter referred to as “DVR.” 
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In preliminary discussions with the Cen- 
ter’s staff regarding the proposed program 
with mental patients, there was general 
caution expressed by many. Downright 
pessimism about the chances of successful 
rehabilitation was evident among a sub- 
stantial minority. Opposition was open 
among a few of the staff. 

The general air of guardedness among 
the staff was probably based on the follow- 
ing factors: (1) the inadequate results of 
psychotherapy with psychotic patients; (2) 
the lack of direct experience with mental 
patients on the part of some of the staff; 
(3) anticipated disruptive behavior; and 
(4) the fact that the Center’s services had 
been traditionally provided for the physi- 
cally disabled who might now be neglected 
in favor of the mental patient. This fear 
of neglect was based on the anticipation 
that more staff time per capita would be 
devoted to the mental patient and that the 
staff would find the mental patients more 
interesting, thus tending to favor them over 
the disabled. 

Given a group of patients without visible 
disability and with possible exotic behavior, 
the question of their integration with the 
physically disabled was raised. It was an- 
ticipated that the mental patient would 
feel some aversion for the disabled and that, 
conversely, the disabled would experience 
hostility, fear and aversion toward the 
mental patient. 

Group and individual discussions took 
place in an attempt to meet the above-men- 
tioned anticipated problems involving staff 
attitudes, 


RESULTS AND DISCUSSION 


There are indications that after the pread- 
mission screening and waiting period, one- 
half to two-thirds of the patients were suc- 
cessful in their programs and went on to 
work. It is understood that any final evalu- 
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ation of those who are working should 
rely upon follow-up measures of job tenure 
and rehospitalization rate. Those patients 
who were either closed at admissions, drop- 
outs for return to work or rehospitalized, 
were typically aggressive, acting-out pa- 
tients, out of contact, or able to return to 
previous vocational adjustment patterns. 

The remaining sample was thus a selected 
one, including some acute and some 
chronic schizophrenics. In addition, aggres- 
sive, withdrawn and conforming patterns 
were observed among the accepted group. 

The reports of Rennie et al. (7), Kris (6), 
and Grob (3) remind us that 60 to 80 per 
cent of discharged mental patients return to 
employment, or other effective roles, with- 
out the aid of rehabilitation services. Thus, 
the present sample is a select group of pa- 
tients lacking in those skills necessary for 
securing employment. A conservative evalu- 
ation of the data of the project suggests that 
60 per cent of those admitted to the pro- 
gram were employed. 


OUTCOME OF ANTICIPATED 
PROBLEMS 


Some dissipation of the staff's initial guard- 
edness was noted. This is attributed to ac- 
tual experiences with live patients whose be- 
havior is not significantly different from 
that of the physically disabled. An oppor- 
tunity for discussion of patient behavior 
and management existed and was often 
used. These consultative meetings resulted 
in growth of confidence among the staff. 
Some bizarre behavior and aggressive ac- 
tions were observed. Several of the staff ob- 
served that the incidence was less than had 
been expected. Some devaluation, pity and 
fear was expressed by staff in response to 
Instances of exotic behavior. It was noted, 
however, that staff, in general, coped effec- 
tively with the behavior of the patients. As 
the staff came to know these patients as 


persons and not as objects of stereotyped 
thinking, less threat was perceived and more 
compassion and understanding was noted. 
These results suggest that early opposition 
to a new program may not be indicative of 
a staff's real capacity for integrating this 
program with existing ones. 

In the early months of the mental patient 
program, some people said that inservice 
training was necessary to facilitate more 
wholesome attitudes among the staff toward 
mental patients and to educate people 
about the management and rehabilitation 
of these patients. Because of time limita- 
tions, primarily, such an inservice program 
hardly got off the ground. 

In light of the reasonably favorable re- 
sponse of resistant staff to the mental pa- 
tients, it can be questioned whether more 
intensive inservice training would have been 
profitable. Staff training that is interwoven 
with patient services may be the method 
of choice. In the arena of daily work with 
patients, attitudes are more significantly 
modified. 

The mental patients manifested some 
aversive reactions to the disabled. Instances 
of this behavior were rare. The social iso- 
lation of mental patients could be inter- 
preted as evidence of covert aversive reac- 
tions, expressed in avoidance of contact. 
At the same time, social isolation from 
other patients is often seen among newly 
arrived patients in the Center in response 
to the novelty of the social situation. An 
added factor is the well-known withdrawal 
of many mental patients in new social situ- 
ations, 

Going beyond the initial isolation by the 
bulk of mental patients in the sample, some 
began forming relationships with the dis- 
abled, albeit superficially. 

It became evident, in time, that these 
relationships were more than superficial. 
How to account for the formation of these 
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groupings? Both mental patients and the 
physically disabled are naturally drawn 
together through their propinquity and the 
sharing of experiences in their training, eat- 
ing and leisure-time pursuits in the Center. 
The sharing of experience with respect to 
training and the common goal of work 
needs emphasis here. It is also speculated 
that the disabled tend to draw the mental 
patient into the natural groups that form, 
rather than the reverse. 

Possibly the disabled see in the mental 
patient an able-bodied person and, although 
ambivalent in their attitudes, they never- 
theless gravitate toward him as a helping 
person because of his perceived physically 
normal status. There was no evidence of 
enduring concern on the part of the physi- 
cally disabled with the bizarre or aggressive 
behavior of particular mental patients. 

The resistance encountered in the plan- 
ning and early stages of the project di- 
minished. Much of this resistance, which 
was largely based on lack of intensive con- 
tact with mental patients, receded as the 
staff became more intimately acquainted 
with their own skills and with the patients 
themselves. The reasonable degree of suc- 
cess with these patients in day to day con- 
tacts with them also served to reduce re- 
sistance, guardedness and anxiety. 

The early expressed concern that mental 
patients would displace the disabled prob- 
ably persists. It may be compensated for 
by the expressed awareness of some staff 
that the experience with the mental pa- 
tients is feeding back into the work with 
the disabled, just as many years of experi- 
ence with the disabled has been contribut- 
ing to their work with the mental patient. 


DISCUSSION 

Within the scope of observations made, the 
success of the project came as a surprise to 
most of the staff involved in its planning 
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and execution. It is to this success that the 
following is addressed. 

The mental patient’s transition from the 
hospital to the community has been inten- 
sively studied and interpreted (2, 8). These 
and other reports have emphasized the 
strains upon the mental patient and his 
family in this transition. Reality in the 
community, including as it does the family 
and the world of work and play, is often 
temporarily, and sometimes permanently, 
overwhelming to the returning mental 
patient. 

It was the hope of those who conceived 
of the project that the Center might offer 
an environment removed and different from 
the cloistered hospital, which would help 
to smooth this transition. By building so- 
cial and work skills, the Center would help 
to maintain the mental patient in the com- 
munity. A rereading of the introduction 
will bring out more sharply the features of 
this transition as it is practiced in the 
Center. 

The patient enters into the activities of 
the Center gradually but inevitably. De- 
mands are slowly but surely built up for 
him. There is an interaction of psycho- 
therapy, counseling, vocational training and 
social experiences which both the patient 
and the staff can draw upon. The Center, 
or parts of it, become life's arena for the 
patient. The patient has to struggle with a 
reality which is controlled. There are role 
expectations for himself and others, and he 
gradually joins with fellow patients in this 
social system. Fellow patients approxi- 
mate, in their daily behavior, the modal 
member of the community at large. 

The work in which the mental patient is 
involved is substitutive but not diversionary 
in nature. While recreation is available to 
him, it is not part of his work program, 

whether he is in work evaluation, training, 
prevocational therapy, etc. His work ac- 
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tivity involves goal formations which he 
strives toward and achieves. 

He is armed by the acquisition of specific 
skills and work habits which will control 
his impulses and fantasies. This is a process 
that builds a sense of achievement and 
worth, and gains social approval from other 
patients, the staff, his family and the com- 
munity at large. The process has been vari- 
ously characterized as sublimation, the ac- 
quisition of the “facade of the worker,” 
the building of self-esteem. Where the pa- 
tient has been able to return to the work- 
aday world on a gradual basis, he avoids the 
destructive strains common to the more 
typically abrupt return to the community. 


CASE MATERIAL, CONCLUSIONS AND 
SUMMARY 


A discussion of five cases follows, in an at- 
tempt to highlight variations in patient be- 
havior in the Center, and outcomes of re- 
habilitation effort which Suggest tentative 
conclusions to be discussed subsequently. 
The cases are presented with the major 
focus upon the patient as he behaved and 
was known in his rehabilitation program 
in the Center. 


1. D.O—Although D.O. had never been hos- 
Pitalized, he had a very poor work history and 
was described as borderline psychotic in his func- 
tioning. In the early phases of his prevocational 
Program and psychotherapy he was unresponsive. 
He maintained his typical Tuminative, constricted, 
passive and slow approach to people and tasks. 
He developed a strong crush on his occupational 
therapist. He was transferred to another OT. 
There was little indication, for many months, of 
developing work capacities, 

Transfer to another staff Psychotherapist be- 
cause of staff changes, and the slow Progress of his 
Prevocational program seemed finally to catalyze 
him toward work interest and some social rela- 
tions. The extreme pessimism of the early period 
of his program was found to be unwarranted in 
view of the final results, 

In the last follow-up, D.O. was working, pay- 


ing for his psychotherapy and planning on further 
education after work. In evaluating the host of 
factors which may have abetted his “success” in 
the program, the family support should not be 
overlooked. Another lesson that is suggested by 
D.O. is the low predictive value of vocational 
diagnosis in the early part of a patient’s program. 


2. S.B—Diagnosed as paranoid schizophrenia, 
with a history of several hospitalizations of an 
acute nature, S.B. had, in the past, verged on 
acting out, and this was the reason for his 
several hospitalizations. In the hospital he had 
acted out rage feelings. His job history prior to 
being at the Center was one of job-hopping, with 
little acquisition of work skills or appropriate 
attitudes toward work. 

His vocational objective in the Center program 
was in the clerical area, beginning at a simple 
level of typing and some bookkeeping. He was 
in intensive psychotherapy throughout his pro- 
gram, In his training class he responded poorly 
to a demanding and disciplinary attitude from 
his teacher. After several near scrapes with this 
teacher, he finally blew up at her, frightened her 
and was asked to leave the class. 

This case is discussed because of the manner 
in which several of the staff handled his acting- 
out behavior, which verged on physical violence. 
It was suggested that he go home for the day. 
Other patients heard of this suggestion and sev- 
eral remarked upon their own relief in hearing 
that someone who had been almost violent, and 
had frightened a staff member and some of the 
Students, was treated in an understanding and 
sympathetic manner, 

An important element for these patient on- 
lookers was the fact that S.B. was not immedi- 
ately hospitalized. This points up the fact that 
poeny mental patients with problems of rage, 
agitation and restlessness are chronically fearful 
of being rehospitalized if their impulses show. 
SB. had been hospitalized twice for behavior 
which was probably quite similar to the above 
events in the Center. Patients become keenly 
aware of the staff's attitudes and philosophy in 
the management of patients and draw their own 
Conclusions concerning how their own behavior 
will be handled, 


3. M.L—This young woman had a history of 
Several hospitalizations for paranoid schizo- 
Phrenia, each of short duration. Although not 
Known at first, she had a mild to moderate drink- 


Rehabilitation center program 


CHENVEN AND SOMERS 


ing problem expressed in periodic bouts in re- 
sponse to disappointment. y 

In her program, which was clerical in content, 
she had numerous verbal explosions and bristled 
with hostility and suspiciousness. Some bizarre 
attention-getting was observed. She had been in 
psychotherapy for several years prior to entering 
the Center. Her vocational counselor worked 
intensively with her in an adjunctive psycho- 
therapeutic role, with emphasis on her work 
adjustment and behavior in the Center, The 
counselor maintained close contact with the pa- 
tient’s psychotherapist as well as with the pa- 
tient herself. 

Rather direct confrontations and strong de- 
mands were made by her counselor with respect 
to her behavior in her training program. Her 
extreme negativism and distrust began to show 
change after several months of uninterrupted 
difficulty. The effectiveness of the vocational 
counseling is emphasized here without ignoring 
the value of: her years in psychotherapy; her 
training experience in the Center; and the milieu 
of the Center outside of the vocational training 
situation itself. 

The counselor was able to make rather ex- 
plicit demands upon her behavior timed with 
his sense of her readiness and need for such 
limits. The counselor’s active co-ordination of 
his efforts with those of the vocational instructor 
and outside psychotherapist should be stressed. 


4. FM—He had been a construction worker 
during most of his previous 20 years of work. 
He had been hospitalized with a diagnosis of 
paranoid schizophrenia on two separate but short 
occasions. 

While he appeared, from the onset at the 
Center, to have frictions with fellow patients and 
sometimes with his instructor, he nevertheless 
formed a strong identification with his instructor, 
learned rapidly and, from the standpoint of skills 
acquired, was ready to go to work in the optical 
mechanics area at an early point, However, in 
this instance, the understanding of the psycho- 
therapist concerning F.M.’s persisting family and- 
intrapsychic problems led him to recommend 
that the patient continue with his program pend- 
ing resolution of some of these problems, antici- 
pating that these problems might well defeat his 
vocational adjustment. j 

While F.M. did quite well in his training, it 
was evident that his psychological problems 
needed some modification if he was to change his 
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vocational life pattern. The decision to delay the 
placement phase of his rehabilitation until a 
more personal change took place was supported 
by his subsequent job tenure. 


5. V.C—The patient, a 44-year-old divorcée, 
had been hospitalized for the previous 12 years, 
with two periods outside the hospital totaling 
but one and one-half years. She had a diagnosis 
of hebephrenic schizophrenia and could be de- 
scribed as extremely flat and undifferentiated in 
her behavior, She accommodated to all sugges- 
tions and program recommendations made for 
her. 

It was established that she was quite intel- 
ligent, a productive worker and a fast learner, 

She evidenced no interest in counseling or psy- 
chotherapy, but neither was any overt resistance 
to such effort noted. She was involved in brief, 
once-a-week therapy. She had, from the very 
beginning, expressed fear of the impending one- 
year anniversary date of her last discharge from 
the hospital. She completed a training program 
in office work prior to this one-year anniversary 
date and was placed on a job. A supportive, 
periodic contact was maintained with her through 
the date of her anniversary, which followed the 
completion of training in the Center by three 
months. 

During the course of these supportive, follow-up 
contacts, some of her on-the-job difficulties were 
discussed—more so than during all of the coun- 
seling contacts with her while in her program at 
the Center. For whatever reasons, she had not 
been able to discuss these very mundane but 
very crucial problems prior to being on the job. 
V.C. saw her passing the anniversary-year mark 
as a magical point in her life adjustment. Only 
a long-term follow-up will provide adequate evi- 
dence of the endurance of her adjustment. The 
follow-up supportive contacts appear to have 
been crucial for her. 


CONCLUSIONS 


1, A comprehensive community rehabili- 
tation center designed to serve the physi- 
cally disabled who also have emotional dif- 
ficulties can be successfully used with men- 
tal patients. It may be the facility of choice. 

Why? 

The milieu of hopefulness, coping with 
disability, sympathy and encouragement 
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most often found in facilities for the dis- 
abled is more often lacking in facilities for 
the mentally ill. The mental patient's first 
reaction to the Center may often be, “Boy! 
what am I doing here with all these crippled 
people?” With the initiation of his pro- 
gram and daily contacts with the Center 
and its clients, he may be happy to find him- 
self in a setting where there is anticipation 
of success by and for the disabled clients. 
Wright (9) describes the focus on construc- 
tive techniques for overcoming handicaps 

s “coping with disability.” The presence 
of disabled in the Center, coupled with 
their actual achievement in a vocational 
program, channelizes the viewer's (the men- 
tal patient’s) attention on this coping di- 
mension. 

Optimism and hopefulness are positive 
feelings observed in others and, at times, are 
felt by the mental patient once he has 
worked through his initial reactions to the 
disabled. Mental patients who initially 
had rather ambivalent attitudes later spoke 
more positively of the Center. One pa- 
tient said, “When I saw one of those people 
whose hands shake (a cerebral palsy condi- 
tion) working so hard, it made me look like 
a jerk for pitying myself.” 

Another patient (V.C., discussed above) 
said that a disabled client asked her about 
her own disability. V.C. replied that she 
had been in a mental hospital. The dis- 
abled client's immediate response was, 
“Don’t worry, work hard and find things to 
take your mind off your worries and every- 
thing’ll be okay.” V.C. saw this as quite 
reassuring and destigmatizing. 

2. Psychotherapy has been described by 
many workers as having limited scope and 
success with mental patients. Based on our 
experience and that of colleagues in the 
Center, psychotherapy is quite fruitful 
where it is correlated with a realistic life 
situation, such as vocational training. 
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Psychotherapy took many forms in the 
hands of psychiatrists, social workers, clini- 
cal and counseling psychologists. It ap- 
pears more desirable for psychotherapy to 
be conducted in the same setting as the rest 
of the patient’s rehabilitation program. The 
forms of psychotherapy were shaped by the 
needs of these patients rather than by the 
predilections of the professional disciplines 
involved. 

Some rather partisan and rigid ap- 
proaches to psychotherapy were shed by 
various therapists. It should be empha- 
sized that many of the staff had years of 
experience in counseling and psychotherapy 
with the disabled, which served as a strong 
basis for their work with the mental pa- 
tients. The element of communication be- 
tween and among psychotherapist, coun- 
selor, occupational therapist, vocational 
evaluator and training instructor was quite 
crucial to the contribution that psycho- 
therapy appears to have made. A vital, un- 
met need of the patient is for a continuing 
relationship with a psychotherapist at the 
Center after placement. 

3. Thus far, the outcomes of rehabilita- 
tion are not related to nosological categories. 

4. Bizarre and deviant behavior, antici- 
pated on the basis of the patient’s past per- 
formance, was not nearly as extensive as 
Predicted. In explaining the infrequency 
of bizarre behavior, it appears that in the 
hospital the patient is expected to control 
only strong aggressive and sexual impulses. 
Other deviant behavior is more generally 
ignored and thereby reinforced. In the 
Center, the mental patient has as a model 
the bulk of the client population who are 
Not acting in deviant aggressive and sexual 
fashion. In the hospital such behavior is 
€xpected if not demanded of him, while 
im the Center it is not expected of him. 

At the same time, the Center does not 
exert the degree of pressure upon the men- 
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tal patient that he finds in the rest of the 
community. In the Center, there is ac- 
ceptance of atypical physique and physical 
movement. It is our surmise that this ac- 
ceptance of the physically atypical may 
make it possible for staff and clients to 
accept much of the mental patient’s grim- 
acing, talking, incoherencies, posturing and 
other aberrancies of conduct. In addition, 
the prevalent tendency toward withdrawal 
by mental patients is reduced by evaluation 
and training programming and the de- 
mands of the disabled for interaction. 

5. Initial staff guardedness and resistance 
seemed to dissipate itself in the crucible of 
actual work with the patients. And, in fact, 
there was a generally favorable response on 
the part of the staff to the mental patient 
group. The close to normal behavior of 
the mental patients was a surprise to many 
of the staff. 

While the merits of the live experience 
of the staff with patients cannot be gain- 
said, the administrators of the Center had 
taken a firm and cordial attitude toward 
the establishment of a rehabilitation pro- 
gram with the mentally ill. It was this 
posture of the administration that signifi- 
cantly helped the program get on its feet 
and maintain itself.* 

6. More staff time is spent per patient in 
the mental patient group as compared to 
any other group of clients in the Center. 
In each phase of his rehabilitation, more 
time is required: in admissions screening 
and intake; in preparation for vocational 
evaluation and evaluation; in vocational 
training; in concurrent vocational counsel- 
ing and psychotherapy; in staff meetings; in 
placement and follow-up. 

7. The conclusions drawn have been 


4 Willis C. Gorthy, former director of the Institute, 
now deceased, and James N. Burrows, present di- 
rector, were responsible for the supportive policy 
of the administration. 
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based on the experiences thus far with men- 
tal patients in a particular rehabilitation 
center. More final conclusions will have 
to rest upon data that are not yet in hand. 
Such data will flow from a study of patients’ 
job tenure, socialization and rehospitaliza- 
tion in the post-rehabilitation period. In 
addition, the experiences of other centers 
will bear significantly upon these con- 
clusions. 

Rehabilitation centers considering a pro- 
gram for the mentally ill need to include 
as part of their program a therapeutic 
follow-up on each patient. Such a thera- 
peutic follow-up maintains ties with the 
agency for the patient who encounters ad- 
ditional strains in a more completive return 
to the community. 


SUMMARY 


A pilot program for mental patients in a 
comprehensive community rehabilitation 
center traditionally serving the physically 
disabled has been described. The Center’s 
services, operations, staff and history were 
discussed. The interest in serving a mental 
patient group was based on years of experi- 
ence in working with the physically disabled 
possessing varying degrees of emotional dis- 
turbance, and on an awareness of the need 
for community services for the mentally ill. 
The vocational orientation of the Center 
was shown to have its therapeutic effects 
for the mental patient in making realistic 
demands, arming the patient with work 
skills and attitudes and thereby strengthen- 
ing him for greater acceptance and partici- 
pation in the community. 
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Counseling and psychotherapy were dis- 
cussed from the standpoint of their. correla- 
tion and interaction with the vocational 
program. The success of the program was 
interpreted by way of the staff's competence, — 
patient-client interaction and the milieu of | 
the Center. Qualifications concerning this _ 
success were added, with suggestions for ad- 
ditional research. f 


REFERENCES 


1. Gelb, L. A., “Rehabilitation of Mental Patients 
in a Comprehensive Rehabilitation Center,” New — 
York State Journal of Medicine, 60(August 1, 1960), k 
2, 404-11. 
2. Greenblatt, M., D. J. Levinson and R. H. Wil- © 
liams, The Patient and the Mental Hospital (Glen- — 
coe, Ill.: The Free Press, 1957). 4 
8. Grob, S., “Panel: Essential Differences in Voca- 
tional Rehabilitation of Physically Disabled and — 
Emotionally Disabled,” Rehabilitation Record, ~ 
2(March-April, 1961), 15-18. 
4, Hellenic Rehabilitation Center for Disabled, 4 
The Vocational Rehabilitation of Mental Patients ~ f 
Integrated with Physically Handicapped—Progress 
Report of a Research Project. (Athens: Hellenic 
Rehabilitation Center for Disabled, 1960). K 
5. Klapper, M., “Sample Survey of Admission of 
Ex-Mental Patients in Rehabilitation Centers, i 
Mental Hygiene, 43(July, 1959), 378-89. 

6. Kris, Else B., “Mentally Ill Readapt to Thi ir 
Communities,” Rehabilitation Record, 2(March- 
April, 1961), 12-15. 

7. Rennie, T. A. C., T. Burling and L. E. wood 
ward, Vocational Rehabilitation of Psychiatric Pa 
tients (New York: Commonwealth Fund, 1950). 
8. Simmons, O. G., J. A. Davis and Katherine Spen 
cer, “Interpersonal Strains in Release from a Men: 
tal Hospital,” Social Problems, 4(No. 4, 1956), 21-28. 
9. Wright, Beatrice A., Physical Disability: A P. 
ne Approach (New York: Harper & Bros, 


SAUL H. FISHER, M.D. 


Psychiatric rehabilitation 


During the summer of 1961, I had the good 
fortune and privilege to spend three weeks 
in Israel as a guest of the Ministry of 
Health. The purpose of the visit was to 
observe the institutions and programs con- 
cerned with rehabilitation of the mentally 
ill now in progress or being prepared, to 
Meet with psychiatrists and other profes- 
sionals involved in the program, to ex- 
change ideas, and to provide the basis for 
future contacts, exchange and communica- 
tion. A concentrated schedule was pre- 
pared in advance—to which several addi- 
tons were made while in Israel—so that, 
In a relatively brief period of time a great 
deal of ground was covered. It is my feel- 
ing that what was observed and what will 
be described in this report is a fairly over- 
all view of the state of psychiatric rehabili- 
‘ation in Israel at the present time. 

: At the Outset it is necessary to make a 
€w qualifying remarks. The organization 


in Israel 


of psychiatric care in Israel is a complex 
one. For the most part what I saw were 
institutions and programs directly under 
the responsibility of the Ministry of Health. 
There are hospitals goyerned by the sick 
fund of the labor unions—the Kupat Holim 
—some of which have psychiatric beds. — 
There are small private sanatoriums, many 
of them substandard, which are used for 
custodial care because of the shortage of 
beds, but which are either being improved, 
or from which patients (particularly the 
elderly) are being remoyed to other installa- 
tions. Then there is Malben—whose re- 
; ; 
Dr. Fisher is psychiatrist in charge, Psychiatric Serv- 
ices Division, Institute of Physical Medicine and 
Rehabilitation, New York University Medical 
Center, New York, N. Y. 
This paper is a condensation of a report submitted 
to the Israeli Ministry of Health and is published 
here with the permission and authorization of 
Louis Miller, M.D., director of mental health serv- 
ices of the Israeli Ministry of Health. 
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sponsibilities will be described later—which 
helps support a variety of hospitals and 
programs, and which works very closely 
with the government. 

During the trip I visited centers in each 
of the three major medical districts: Jeru- 
salem, Tel Aviv, and Haifa. There are such 
other rapidly developing areas as Beer- 
sheba, Eilat (on the Red Sea), Nazareth in 
the Galilee, etc., not all of which could be 
visited in so short a time. It is obvious 
that not all the programs to be described 
satisfy the needs of the entire country, but 
they do indicate the direction in which psy- 
chiatry, and particularly psychiatric reha- 
bilitation, is going. 


JERUSALEM AREA 
Mental Health Clinic 


The clinic deals with all types of cases 
referred from every type of source, includ- 
ing forensic problems. The emphasis in 
the clinic seems to be psychotherapeutic, 
with individual and group therapy being 
used extensively, and drugs being used as 
adjuncts. Electroshock therapy is used not 
at all in this clinic for two stated reasons: 
the anti-depressant drugs have reduced the 
need for it, and it is felt that shock therapy 
would be harmful to the atmosphere of the 
clinic. 

The chief psychiatrist, Dr, L. Baumatz, is 
responsible for all commitments, and since 
the Jerusalem district also includes Beer- 
sheba, he visits that desert city at regular 
intervals. There are many problems of in- 
tegration with other agencies: welfare, 
medical, labor, etc. Co-ordination is de- 

scribed as being fairly good. They do lack 
facilities for the care of adolescents and 
legal offenders. 
Rehabilitation at this clinic is considered 
as short-term and long-term, the latter be- 
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ing complete and total. There was serious 
doubt expressed here about the effectiveness 
of achieving long-term rehabilitation. The 
main problems were in the areas of hous- 
ing and of work. 


Psychiatric Hostel 


This is associated with the clinic. It 
consists of a house with facilities for 28 pa- 
tients, under the supervision and care of a 
full-time psychiatrist, Dr. M. Avrouskine, 
and a house mother. The patients are care- 
fully screened and are considered as good 
candidates for ultimate vocational reha- 
bilitation. 

The hostel is used as a day center for 
some patients, as a place for bed and break- 
fast for others, where the home situation 
demands it. Emphasis is placed on co- 
operativeness—in the areas of cooking, 
making beds, cleaning, etc. An interesting 
activity is the formation of credit unions by 
the patients, to which those who have, con- 
tribute, and from which those who do not 
have, borrow. This function establishes a 
co-operative feeling, encourages saving, is 
helpful in getting a patient started out in 
the community, and encourages assumption 
of real responsibilities, 


Kfar Shaul Working Village 


The director, Dr. Schossberger, came to 
Israel from Vienna, and is a most attractive, 
intelligent and sensitive person. Kfar Shaul 
was formerly an Arab village; it is located 
several miles outside of Jerusalem, on one 
of the many Judean hills. Following the 
War of Liberation in 1948, it remained un- 
inhabited. In 1951 it began to be used as 
a custodial place for chronic, long-term 
schizophrenic patients, and in 1953 it was 
turned into a psychiatric working village, 
whose aim was to rehabilitate, where possi- 


ble, the chronic schizophrenic patient, us- 
ing useful work as the main vehicle. 

Workshops have been established for 
carpentry and woodwork, metal shops for 
making iron furniture, and a shop for shoe 
manufacturing, Each of the workshops is 
supervised by a trained worker, In addi- 
tion, the patients work at gardening, and 
one of the prides of the village is the trans- 
formation of what was formerly rubble into 
beautiful retaining walls overgrown with 
plantings and flowers. 

Patients are paid for their work in the 
form of premiums. The products are used 
in Kfar Shaul itself, and in other institu- 
tions in the area. Facilities exist for medi- 
cal treatment of patients, and a social and 
educational program rounds out the 
schedule. 

Kfar Shaul has facilities for about 350 
patients. The atmosphere is a leisurely, 
unpressured one. The discharge rate is 
low, being about 15 patients last year. 
However, the severity and chronicity of 
the patients’ illnesses must be taken into 
account in attempting to utilize such rates 
as a criterion for evaluating any rehabilita- 
tion program, or of comparing it with any 
other program. Kfar Shaul was one of three 
working villages I saw in Israel. 


Eitanim Rehabilitation Hospital 


Eitanim is about eight miles from Jeru- 
Salem. It is located rather high in the hills, 
Overlooking a valley populated by Yem- 
enites, who have turned it into a beautiful 
and fertile area. Beyond lies the Jordanian 
border, the cutoff line being a forest area 
planted by the Yemenites. It is a beautiful 
Spot and was formerly a tuberculosis hos- 
Pital, which was no longer needed after the 
introduction of chemotherapy of tubercu- 
losis. About two years ago it was changed 
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over into a psychiatric rehabilitation cen- 
ter, directed by Dr. O. Feldmann. ip 
The atmosphere at Eitanim is animated. 
Emphasis is placed on work and on cleanli- 
ness, and it is apparent that the staff is more 
demanding of patients than at Kfar Shaul. 
(This may be because of a difference in 
philosophy, but may well be because the 
patients are not as “chronic” as at Kfar 
Shaul.) The main areas of work are a large 
commercial laundry—beautifully equipped 
with modern machinery donated, by the 
Danish people—and gardening, which in- 
cludes the care of orchards. The laundry 
is operated not only for Eitanim, but for 
several institutions in and around Jerusa- 
lem. Patients are paid for their work. 
Eitanim suffers from a shortage of per- 
sonnel, one reason being that it is so far 
from Jerusalem. A 60-bed treatment unit 
was built last year, to be staffed by Hadassah 
Hospital and Medical School personnel and 
to be used for residency training and medi- 
cal school teaching. (The Hadassah Hos- 
pital, a most modern structure, only has 12 
beds for psychiatric patients, these to be 
used for neurotic and psychosomatic prob- 
lems. The 60-bed unit at Eitanim will thus 
make up for the deficiency at Hadassah.) 


TEL AVIV AREA 5 
Bat-Yam Hospital 


This was formerly a military barracks; 
it is now a 350-bed psychiatric hospital. 
Most of the patients are schizophrenic, ages 
20 to 40, although the hospital is required 
to accept all types, including drug addicts. 
Elderly patients are referred to geriatric 
centers, one of which will be described later. 
The hospital has four open wards, two male 
and two female. Physically, the setting is 
very lovely, the patients having done very 
nicely with plantings and decorations. 
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There are three to six beds to a room, each 
room opening onto courtyards. There are 
closed wards, of course. 

Treatment shows adherence to usual 
methods. Drugs. are widely used, Chlor- 
promazine being most common. If drugs 
are not effective, then subcoma insulin is 
used, Israeli statistics reveal no significant 
difference in results between subcoma and 
coma insulin therapy, and the latter re- 
quires expensive and more elaborate medi- 
cal setups. ECT is used in catatonic excite- 
ment and in psychotic depressions. Group 
therapy is favored over individual psycho- 
therapy. 

Rehabilitation facilities in Bat Yam show 
great emphasis on occupational therapy 
and on work therapy. The specialty here 
is weaving, and a variety of materials used 
for carpets, table-coverings, and upholstery 
are made, and patients are paid so much 
per meter of length of material. The pa- 
tients are paid out of a loan provided by 
the government budget. Each year, an ex- 
hibition is held in Tel Aviv, and the prod- 
ucts are sold. Also, other institutions may 
order materials, and they are manufac- 
tured. The income from these sources is 
paid back to the government. 

Only relatively stable patients are per- 
mitted to work. No pressure is used. The 
patients are simply informed of the facilities 
and usually ask to be put to work them- 
selves. 

In addition to the weaving industry, 
there is a large sewing room where patients 
make yery lovely children’s dresses. They 
are of interesting and varied designs, and 
the national origin of the patient can often 
be discovered by the design used. These 

dresses are also sold at the annual exhibi- 
tion. 

At the time I was there, an outpatient 
building was completed, and was awaiting 
an asphalt road and an archway over it be- 
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fore dedication by government officials. 
With this new building, it will be possible 
to treat many patients on an ambulatory 
basis. 


Nes Ziona Rehabilitation Center 


The director of Nes Ziona is Dr. L. Fallik. 
The setting is that of a former tuberculosis 
hospital located on a high spot overlooking 
the countryside. In the distance one can 
see the outlines of an atomic reactor, one 
of two now operating in Israel. Patients 
selected for this center are those not sick 
enough to be on a closed ward—that is, not 
agitated or suicidal—and thought to have 
potential for vocational rehabilitation. All 
patients are expected to work. If the 
patient resists work, the problem is dealt 
with either in group or individual psycho- 
therapy. There is a treatment section in 
this center where pharmacotherapy and 
subcoma insulin therapy are used. 

Dr. Fallik expressed little regard for 
occupational therapy as a diversion. He 
refuses to exhibit baskets, woven mats, 
etc., the usual results of diversional therapy. 
The work is real work, and Nes Ziona is 
the only establishment whose program is 
integrated with the Ministry of Labor. 
The latter supply equipment and instruc- 
tors to teach a skill or a trade. Carpentry 
and metal work are the main trades taught. 
I was told that paranoid patients do well in 
carpentry, while aggressive, acting out pa- 
tients do well in metal work. Most of the 
patients are male. The female patients 
work in sewing trades. Not all patients are 
schizophrenic. The center also accepts 
epileptics and mental defectives. 

The image of the center is determined 
by Dr. Fallik, who is a young Italian-born 
psychiatrist, obviously devoted and. con- 
scientious, very demanding of his patients, 
but very loving. He is a most impressive 


person. He depends to a great extent on 
his staff and spends much time with them 
in conferences, which are held daily. No 
problem is put off; rather, each must be 
dealt with immediately. He describes him- 
self as the tough father, who often angers 
his patients. The staff is soft, accepting, 
and understanding. His image is that of a 
firm, authoritative father, while the staff is 
the soft, giving mother. 

| The results, as presented to me, are the 
best of any institution visited. During 
July, 1961, there were 60 admissions, and 
57 discharges. (Here, again, the factor of 
selectivity must be taken into account). 
The readmission rate is 12 per cent. 

There are many problems. As a result 
of a shortage of hospital beds, the center is 
_ forced to take patients who should be in 
a closed ward. Also, patients have a dif- 
ficult time since, in many cases, there is no 
_ family to return to. For many patients dis- 
_ charged, Nes Ziona becomes the family, and 
_ Many return for the Sabbath or for Pass- 
over. 

The schedule included not only visits to 
~~ institutions, but conversations with indi- 
_ viduals who play an important role in 
Israel psychiatry, yet who do not work with 
_ one institution or program. One such per- 

Son is Mr. Louis Horowitz, director of 
Malben. Malben are the initials of the 
Hebrew words which, translated, mean 
Institutions for the Care of Handicapped 
Immigrants. 

Malben was established at the end of 

49, at the peak of mass immigration, as 
à combined agency of the Israel Govern- 

ent, the Jewish Agency, and the American 
Joint Distribution Committee (AJDC), to 

rovide care and rehabilitation for handi- 
capped and aged recent immigrants. From 
<j the beginning of 1951, Malben became the 
sz “Ole responsibility of the AJDC and is fi- 
_Ranced from the proceeds of the United 
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Jewish Appeal (UJA). Its services are fully. i 
co-ordinated with—and will eventually be ie 
integrated into—the nationwide health and _ 
welfare services. Lett 
The AJDC is a “crisis” organization, 
founded 48 years ago, which helps Jews 
throughout the world. Founded at the 
beginning of World War I, it played an 
important role in saving Jews caught up 
in that maelstrom. During the rise of 
Hitler, its work mounted and heroic efforts 
were made to save as many Jews as possible. 
The birth of the state of Israel presented — 
a new challenge, and Malben represents 
the organizational arm set up to meet the 
challenge. rs 
The first of the new immigrants were the 
elderly, the handicapped, and the survivors 
of the concentration camps, many of whom 
were sick with tuberculosis. To meet the 
problem of the elderly and the handi- 
capped, Malben established housing, geri- 
atric homes, rehabilitation centers and 
medical care. The first big medical prob- 
lem was tuberculosis, which was of such — 
magnitude as to almost create an atmos- 
phere of panic in the new state. Malben 
took over what beds were available, and 
now with modern treatment with drugs 
and surgery, tuberculosis is not a serious 
problem; the number of beds has been re- 
duced from 3,000 to about 800. ris 
The question arose: What to do with 
maining beds? It was decided to use them 
to tackle psychiatric problems. Eitanim 
and Nes Ziona, mentioned earlier in this 
report, had been tuberculosis hospitals and _ 
now are psychiatric rehabilitation centers. 
Close to both were children’s tuberculosis — 
hospitals, and these are now children’s 
psychiatric hospitals. Malben, as can be- 
seen, is quite a remarkable organization, 
and has been of inestimable NTE 105 
Israel. It is a self-liquidating organization, 
its projects eventually being absorbed By 
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the Israeli government. Meanwhile, as 
challenges and crises arise in Israel, Malben 
will be there to assist, and as they arise 
throughout the world, the AJDC will be 
there to assist. 

The second person I met was Mrs. Phyllis 
Palgi, an anthropologist working full-time 
with the Section of Mental Health of the 
Ministry of Health. Conversation with her 
was extremely interesting. As she points 
out, Israel is a cultural laboratory where it 
is possible to study and observe the cultural 
and social determinants of mental illness. 
There are 68 separate national groups, and 
76 separate lingual groups, and many in- 
teresting and special problems have arisen. 

Moroccan Jews show a high incidence of 
acting out; Iraqis show a high incidence 
of asthma. The Yemenites are exceedingly 
interesting since immigration to Israel from 
Yemen has created marked changes in the 
status of both men and women. The fa- 
thers of families have suffered particularly, 
since their function as teachers of their sons 
has been taken from them, and since their 
women have changed from a depreciated 
Arabic role to a more equalitarian western- 
ized role, Israel is predominantly a Western 
civilization, and the recent immigration of 
Oriental and North African Jews has 
created a real clash of cultures, with ac- 
companying psychiatric disorders. 


Petah Tikvah Community Mental 
Health Center 


The director is Dr. Razaz, from Iraq, a 
most pleasant and gentle psychiatrist. The 
philosophy of this center is preventive, and 
its goal is to get to problems early. There- 
fore, the relations with social workers, 
teachers, nurses, and community workers 
are very close. The center began as a chil- 
dren’s clinic, but it now deals with marital 
problems as well. No severe or long-term 
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problems are accepted at this center, and 
therapy is short-term. 

For example, no schizophrenic children 
are accepted, nor are psychotics among 
adults. The atmosphere is a pleasant one, 
as is the physical setup. It is apparent 
that this center functions quite differently 
from the one previously described in 
Jerusalem. 

The following day I started out for Haifa, 
under the direction of Dr. Ludwig Tramer, 
whom I had met briefly at Malben. He 
is in charge of the National Rehabilitation 
Team, a member of the Ministry of Health 
and assigned for most of his duties to work 
in Malben projects. As we shall see later, 
he is in charge of a geriatric psychiatric pro- 
gram at Shaar Menashe. 


Pardessia Working Village 


Pardessia is the only work village built 
for that purpose; it is quite new, being only 
about two years old. It is directed by Dr. 
Mahler, a recent arrival from Rumania. 
The patients are chronic schizoprenics 
drawn from the substandard private san- 
atoriums mentioned earlier. (It is the func- 
tion of the National Rehabilitation Team 
to screen patients in these sanatoriums, and 
to establish programs for them.) Here, any 
patient who shows “affectivity” and can live 
in an open ward setup is considered feasible 
for rehabilitation. There is room for 150 
patients here, but only 90 are accomodated 
because of lack of staff. 

As in other centers, work is emphasized. 
Agriculture, bookbinding, knitting of wool 
socks, painting toys, were some of the activ- 
ities observed. All of this work is sub- 
contracted and is paid for. It is apparent 
that there is a shortage of trained personnel, 
and the staff is quite aware of this. 

As in other centers, the problem of get- 
ting jobs in the community is a difficult 
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one. In Pardessia, the social workers at- 
tempt to do this, and it is admittedly not 
very successful. While I was there, seven 
patients had permanent jobs outside, while 
a few had part-time jobs in orange groves. 

It is apparent that Pardessia is new, and 
in transition. It is in need of more person- 
nel and more decisive direction. Yet, while 
there, I was impressed with the creative 
ability of some of the personnel. 

For example, I noticed a middle-aged 
woman sitting tearing newspapers into 
shreds. When I inquired why she was 
doing this, I was told that she had been 
very destructive, tearing her clothes, bed- 
linen, etc. The occupational therapist put 
her to work tearing up newspapers. These 
shreds were then molded, with the aid of 
acacia gum, into a variety of objects, such 
as dishes, vases, etc. On hardening, they 
were sanded smooth, then laquered with a 
variety of colors and designs into very dec- 
orative objects. The patient no longer 
tore her clothes or linens. I was most im- 
pressed with this display of concern for 
the individual patient, and with the true 
creativity on the part of the occupational 
therapist. 


Shaar Menashe Hospital 


This is a 250-bed general hospital unit 
which is part of a larger complex, an old- 
age center, run by Malben. It has been in 
existence about three years, and is a most 
interesting and exciting development. 
There are several aspects to Sharr Menashe, 
and each should be described as a unit. 

(1) Assessment Center: This consists of 
about 60 beds and is, in effect, a closed 
Psychiatric unit in a general hospital, under 
the direction of Dr. Tramer. All types of 
Patients are admitted here—young and old 
—and they receive complete medical and 
Psychiatric examinations. Although pa- 
ents here receive treatment, usually 
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physiological and pharmacological, it is an 
assessment unit, and patients are then refer- 
red to appropriate centers for longer-term 
care. Ifa patient is considered feasible for 
rehabilitation, he is sent to one of the re- 
habilitation centers. 

(2) Geriatric Psychiatric Ward: This is 
an open ward of 35 beds, also under the 
direction of Dr. Tramer. The patients are 
drawn from the old-age homes and private 
sanatoriums, and when considered capable 
of rehabilitation, they are transferred to 
this ward. 

Dr. Tramer and his associates have been 
operating on the theory that much of the 
picture of confusion observed in senile 
patients (over age 60) is due to external 
circumstances—family problems, recent im- 
migration, etc. These lead to tremendous 
anxiety, and thus to disorganization. Re- if 
moval to the center, with positive reassur- 
ance and with a definite plan, alleviates the 
picture in a few days. Agitation and confu- 
sion disappear, and what remains is the 
senile process, which lies largely in the 
intellectual sphere. 

In the case of a removal from a home 
where there are family problems, the social 
worker plays a dominant role, and acts as 
a liaison between patient and family. It is 
often observed that the difficulty arises out 
of the failure on the part of the family to 
recognize the deterioration of the intel- 
lectual capacity of the patient, and demands 
are made which the older person cannot 
satisfy. Anger and rejection on the part of 
the family and anxiety and confusion on 
the part of the older person develop. The 
social worker tries to educate the family, 
and in many instances the patient can go 
back into the home. 

If this is not possible or feasible, plans 
are made for transfer to a setting where 
the patient will be understood. In such a 
case, the psychiatric nurse plays a key role. 
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She makes a personal visit to the center of 
transfer, takes the record transcript with 
her—it is never mailed—meets with the 
staff and presents the problems. When 
transfer of patient is effected, the nurse 
visits the new center regularly, and then 
she gradually withdraws from the case. 

It is evident that such a procedure could 
be a sensitive one, provoking professional 
jealousies, etc., and this requires particu- 
larly mature and tactful personnel. It was 
my impression on meeting the chief social 
worker and psychiatric nurse that they both 
fulfill those requirements, and I believed 
Dr: Tramer when he told me that the 
success of the program depended in large 
measure on this unusual staff. In the past 
three years screening has moved along, so 
that now there are only 27 patients on the 
waiting list. This aspect of the geriatric 
program struck me as a most unique one 
and was most impressive. (Dr. Tramer 
wrote subsequently to inform me that the 
program was described in an issue of 

Geriatrics.) + 

(3) Medical Service: Under the direction 
of Dr. Einhorn, an internist, this unit is 
divided into an acute and chronic service. 
The problems are the usual medical ones 
in the elderly, and the wards were well- 
equipped and managed. On the chronic 
ward, I was struck with the absence of 
uriniferous odor which is so common on a 
ward where patients are incontinent. 

Dr. Einhorn told me that this was ac- 
complished by the nurses and attendants 
who take the initiative in leading patients 
to the bathroom, rather than wait until the 
patients urinate in bed. This relatively 
simple technique has had a considerable ef- 
fect on the morale of the ward. Dr. Einhorn 


1 Margulec, I. and L. Tramer, “A Medical Care 
Program for Mentally Disturbed Aged,” Geriatrics, 
17(April, 1962), 251-59. 
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also believes that physiotherapy is very ef- 
fective in the aged. Major surgery is not 
performed at Shaar Menashe; rather, the 
patient is removed to a hospital about one 
hour’s drive away. 


HAIFA AREA 

We finally arrived in Haifa, and here my 
host was Dr. Siegfried Fliigelman, the dis- 
trict psychiatrist, a man with boundless 
energy. Our first visit was to Ram Bam 
Hospital, a general hospital with a 25-bed 
psychiatric unit and a new 25-bed unit 
about to be opened. Only acute patients 
are treated here—an acute patient is defined 
as one who has been hospitalized under two 
years. Modes of therapy are ECT and 
drugs, plus individual psychotherapy by the 
two psychiatry residents, under supervision. 
Insulin is not used. The new unit has 
been meticulously designed by Dr. Flügel- 
man, and will be used as an open ward, 
which can be closed if necessary. 

Part of the hospital is the mental hygiene 
clinic, which is very short of personnel and 
is not functioning as a community clinic, 
but more on the basis of an outpatient 
department. 

We then went on to Mazra working vil- 
lage, of which Dr. Fliigelman is director. 
This is the largest of the three work villages 
I visited. It was started in 1953 on the 
grounds of a British army barracks. There 
are three units: the oldest, built on the 
floor of the army barracks; a more recent 
unit; and the third, which is completely 
new and modern, superbly designed, and 
which can be used as both a closed and 
open setting. 

As expected, work therapy is the central 
focus. The patients do all types of work, 
in the kitchen, on the grounds, etc. There 
is a tremendous kitchen joining all three 
units, and only patients work there. A few 
patients work in Kibbutzim or factories 
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and use the village as a home at night. 
The grounds are spacious and beautifully 
cared for by the patients. 

The work done in the village consists of 
building modern furniture, weaving (not 
diversional), sewing (individual dresses for 
female patients so that there is no institu- 
tional uniform), gowns for the physio- 
therapist and occupational therapists, and 
gardening. ‘Therapy consists of psycho- 
drama and group activities with the staff. 
Morale seemed high, and there was an 
atmosphere of busyness and activity. 

We then went to visit the psychiatric 
hostel which is maintained in Haifa. It 
is a private building of two stories and has 
facilities for 27 patients. The downstairs 
is occupied by patients who are out working 
at jobs in Haifa. For the first three months, 
they pay nothing; in the fourth month 
they pay 10 Israeli pounds (about three 
dollars), 20 pounds (about seven dollars) 
in the fifth month, and by the sixth month 
they are expected to be out in their own 
apartment. The upstairs is for patients 
who cannot work away from the hostel, but 
they do work on subcontract, such as pack- 
aging ceramic tiles. Here they can stay 
one year or longer. It is much cheaper 
than in a hospital. The hostel is supervised 
by two housemothers—former patients— 
who receive a salary of 100 pounds per 
= month. 

My final visit in the Haifa area was to 
the Acre Hospital. Acre is a primarily 
Arab city in which the crusaders built 
tremendous fortifications, which were sub- 
sequently used as a prison by the British. 
This former prison is now used as a psychi- 
atric hospital, with beds for about 600 pa- 
tients. Itis a grim setting, very depressing, 
a “problem” hospital of which the Israelis 
are not proud, but which they hope to 
empty in a few years. 

Necessity has compelled the use of Acre 
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as a hospital, and it is to the credit of 
the Israelis that visitors such as I are de- 
liberately shown such an institution. I 
met with the staff and made rounds of the — 
female section with Dr. Adler, a young 
Israeli-trained psychiatrist. The physical 
setting is truly deplorable. The “wards” — 
are former prisons, stone walls with small — 
barred windows at the top. I saw a variety 
of patients: a 15-year-old Druse girl, schizo- 
phrenic; a 31-year-old woman, diagnosis 
schizophrenia but with generalized hirsut- 
ism and an obvious endocrine disorder 
I was impressed with the fact that Dr. 
Adler had a complete grasp of each case, _ 
and I learned that he’ saw each patient on 
the ward every day. My impression was 
that despite the poor physical setting, the 
patients are receiving good care and treat- 
ment. It was difficult to impress on the 
Israeli psychiatrists that many of our state 
hospitals were no better physically, but, 
more important, I doubted that our state 
hospital patients received such devoted at- 
tention. a 
Acre may be a depressing place phys- 
ically, but I felt sure that within a few years 
it would be empty and patients removed to 
more modern quarters, Re 
[The December 15, 1961, issue of the 
Jerusalem Post Weekly reported that “the © 
evacuation of mental patients from the Ai 
Acre citadel has begun. Thirty-two per 
sons have been transferred to the Pardessia 
Aleph Home in the first step of the evacua- 
tion of the 600 patients, which will extend 
over two years. The patients will be dis- - 
tributed among various institutions. The 
Acre citadel’s historic execution chamber 
will be the first section to be evacuated, and 
will probably be converted into a national 
shrine.”] : 
To spend a few weeks in a country, to 
ject to project, can only lead 


rush from pro. é 
to what must honestly, be referred to as a 
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superficial impression. Yet, at the risk of 
being presumptuous, I must say that this 
over-all view of Israeli psychiatry (not fully 
experienced as mentioned earlier in this 
report) was a very favorable one. Keeping 
in mind the newness of the country, the 
enormous complexity of its rapidly increas- 
ing population and of its problems, and the 
goal set in 1956 with the help of Dr. Sunier, 
it is evident that Israeli psychiatry is rapidly 
developing an integrated structure. I was 
impressed with the conceptual framework 
of its psychiatry, impressed with many of 
its individual programs in psychiatric re- 
habilitation, and most impressed with the 
individuals in charge of directing and 
implementing these programs. 

There are obvious defects and shortages, 
but this should not come as a surprise, 
Anyone familiar with American psychiatry 
would find similar, and perhaps more 
serious, defects and shortages. (A reading 
of the Final Report of the U.S.A’s Joint 
Commission on Mental Illness and Health, 
entitled Action for Mental Health, will sub- 
stantiate this statement). 

What is important is that these problems 
are recognized very clearly by Israeli psychi- 
atrists and that energetic efforts are being 
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made to rectify the defects and shortages. 
Problems of personnel, lack of adequate 
programs for children, adolescents and men- 
tal defectives, shortages of beds—all these 
were pointed out to me; but more impor- 
tant, new buildings and new programs were 
also pointed out, and it is clear that given 
peace and economic growth, these problem 
areas will be solved. (With the population 
growth through normal births and through 
immigration, there will probably be short- 
ages into the foreseeable future). 

In the area of psychiatric rehabilitation, 
Israel is probably far ahead of most West- 
ern countries, certainly ahead of the U.S.A. 
The philosophy of rehabilitation was fun- 
damental to the founding of the state of 
Israel, and its rehabilitation programs play 
an integral and vital role in the organiza- 
tion of its psychiatry. ; 
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SAMUEL GROB, Px.D. 


Prevocational planning and work conditioning 


for seriously handicapped ex-mental patients: 


The program planning committee of the Center 
Club was conducting its regular meeting on Thurs- 
day evening. The issue of a member coming to the 
Tuesday evening social in an inebriated condition 
od up for discussion. Several members expressed 
considerable anger at this individual for exposing 
the club to unfavorable criticism. The discussion 
became more intense and soon his ouster was being 
urged. At this point, the staff adviser intervened 
to remind the members that the club existed for 
the basic purpose of providing acceptance and help. 

Suddenly and unexpectedly, Joe, who had been 
quietly listening to and observing these proceedings, 
arose, took an empty pint whiskey bottle out of his 
ee and, throwing it on the floor in the center 
Eii he group, exclaimed, “If you don’t want me I 

leave!” and with that he started to walk out of 
the room. 

The Staff adviser and other members, however, 
hel upon him to return, explaining somewhat 
$ Aes that he was not the individual under 
Bhintok.t4 This event helped turn the tide of 
aa o the view that more effort be exercised by 
fae s to be tolerant and accepting themselves of 

members if they were to accomplish the re- 


A preliminary report 


habilitative objective of the Center Club, At the 
same time it was agreed that no member should be 
permitted or indulged to behave or appear in any 
manner that was clearly disruptive or harmful to 
this objective. 


BACKGROUND 


The development of this project, to which 
the foregoing incident refers, was in part 
stimulated by the findings of two previous 
surveys conducted by the Massachusetts As- 
sociation for Mental Health, Inc. under 


aE mts AES 
Dr. Grob, a clinical psychologist, is project director, 
the Massachusetts Association for Mental Health, 
Inc., Boston, Mass. 

This paper is a first report of the third phase of a 
continuing investigation of some basic issues under- 
lying the rehabilitation process for ex-mental pa- 
tients. 

This project is partially supported by the Vocational 
Rehabilitation Administration, U. S. Department 
of Health, Education and Welfare. 
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OVR grants SP 1141 and SP 179.2 Both 
surveys were directed toward the goal of 
increasing employment opportunities for 
ex-mental patients. 

We arrived at the estimate that, under 
present conditions, only about 20 per cent 
of the total released population required 
active prolonged intervention in their vo- 
cational rehabilitation. This excluded a 
large group of ex-patients who probably 
make more progress with minimal or no 
professional intervention and another group 
too-disabled psychiatrically to benefit from 
such help. 

Many of the vocational difficulties we en- 
countered in the survey seemed to result 
not so much from the lack of vocational 
skills, training, ability, or intelligence per 
se, as from the sheer difficulty experienced 
by these individuals in getting along with 
people on the various jobs. 

We viewed these difficulties as residuals 
of the mental illness from which these in- 
dividuals were still in the process of re- 
covering. It seemed logical and desirable 
to focus our initial efforts on developing a 
community center where ex-mental patients 
could be involved in a socialization process 
which would enhance their social capacity. 
This, we hypothesized, would lay the 
groundwork for sound prevocational plan- 
ning and work conditioning necessary for 
gainful employment. It was with this in 
mind that the Center Club was developed 
with the help of the Massachusetts Associa- 


1See Olshansky, Simon, Samuel Grob and Irene T. 
Malamud, “Employers’ Attitudes and Practices in 
the Hiring of Ex-Mental Patients,” Mental Hygiene, 
42 (July, 1958), 391-401. 


2See Olshansky, Simon, Samuel Grob and Miriam 
Ekdahl, “Survey of Employment Experiences of 
Patients Discharged from Three State Mental 
Hospitals During Period 1951-1953,” Mental Hy- 
giene, 44 (October, 1960), 510-21. 
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tion for Mental Health, Inc., and the 
Center House Foundation. 

The Center Club proper began its pro- 
gram in the fall of 1959. Our specific focus 
of interest, the raison d’étre of Center Club, 
was a population whose characteristics in- 
cluded the following, usually in some com- 
bination: 

(1) Those least acceptable to existing so- 
cial agencies, (2) Those least capable of 
seeking help and/or using help, (3) Those 
who had more than one admission to a 
mental hospital, (4) Those who return to 
communities with no families of their own 
or to pathological family situations, (5) 
Those whose premorbid history Suggests 
persistent and recurring patterns of voca- 
tional maladjustment; e.g., as revealed by 
an erratic work history, and (6) Those who 
manifest substantial symptomatology of 
emotional disorder. 

The meetings were held originally in 
temporary quarters in Boston one evening 
a week with only six members, one volun- 
teer, and two professional workers. Because 
of growing membership and activities, the 
club moved in September, 1960, to its pres- 
ent quarters, the third floor of the Boston 
YMG Union, located in the center of 
Boston. 

The club quarters proper include space 
for both office and social activities. There 
are three rooms for office activities, three 
large rooms for social group activities, one 
interviewing room for private interviewing 
or counseling purposes, a large auditorium 
for dramatics, dancing and other large 
group activities, and a kitchen. 

Every activity that takes place in the club 
is viewed by staff as part of the program 
and subject to professional guidance. These 
activities are specifically scheduled and held 
regularly throughout the contracted period. 
The planning, conduct and evaluation of 


these activities are expected to be accom- 
plished by club members in co-operation 
with staff and volunteers. Guidance of be- 
havior is effected by way of offering suitable 
role models in the persons of staff and vol- 
unteers engaged in these activities. Thus, 
a natural system of motivation is utilized 
to mobilize members to exert effort, energy 
and enterprise in directions and ways con- 
sistent with prevocational and work condi- 
tioning goals. 


PURPOSE 


The specific purpose of the project is to 
evolve within the framework of a social re- 
habilitation center, a prevocational plan- 
ning and work conditioning program, tran- 
sitional in nature, for those ex-mental pa- 
tients who are well enough to be out of 
the hospital but not ready either to com- 
pete for employment in the normal labor 
market or to benefit from training by of- 
ficial state or private rehabilitation agencies. 

More general purposes include the fol- 
lowing: 


(a) Determine the feasibility of rehabili- 
tating a hard-core group of discharged 
mental patients, including estimate 
of cost. 

(b) Establish more precise, differentiated 
criteria for the selection of patients 
requiring such heroic, rehabilitative 
effort. 

(©) Sharpen definition of the kinds of 
personality, training, and rehabilita- 
tion skills desirable for professionals 
engaged in this work. 

(d) Specification of additional training re- 
quirements found desirable for fu- 
ture rehabilitation professionals in 
this field. 

(€) Develop a more explicit statement of 
the meaning of “transitional” on a 
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scale of times appropriate to the 
changing needs of such ex-patients 


in relation to their posthospital adap- 


tive efforts. 
Make a more exact identification of 
ex-patient needs at different points of 


() 


time and during critical periods in ; 


the posthospital career. 

(g) To be a catalytic agent for stimulat- 
ing greater awareness, understanding, 
and co-operation on the part of ex- 


isting community agencies in rela- 


tion to the special problems posed by 


these individuals. 
Provide a stimulus for developing 
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necessary services not now available 


through community re- 
sources, 

(i) Create a specific method for uncoy- 
ering and delineating pockets of com- 
munity resistance to this group. 

(j) Build a better highway for encourag- 
ing traffic, teamwork, and co-opera- 
tion between mental hospitals and 
communities. 

(k) Provide a stimulus to the release of 
more chronic-like patients whose 


existing 


chronicity may be increased by pro- 


longed institutionalization. 


CASE STUDY ; 
Joe first came to Center Club in September, 1959. 


He was a nice-looking young man of 25 but 
seemed very confused and shy. He stayed on the 


fringe of activity each time he came and did not 


easily lend himself to any attempt at relationship. — 


(Several years later, he informed us that during 
this period, the first year out of the hospital, he 
carried a knife on him for self-defense.) 


He appeared somewhat amused at what went 


on and spoke mostly of his desire to find work, 
As we came to know him, we learned that he had 


heard about the club from another member who — 


had been in the hospital 
hospitalization occurred at the age of 18 and he 
had been hospitalized six more times since, for a- 
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with him. His first- 


total hospitalization period of three and one-half 
years. Although he had only an eighth grade ed- 
ucation, his intelligence was probably better than 
average. He had a poor work history, having had 
some eight different jobs in the last two years. 
He was single, having been divorced. 

He preferred to live alone in a rooming house 
in Boston, although his parents resided in a 
nearby suburb, Although born a Roman Catho- 
lic, he professed no religion and claimed to attend 
religious services only once a year. Prior to his 
membership in the club, he spent his spare time 
“reading, listening to music, and visiting the 
family on week-ends.” 


Joe typifies, in many respects, the char- 
acteristics of many ex-mental patients com- 
ing to Center Club. Membership has stead- 
ily grown to an active present enrollment 
of 169 ex-patients, with two full-time and 
three part-time professionals, and from 10 
to 15 active volunteers. They come from 
all parts of metropolitan Boston, with some 
coming from more distant parts. 


DEVELOPMENTS TO DATE 


As of this report, the Center Club has three 
full years behind it and is at the midpoint 
of the project grant period. Against this 
background of experience, we can now essay 
a tentative evaluation of results and our 
plans for the future. This will have the 
further advantage of providing some frame- 
work for our final report at the end of 1963. 


DATA COLLECTION AND 
ORGANIZATION 

The Club adopted an attitude of having 
its doors open freely to any ex-mental pa- 
tient wishing to enter its program. This 
was done deliberately in order to minimize 
the feelings of distrust, suspicion, insecurity, 
fear and anxieties encountered among many 


8 Our three consultants, Miss Esther Cook, Eliot 
Mishler, Ph.D., and Ralph Notman, M.D., repre- 
senting social work, social psychology and psychiatry, 
respectively, provided considerable guidance to the 
staff in this research and developmental aspect. 
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returning mental patients. In accordance 


with this attitude, it was decided not to con- 
duct the usual intake interview for each 
new person as is the practice in established 
agencies, clinics and hospitals. We wished 
also to avoid stereotypes and preconceptions 
traditionally associated with such categories 
as diagnosis, age, marital status, premorbid 
history, age of onset, length of hospitaliza- 
tion, et cetera. 

In this way, our relationship with mem- 
bers grew and with this growth a basis was 
established for mutual trust and confidence. 
As a result, data would often emerge spon- 
taneously or upon inquiry in the natural 
course of social and professional interaction 
between members and staff. For want of 
a better name, we can call this our open- 
ended, extended intake procedure. It is 
open-ended because our practical knowl- 
edge of members in this warm, informal, 
accepting environment increases constantly 
in range and depth. It is extended because 
this knowledge to be valid and relevant for 
our purposes, takes time to accumulate and 
cannot be forced. It remains an “intake” 
procedure as we reserve decisions about the 
eligibility of members for our services until 
we have provided ample opportunity- for 
testing out our joint capacity to effect help. 

We have developed five basic approaches 
for collecting and organizing data: 3 (1) An 
attendance form for every program, activity 
or event in which any member participates; 
(2) A cumulative data sheet for recording 
significant and identifying information 
about members as such information is 
gathered from any source at any time dur- 
ing the course of contact with the Center 
Club; (8) A survey form filled out by every 
active member at an appropriate time, 
which provides a comprehensive picture of 
general background, current needs, and 
expectations for the future; (4) Key-Sort 
punch cards, 814”x 11”, on which are re- 
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TABLE 1 
No. of 

Socialization and Prevocational Duration Average Range of individuals 

activities 1961-62 (weeks) attendance attendance participating 
1, Tues, evening social 48 53 38-67 167 
2. Luncheon 40 18 12-28 93 
3. Program planning committee 36 15 10-22 70 
4, Special activity group 34 16 9-26 63 
5. Dance 33 16 7-37 75 
6. Show 32 19 5-39 75 
7. Mailing 26 5 3-9 32 
8. Sat. work and recreational program 25 22 14-33 86 
9. Projects 24 6 0-17 37 
10, Social 24 11 1-22 95 
11. Case work and counseling 24 12 1-33 113 
12, Office 23 9 2-17 Al 
13. Kitchen 22 5 2-14 42 
14. Maintenance 22 5 2-11 28 
15. Work adjustment counseling class 21 14 7-22 70 
16. Physical education 8 5 38 is 
17. Food committee 6 5 4-7 18 
18. Art 4 5 3-1 ll 
19. Education 3 5 1-9 13 
20. Special events 1 31 31 
21. Camp 1 18 18 


corded all data relevant to every individual 
member of the club, so that at a glance we 
can ascertain the quality and quantity of a 
member’s relationship to the club; and 
(5) Quarterly self-inventories by members. 


PROGRAM CONTENT, EXTENT OF 
PARTICIPATION AND SIGNIFICANCE 
The Club is continuously used as an “ac- 
tivity” center with major emphasis on the 
dynamics of group process as the prime 
vehicle for moving members toward the 
goals of social and vocational adaptation 
to community life. 

Table 1 lists the various activities taking 
Place during 1961-62 with the extent of 
participation. 

These activities were developed in re- 
sponse to the needs and interests of mem- 
bers, coupled with the availability of spe- 


cial “volunteers” and staff coverage. There 
was a steady increase both in number of 
activities and extent of participation over 
the previous year. More importantly, this 
movement reflects a deepening relationship 
of members to each other and to staff and 
volunteers, which forms the basis of our 
impact on their motivational systems. 
As experience with these various activi- 
ties accumulates, we are learning to make 
more planful use of the different functional 
roles required for these activities. We are 
also learning how to select those members 
who stand to benefit most from the per- 
formance of these particular roles.* 


a SSS 
4Mr. Hubert Jones, social group worker, is demon- 
strating this aspect of the project. See unpublished 
report on our Camp Project: “An Experiment in 
Camping for Ex-Mental Patients.” (In collaboration 
with Ernest Mogel) 
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TABLE 2 


Staff evaluation of members 
June-July, 1962 


Attendance Social-emotional adjustment Employment status 
Frequent 40 Much improvement 7 Stably employed 42 
Regular 53 Some improvement 47 Marginally employed 35 
Irregular 36 No change 12 Employable unemployed 12 
Intermittent 27 Worse 17 Unemployable 39 
Inactive 6 Undetermined 20 Undetermined 32 
Brief service 7 Club not suitable 6 Housewife 9 
T69 169 T69 


In addition, we are acquiring valuable 
information about the behavior of our 
members in these various roles which serve 
as useful guidelines for evaluation and pre- 
diction of behavioral capacities and limi- 
tations. Finally, we are developing skills 
of communicating with members about nor- 
mal patterns of behavior in terms which are 
both meaningful and effective. 

It will be noted that the activities are, 
for the most part, concrete, realistic, ori- 
ented away from self-preoccupation and 
toward objects and interests that possess 
intrinsic appeal and practical value. Put 
another way, we focus upon whatever ego 
strength we can find, build on it no matter 
how small the basis may be,-and utilize 
largely the technique of environmental ma- 
nipulation rather than intrapsychic explo- 
ration to advance the process of rehabilita- 
tion. 

Staff evaluation of member performance 
and potential is made within a psycho- 
dynamic frame of reference in terms of 
practical criteria of interpersonal compe- 
tence and motivation for and capacity to 
work on a sustained basis. 

(See Table 2 for staff evaluation of social- 
emotional and vocational progress of mem- 
bers.) $ 
Interpenetrating all activities is an indig- 
enous process of informal counseling car- 
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ried on by staff in all individual and group 
situations. In crisis situations likely to come 
to our attention, we offer supportive help 
until a proper referral can be made to an 
appropriate community agency. Such crises 
arise, not infrequently, out of decompensa- 
tion of defenses, anxiety attacks, personality 
disorders, and maladaptive behavior in 
general. 


PERSONNEL OF CENTER CLUB 


The effectiveness of a tool depends upon 
the person who uses it. The personnel of 
the club include: (1) ex-mental patients, 
(2) volunteers, and (3) staff. 


MEMBERS 


We conceive of our “members” as active 
agents and subjects of a co-operative plan 
of action to achieve group and individual 
goals in concert with volunteers and staff. 
We are evolving criteria which help us to 
define more clearly the kind of member 
able to benefit from this type of program. 
For example, we have found that certain 
types of psychopaths or character disorders 
use the club in manipulative or exploitative 
ways which would eventually destroy the 
club if allowed to continue. 

The chronic alcoholic proves too irre- 
sponsible and intransigent for co-operative 


effort. The drug addict tends to avoid this 
type of organization. On the other hand, 
the Club has shown a capability for tolerat- 
ing and helping individuals showing a very 
wide range of deviant behavior and person- 
ality disorder, who would be quickly re- 
jected elsewhere. This quality of basic ac- 
ceptance permeates the atmosphere of the 
Club and is readily apparent to new mem- 
bers. 


CHARACTERISTICS OF MEMBERS * 


A recent survey of the club population re- 
vealed the following: 

Age range: 18-70; 50 per cent between 
22 and 39, 42 per cent between 40 and 59. 

Sex distribution: Fairly even, varying ac- 
cording to activity. 

Marital status: 67 per cent single, 14 per 
cent married, 15 per cent separated or di- 
vorced, 

Education: 30 per cent high school gradu- 
ate, 17 per cent some postsecondary school 
education. 

Employment status: 50 per cent currently 
working full or part-time, with half of these 
gainfully employed a year or longer on the 
same job. The other 50 per cent have been 
occupationally idle for a year or more. 
Upon closer analysis this breaks down as 
follows: 


Of an identified total of 152 members: 
Employed (part, full or marginal) 82 
Employable unemployed 6 


Too sick to work 21 
In hospital 15 
Unemployable 23 
Retired 5 


Source of support: 44 per cent self-sup- 
porting; 20 per cent supported by families; 
15 per cent on public welfare; remainder 
unknown. 

Place of residence: 30 per cent live alone; 
65 per cent live with families. 
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History of mental illness: 97 per cent 
have been hospitalized more than once with 
an upper limit of 11 commitments and du- 
ration of 21 years. Over 30 per cent of these 
individuals have spent a total time of three 
years or more in mental hospitals. Of the 
total, 50 per cent are currently receiving 
some psychiatric treatment, and 58 per cent 
are on some form of medication, mostly 
tranquilizers. 

Ethnic background: Various. 

Religious background: 50 per cent Cath- 
olic; 33 per cent Protestant; 17 per cent 
Jewish. 80 per cent attend religious serv- 
ices. 

Source of referral: 20 per cent members} 
20 per cent hospitals; 13 per cent relatives 
and friends; 12 per cent news media; Te- 
mainder from clinics, doctors and other 
professionals. 

The bulk of members have had contact 
with many community agencies. We are 
impressed by the following facts: 


1. For the most part, our population does 
represent a seriously handicapped por- 
tion of the ex-mental hospital popu- 
lation. 

2. In spite of the severity of personality 
and associated physical handicaps prev- 
alent in our club, those who are able 
and willing to work are employed to 
some degree. Those who are not able 
or/and willing to work are unem- 
ployed. This supports the “polariza- 
tion phenomenon” reported in our 
survey of employment experiences.® 

. These findings suggest that focal prob- 
lems for the rehabilitation of this group 
are not only finding jobs but also hold- 


oo 


aes 
5 Mr, Ernest Mogel, counseling psychologist, tabu- 
lated this data. 
6 Mr, Simon Olshansky, employment specialist for 
the project, pointed out this similarity of findings. 
See footnote 2. 
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ing jobs and maintaining a tolerable 
level of personal-social adjustment in 
the community. Our experience indi- 
cates that the club contributes signifi- 
cantly to these objectives. 


VOLUNTEERS! 


We conceive of volunteers as a central 
and integral part of Center Club personnel. 
Our criteria for selection of volunteers 
have sharpened as a result of experience 
and thoughts shared with members. The 
degree of security, maturity and objectivity 
expected of volunteers suggests that we 
exercise caution and discrimination in 
utilizing ex-mental patients in this role. 
-Improved recruiting, training and super- 
vision are being developed to better in- 
tegrate volunteers with our total program. 


STAFF 


Ultimate authority for the Center Club 
presently rests with the voluntary Mental 
Health Association and the Center House 
Foundation, The latter is a nonprofit or- 
ganization formed for the purpose of build- 
ing continuing community support for 
the Center Club. Direct responsibility for 
the program is delegated to the project 
director and his staff. The director, for 
merly associate director of the Massachusetts 
Association for Mental Health, Inc., ini- 
tiated this project and was released to 
assume full direction as project and program 
director. 

The staff includes one full-time coun- 


7See “Data on Volunteer Activity” compiled by 
Miss Marianne Crocker, social worker. 


8 Special volunteers and resource volunteers are not 
included in this report. Special volunteers provide 
entertainment and educational programs once or 
twice per month. Resource volunteers provide 
material needs of club. 
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seling psychologist, a full-time licensed 
practical nurse, one half-time psychiatric 
social worker, two part-time social group 
workers, and a part-time employment spe- 
cialist trained in rehabilitation. This small 
cadre of seasoned staff from various dis- 
ciplines constitutes the keystone of the arch 
which supports the Club. 

Roles of staff are evolved in accordance 
with the functional requirements of the 
program and the special abilities of the staff 
person. Frequent case conferences, both 
formal and informal, are encouraged to 
maximize communication of values, pur- 
poses and methods of implementation. 
Regular monthly conferences are held with 
consultants from the fields of psychiatry, 
social psychology, social work, and rehabili- 
tation to help develop and maintain nec- 
essary research attitudes, procedures, ob- 
jectives and practices, 

Qualities found most desirable for staff 
personnel include: (a) leadership, (b) ini- 
tiative, (c) internal security, (d) outgoing- 
ness, (e) warmth, (f) empathy for mental ill- 
ness, (g) tolerance for deviant patterns of 
behavior, especially hostility and demand- 
ingness, (h) objectivity, (i) ability to set and 
adhere to reality limits for members, (j) 
flexibility, but consistency, (k) freedom 
from dogma, conventionality, or schema- 
tization in approach, (1) courage to experi- 
ment with new ideas, (m) capacity to main- 
tain such effort in an inhospitable social 
environment and against considerable 
public resistance, and (n) ability to work 
in a complementary rather than hierar- 
chical role. 


Data on Volunteer Activity 
(August, 1961, through July, 1962) 


Total number of volunteers active—72 (62 regular, 
10 student) 8 

Total number of volunteer hours—4,407 (2,900 
regular, 1,507 student) 


Maximum number hours by one individual—292 
(equal to 42 working days) 

Minimum number of hours by one individual—2 

Maximum number of volunteers active in any one 
activity—31 show) 

Minimum number of volunteers active in any one 
activity—1 (work adjustment) 

Maximum attendance month—May (81 volunteers 
active) 

Minimum attendance month—July (7 volunteers 
active) 


Reclassification of 69 Volunteers Active during 
January, 1962, through July, 1962 


Volunteers meeting new criteria—5 

(These individuals must be emotionally mature 
and stable individuals; they must be able to 
subordinate their own needs to those of the 
members and the group; they must have con- 
structive leadership capacity; they must be active 
on’a sufficiently regular basis to establish mean- 
ingful relationships with our members.) 

Volunteers transferred or added to provisional vol- 
unteer category—l4 

Volunteers transferred to member category—7 

Volunteers transferred or added to new “friends” 
category—33 

(The above volunteers have insufficient time or are 
otherwise not qualified.) 

Volunteers transferred to inactive—14 (6 of these 
left for reasons which relate to their difficulties 
within the club.) 


Sources of Volunteers 


From volunteers of Center Club......+.++++ 32% 
From Massachusetts Association for Mental 
Health, Inc....... serii vee 
From Center Club staff......-.++ 
From publicity (newspaper, radio, 
church bulletin)..........++ Ký 
‘From Center Club members... .. 
From United Community Services. 
From Trustees..........0-0+++ aa 


Volunteers’ Meetings 


A total of 32 volunteers attended volunteers’ monthly 
training sessions and/or camp staff meetings. 

Maximum number of volunteers at one meeting—22. 

Minimum number of volunteers at one meeting—2 
(after we had subdivided the volunteers into two 
groups, member-volunteers and volunteers, there 
Were only six member-volunteers.) 
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MEMBER-VOLUNTEER-STAFF ‘Re 
RELATIONSHIPS fags 


In our view the “club” concept implies that 
program content, if it is to be fully effective, 


must maximize member interest and ini- — 


tiative and must not be unduly influenced 
by professional or volunteer preconceptions 
and directives, The roles to be developed, 
therefore, are complementary and func- 
tional rather than strictly hierarchical and 
structural. This kind of role structure is 
obviously quite different from that found 
in the usual agency or hospital environ- 
ment with which our members are most 
familiar. 

Thus, members are encouraged to partici- 
pate in the process of program planning, 
community education, research, and fund? 
raising in concert with volunteers and staff 
as integral parts of their program activity 
in general. This type of social arrangement 
presents a challenge to professional leader- 
ship. Our experience suggests that the 
potential advantages outweigh the risks 
and difficulties involved. Motivation for 
self-rehabilitative efforts is strengthened, 
while creative forces of unexpected dimen- 
sions are released for application in the 
club. ; 

The necessary strain on mutually co- 
operative resources and communication, 
while considerable, has been a tolerable as 
well as valuable conditioning experience 
for members and an important part of their 
rehabilitation. In many respects, — our 
“club” performs the functions of a quasi- 
familial setting with parental and sibling 
substitute figures to which our members 
repair for various basic emotional outlets 
normally available to most people in 
their own homes. n 
brought us to the threshold of a closer in- 
volvement with the families of our mem- 
bers, a course which we hope to pursue in 
the ensuing months. i 
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This development has 


SUMMARY OF VALUES UNDERLYING 
THE DEVELOPMENT OF CENTER CLUB 


Certain basic values inherent in the original 
design of the Club, some of which were 
either explicitly stated or implicitly re- 
ferred to in the original project write-up and 
elaborated upon in a subsequent progress 
report,® guided this development. These 
may be listed briefly as follows: 


(a) Emphasis upon a private, voluntary, 
community-oriented effort in co-oper- 
ation with established public and 
private agencies. 

(b) Adoption of an experimental atti- 
tude toward program content, in- 
cluding the creative use of members, 
yolunteers and staff in a process of 
co-operative program planning and 
activity. 

(c) Belief in the importance and feasi- 

bility of building a research function 

as an integral part of the service, both 
operating concomitantly although 
logically separable. 

Preference for an informal social 

structure, approximating a quasi- 

familial setting, in contrast to the 
usual formal structure of a hospital 
or agency. 

Acceptance of the reality of person- 

ality handicaps resulting from a 

major mental illness. 


(d 


© 


(e 


2 


SIGNIFICANCE OF SETTING 


The staff are increasingly impressed with 
the special advantages accruing to the pro- 
gram by virtue of being located in the 
YMC Union Building rather than in its 
own “house.” The fact that members gen- 
erally tend to prefer a “house” partly re- 
flects in our opinion their regressive lean- 


9 Unpublished Progress Report, Summer, 1961. 
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ings and need for support symbolized by a 
“house.” However, our experience sug- 
gests that our setting may be more con- 
ducive to the transition to normal commu- 
nity life for the bulk of our members. Com- 
plete acceptance of us by our host institu- 
tion has not as yet been fully achieved. 


RELATIONSHIP TO OTHER 
COMMUNITY AGENCIES 


We have become increasingly recognized 
and accepted in our unique role by sur- 
rounding hospitals, clinics, social agencies, 
professional and such other interested 
groups as mental health associations. We 
receive numerous requests for speakers or 
literature about our program. Other men- 
tal health associations have been encour- 
aged by our example and assistance to form 
clubs of their own. We have had favorable 
radio and television interviews as well as 
excellent feature news stories on our ac- 
tivities. 

Co-operation has been increasing from 
the Department of Mental Health, although 
we have encountered some difficulty in es- 
tablishing effective liaison with the Massa- 
chusetts Rehabilitation Commission. News 
of this project has attracted the interest and 
attention of the National Association for 
Mental Health, Inc. and its many divisions 
and chapters throughout the country. The 
Center House Foundation is presently en- 
larging the number of trustees from 12 to 
18 in order to broaden the base of financial 
support for the future. 


CASE STUDY CONTINUES 


Joe gradually increased his participation in the 
club throughout the week, especially when he 
was not working. He surprised everyone, includ- 
ing himself, by displaying a flair for dramatic 
activity and independent thought. He spent 4 
week at our summer camp—in intimate contact 
with 18 other members, plus staff and volunteers— 


an 


held for the first time at the end of August, 1961. 
He felt this experience to be most meaningful 
in terms of belonging and acceptance. 

When asked in a survey conducted early in 
1962 whether the Center Club had helped him 
with any problem he replied, “Yes, they have 
been very patient and have given me a chance 
to express myself more clearly and meet other 
people.” In a more recent survey, our members 
were asked if there were any other problems they 
would like the Center Club to help them with 
and if there were other agencies they had gone 
to for help. In common with many others Joe 
replied that Center Club had been most helpful 
but he would like more “vocational and educa- 
tional guidance.” The mention of other com- 
munity agencies was conspicuous for its absence. 


PERSPECTIVE AND PLANS FOR 
THE FUTURE 


J: 


Strengthen the Center Club program 
as the ego-supportive framework for 
maintaining the social and vocational 
adjustment of seriously handicapped 
ex-mental patients in an extramural 
environment. 


. Develop more planful utilization of 


activities to meet the personal-social 
adjustment needs of individual mem- 
bers. 


. Survey the needs for independent liv- 


ing on the part of these members. 


. Explore the relationship of depend- 


ency patterns to family settings, €s- 
pecially in relation to resistance to 
employment. 


. Study more closely the nature of the 


job difficulties experienced by mem- 
bers on the job. More follow-up su- 
pervision of members after placement 
will be encouraged. 


.Focus on more suitable placements 


by tailoring the jobs more specifically 
to fit the idiosyncratic needs of the 
individual. The reality of the handi- 
cap in this population, although physi- 
cally invisible and less tangible, is no 
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less real than that of the amputee or 
orthopedically disabled. j 

7.Develop more co-operative arrange- 
ments with surrounding workshops 
and sympathetic employers in making 
provision for more work conditioning 
opportunities for our unemployed 
members. 

8. Explore the ways in which the Club 
serves to meet both the transitional 
and terminal needs of ex-mental pa- 
tients. 

9. Encourage increasing co-operation and 
co-ordination of effort with surround- 
ing hospitals and facilities concerned 
with the rehabilitation of our mem- 
bers.1° 

10. Develop the educational and interpre- 
tive function of the Center Club as a 
major function and service. 

11. Intensify research efforts for under- 
standing the unique values of a club 
for this group. 

12. Expand use of volunteers in the Cen- 
ter Club. 

13. Strengthen voluntary community sup- 
port through the instrumentality of 
the Mental Health Association and 
Center House Foundation. 

14. Continue to evolve roles of staff in ac- 
cordance with the functional require- 
ments of the program and the special 
abilities of the staff. 

15. Assess final results in terms of: (a) pre- 
vention of relapses and hospitaliza- 
tions; (b) shortening of hospital stay 
when hospitalization is necessary; (9 
reducing dependency when feasible; 
(d) increasing health and productiv- 
ity; and (e) estimated cost of this type 
of program. 

aon E Zini e 
10 Mrs. Stella Hartz, psychiatric social worker, is 
playing a substantial part in our interagency work. 
‘Also see report of her survey of clubs in England 
and The Netherlands. 
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PROGRESS NOTE 
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Joe’s continued difficulties holding jobs attracted 
our interest and attention, He would frequently 
drop in between jobs to chat with us about many 
things. On one such day he came in looking dis- 
heartened. We could smell liquor on his breath, 
He spoke vaguely at first about the recent loss 
of his last job. In response to the queries of 
the staff person about this, a picture emerged 
of interpersonal problems on the job, particu- 
larly with the foreman, He accused the foreman 
of making homosexual advances, to which he 


felt forced to react with justifiable indignation 
and rejection. 

As a result, he believed that the foreman be- 
came vindictive and retaliative. He was encour- 
aged by staff to take a more realistic view of his 
situation; i.e., not to exaggerate the implications 
and to better understand the basic elements and 
how to deal more effectively with them. We 
directed his thinking to more constructive job- 
seeking. At the present time he has been working 
fairly steadily for a house-cleaning service agency 
and seems to be doing rather well in this work. 


a 


GRACE RENEE FERGUSON, M.D. 


Emotional interactions 


With increasing attention being focused 
on juvenile delinquency, emotional dis- 
orders among children and adults, and the 
soaring rates of marital dissolution, public 
and private procedures for investigation 
and alleviation of these problems must 
be undertaken. 

It is evident that some people, instead of 
finding their own solutions or seeking pri- 
Vate assistance, look to various authority 
figures in the community. One such au- 


thority is the local court system. 


Since 1946 New York City has had an 
experimental family court. The Home 
Term Court has jurisdiction over family 
disputes and, using limited legal powers, 
Prefers the services of its probation depart- 
Ment, social agency, alcoholism clinic, and 
Psychiatric clinic. The psychiatric clinic 
= operated for a little over five years and 

om this experience it is clear that a large 


at a family court 


number of people having marital dificul- 
ties suffer from emotional disorders. 

Generally these illnesses appear to be 
the root of the controversy. The problem 
is to study the emotional disorders pre- 
sented, along with the particular inter- 
action occurring in the marriage, and to 
arrange appropriate treatment for the indi- 
viduals involved, in the hope that under- 
standing and direction will relieve the ill- 
nesses, lessen the strain in the marriage, 
and provide a more harmonious enyiron- 
ment for children. 

The marital relationships to be described 
were seen among patients referred by the 
judges and probation officers to the psychi- 
atric clinic at the Home Term Court. The 


ale Ee 
Dr. Ferguson is associated with the Department of 
Psychiatry, Cornell University Medical College, and 
the New York Hospital (The Payne Whitney Clinic) 
in New York City. 
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couples came to court as a result of conflict 
between them, one charging the other with 
assault or disorderly conduct. The clinic 
had the advantage of separate interviews 
with both complainants and defendants. 
All patients were seen first by the psychi- 
atric social worker, then by the psychi- 
atrist, and some received psychological test- 
ing. 

From careful psychiatric histories and 
examinations, it was evident that usually 
both patients suffered from emotional dis- 
turbances, and that the legal charge repre- 
sented only a small segment of the difficulty 
between them. A majority of wives had 
psychoneurotic disorders, while personality 
disorders and personality trait disturbances 
were more frequent among the husbands.1 

The problems that these married couples 
presented, the disturbed emotional inter- 
actions seen most frequently, and the 
methods of treatment will be discussed. 

Wives were complainants against hus- 
bands in 85 per cent of cases, and, in 
general, they presented more detailed com- 
plaints about the behavior and attitudes 
of their husbands than the latter did about 
their wives. However, each spouse com- 
plained at length about the other, and 
usually attempted to project all the blame 
for the difficulties in the marriage, without 
being able to see his own shortcomings. 

They expected support for their convic- 

tions from the court, and hoped to use its 
authority to alter the behavior of their 
mates. The objectionable behavior was 
generally seen as directed primarily against 
the spouse, but often it involved the chil- 
dren, relatives, friends, and neighbors as 
well. 
1 Ferguson, G. R., “An Experimental Psychiatric 
Clinic in a Family Court: With Diagnostic Im- 
pressions,” The International Journal of Social Psy- 
chiatry, 4(Autumn, 1958), 108-13. 
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Assault by a husband usually was pro- 
voked in some way by the wife: for ex- 
ample, by her nagging, questioning, neglect 
of home and children, or staying out late. 
Disorderly conduct referred to arguments, 
untidiness, cursing, namecalling, drunken- 
ness, threats of violence, or destructive 
temper outbursts. 

Immoderate consumption of alcohol con- 
tributed to discord in an estimated 70 per 
cent of marriages seen at the court. Both 
parties often complained of practical prob- 
lems including housing, employment, sup- 
port, management of finances and house- 
hold, interference by in-laws, and neglect 
of children and adolescents. There were 
problems the couples had adjusting to a 
change of residence, particularly where a 
larger apartment or the purchase of a house 
added new privileges and responsibilities. 
Frequently difficulties arose because of ill- 
ness in the family. 

Some marriages appeared satisfactory 
until the husband became unemployed, or 
until the wife became pregnant and stopped 
working. Some husbands objected to their 
wives working. The added responsibility 
of children brought increased tension be- 
tween some couples. There were frequent 
disagreements about use of leisure time, 
social activities, friends, money, and sexual 
relations. Frequent complaints centered 
around the dependency and close attach- 
ment of a spouse to his parents. Infidelity 
was common, and a frequent source of con- 
flict. 

Nearly all the patients appeared to ex- 
pect too much from the Marriage and to 
be able to give too little to it. Whenever 
strain appeared, both reacted with disap- 
pointment and resentment. It was noted 
that often patients repeated patterns in 
their marriages that they had seen in earlier 
life situations. The unions were clearly 


failing to meet certain conscious needs of 
the patients, and arguments erupted. 

However, the marriages appeared to be 
disturbed on a much deeper level as a re- 
sult of certain individual unconscious needs 
and conflicts. The more sophisticated 
couples accused each other of being emo- 
tionally ill. Others thought the spouse 
was mean, bad, or lazy. It frequently ap- 
peared that both were emotionally im- 
mature and overly attached to and depend- 
ent upon their own families to a degree 
which interfered with the marriage, giving 
rise to reactions of hurt pride and jealousy. 
Interest in children was often stronger in 
one spouse, causing the excluded party to 
react with anger and withdrawal. 

In general, only seriously disturbed 
wives who had exhibited bizarre or de- 
structive behavior were summoned to court 
by their husbands. Occasionally, each 
accused the other of paranoid-like behavior, 
and where both appeared to be well-or- 
ganized personalities, both stories sounded 
plausible. Many wives were fearful of the 
husbands’ assaults and destructive be- 
havior. Some patients were resigned to 
the situation; others were mildly depressed 
about it; and many were paranoid about 
the spouse. Delusions often centered on 
the spouse and showed no evidence of 
further spread. 

Almost all the couples were caught in a 
repetitious cycle of disappointment, hurt, 
withdrawal, and anxiety, which intensified 
hostility, conflict, and projection, leading 
to arguments, assaults, and acting out. 
Children sooner or later became enmeshed 
in the competitive struggle between their 
parents. 

It was observed that several specific 
dynamic patterns were seen with consider- 
able frequency. These combinations will 
be briefly presented. 


A family court 
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Wives many years younger than their 
husbands brought them to court because 
the husbands made their lives miserable 
with accusations of infidelity. On further 
study, it became apparent that the husbands 
had become partially or totally impotent, 
and then jealous, suspicious, and accusing 
toward their wives. A large number of 
these wives had hysterical personalities, 
behaved in an obvious erotic manner, had 
previous extramarital affairs, and unre- 
solved attachments to their fathers. 

The husbands were emotionally disturbed 
individuals who felt a loss of masculinity 
and then became suspicious of their wives’ 
behavior, and began making accusations of 
infidelity. The marriages had been satis- 
factory on the surface as long as the need 
for a younger, attractive wife and the need. 
for an older, protective, masculine husband 
had been met. When these unconscious, 
neurotic needs originally satisfied by the 
union were no longer met, the marriage 
began to experience serious difficulty. 

The husbands brought to court because 
of arguments centering around. infidelity 
had frequent extramarital affairs because 
of unconscious hostility toward their wives, 
an immature need for varied sexual experi- 
ence, derogatory attitudes toward sex, and 
a strong need to bolster their insecure 
masculinity. Consciously, the marriages 
met their needs to be taken care of by 
someone. 

Their wives had strong, masculine, ma- 
ternal, and masochistic tendencies, and 
seemed to invest most of their interest and 
time in employment and their children. 
Most of these wives had married inade- 
quate, immature men who behaved or were 
led into behavior resembling that of their 
fathers. 

The aggressive, dominating masculine 
wife brought her husband to court as a 
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means of further domination. The passive, 
submissive, chronically resentful husband 
resented this action more, and the domina- 
tion-submission pattern perpetuated itself. 
Each seemed to be repeating his parents’ 
pattern. The wives needed the husbands 
as outlets for aggressive impulses, and the 
husbands seemed to enjoy the role of 
martyrs, being unable to leave because of 
dependency needs. Each required the con- 
tinuation of the original pattern established 
in the marriage, one directing, the other 
taking direction. The husbands with a 
shallow, affective life needed a strong stim- 
ulus to experience and express emotion, 
and their wives, deploring an emotional 
vacuum, preferred and provoked outbursts 
and assaults, 

Frequently a profoundly emotionally dis- 
turbed wife, in a hasty action, had married 
the first available man as a replacement 
soon after the death of a parent. These 
husbands often had a history of assuming 
responsibility for others, but they found 
the present situation too difficult when a 
disturbed wife was added to family Tespon- 
sibilities. Becoming aware of the serious- 
ness of the wife’s illness, and feeling 
helpless to cope with all the problems in- 
volved, the husband brought his wife to 
court, realizing that his marriage had been 
a mistake. 

Frightened and resentful wives, rejecting 
their husbands when they became physically 
ill late in life, brought them to court hop- 
ing to avoid a burden. When their de- 
pendency needs were no longer met, the 
anxiety gave rise to distortion of their 
thinking, and they hoped to evade respon- 
sibility for a husband who might become 

dependent upon them. The husbands felt 
neglected, rejected, resentful, hurt, and 
frightened that they would not receive at- 
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tention and care. These husbands suffered - 
from depressive reactions, mild to moderate 
in severity. The wives had anxiety reac 
tions, and appeared to be adding to their 
burden of guilt. For security and emo- 
tional support, they turned away from the 
husbands toward their children and 
court. 

There were many psychologically sado- 
masochistic relationships which re-enacted 
situations the patients had seen in earlier 
life. Originally these marriages had satisfied 
the patients by providing outlets for aggres- 
sive impulses and needs for punishment. 
If anything happened to disturb this equili- 
brium so that the mutual neurotic needs 
could no longer be met, the marriage began 1 
to experience difficulty, a 

Often both patients were highly imma- 
ture and seeking a parent-figure in the © 
spouse. Difficulties began early in these 
marriages when the inability of each to 
fulfill the expected role became apparent. 
Frustration mounted rapidly, and these 
marriages began to fail as soon as additional — 
stress occurred, such as temporary sep: 
tion, loss of employment, a pregnancy, il 
ness, or the loss of a parent. Fe 

A few patients entered into marriage 
with a reversal of the usual social and psy- 
chological male and female roles, 


it more difficult to continue the origin 
roles. This was especially true if the wi 
expected to continue employment outsi 
the home and if she resented the husband’ 
attention to the child and his caring for its 
needs, 


emotionally disturbed people. However, f 
they did not necessarily suffer from t 


same kind of illness. The marriages were 
contracted for various neurotic, conscious, 
and unconscious reasons. The marriages 
continued only so long as those needs of 
both were met, and began to experience 
difficulty when they were not. 

It was interesting that in many cases the 
neurotic reason for entering the marriage 
became its eventual undoing. One might 
assume that a neurotic relationship is un- 
stable, gives only temporary satisfaction, and 
is seldom adequate to sustain a healthy ad- 
justment in marriage. The patients’ de- 
fenses against the breakdown of the mar- 
riage usually compounded their difficulties. 
Some people remained together for years in 
unpleasant relationships, with many ration- 
alizations. Some resisted change; others 
needed the unhappy situation. 

Many were unaware of the depth of their 
problems. They said they remained be- 
cause of children, for financial reasons, 
from social pressure, attachment to a house, 
or because they had no place else to go. 
Actually, they were satisfying deep, mutual, 
neurotic needs by remaining together. 
Among these were dependency, guilt neces- 
sitating punishment, persistent need for 
friction, and to have an object onto which 
blame could be projected. Many doubted 
their ability to form new relationships. 

Some marriages appeared to have been 
so unsatisfactory from the beginning, and 

others so enmeshed in unhappiness and 
mutual aggression, that no resolution 
seemed possible. After some hours of ex- 
ploration at the court and clinic, some of 
these couples decided to separate. Where 
the controversy created such stress as to 
threaten the emotional health of the couple, 
jeopardize the well-being of the children, 
or where physical violence might become 
severe, the court recommended temporary 
Separation. Psychiatric hospitalization was 
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effected if either party were profoundly 
disturbed. Investigation of the home was’ 
done where child welfare was in question. 

It is important to recognize that ina 
few of these situations, where the pattern 
is firmly entrenched and resists change, 
that little and sometimes nothing can be 
done to help. At least patients received a 
thorough study of their problems. Those 
who were amenable received support, 
direction, and counseling from the proba- 
tion officer. The practical problems were 
handled on this level with advice and as- 
sistance. Those who were considered suit- 
able and who could be motivated, received 
therapy at the clinic. Sometimes this in- 
cluded husband and wife, who were usually 
seen by different therapists. Frequently 
only one party was treated. 

Wherever indicated, social casework, sup- 
portive psychotherapy, dynamically-ori- 
ented psychotherapy, and group psycho- 
therapy were utilized. In those patients 
who were interested and whose prognoses 
were good, the results of these procedures 
have been rewarded often by improvement 
in the emotional illnesses, and secondarily 
in the marriages. 

The prognoses of the marriages seemed 
to depend on the diagnoses and prognoses 
of the individuals involved. Outcome may 
also be related to the amount of external 
stress placed on the marriage. The amount 
of damage already done to the relationship 
through the neurotic interaction may be 
important. The eventual resolution may 
depend on the individual’s unconscious 
conflicts, ego strength, willingness to accept 
responsibility, ability to share, capacity to 
change, age, and motivation for treatment, 
along with responsiveness to it. 

Without treatment, a majority of these 
marriages appear doomed to failure or 
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years of unhappiness. Early treatment of 
individuals suffering from emotional dis- 
orders, oriented toward personality growth 
and improved interpersonal relationships, 
may help the patients to cement their mar- 
riages, find more personal satisfaction, and 
to rear emotionally healthier chilrden. 

It would seem that more stable marriages 
in the future depend upon emotional ma- 
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turity, stability of personality, and self- 
knowledge. Perhaps mental hygiene meas- 
ures undertaken by the community, 
consisting of public and professional educa- 
tion in preparation for marriage, early treat- 
ment of emotional disorders, and psychi- 
atric consultation services for couples who 
are having difficulty, would result in more 
happy and stable marriages. 
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The issue of normality 
in clinical child psychology 


To the clinician working with adults the 
Issue of normality is largely academic un- 
less he finds himself dealing with forensic 
problems. In this case he may be required 
to answer the question, “Is this person 
Normal?” 
i e most adult-oriented settings the clini- 
es nocaly deals with pathology and not 
a piy. Clinicians are trained to recog- 
E oe and treat pathology, and the 
aa ' treatment is largely regarded as the 
— of pathology and not as the res- 
of normality. Some clinicians (1) 
Baie in fact, gone so far as to advocate the 
iam nation of the concept of normality as 
Which is useless, from the clinical point 
of view, 
ae sime time, discussions of normality 
Ea a with increasing frequency in the 
ee professional journals and between 
Pressive j Severs of books carrying the im- 
e€ imprimatur of a Commission with 


a mandate from the Congress of the United 
States (2). 

While it may be possible to ignore the 
issue from a practical point of view, the 
logical point of view demands that we €x- 
plore it, for even the practicing clinician 
deals with the concept of normality, if only 
by implication and inference. When clini- 
cians use such terms as atypical, exceptional, 
unusual, and abnormal, they imply that 
they know what the characteristics of the 
typical, ordinary, usual, and normal are. 

This must have been the proposition 
which led the Joint Commission on Mental 
Illness and Health to devote its first mono- 
graph (2) to an attempt at defining “mental 
health,” only to discover that, as they state 
in the Final Report, it means “different 
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things to different people” (3). Many cri- 
teria of normality have been offered—sub- 
jective happiness, social adjustment, active 
mastery, positive striving, undistorted per- 
ception, absence of symptoms, and nonex- 
posure to psychotherapy. 

Let us assume that, as it sometimes seems, 
the clinician’s definition of normality is 
nonexposure to psychotherapy. In many 
studies comparing patients with normals, 
the control group is composed of people 
not under psychotherapy and ostensibly 
not in need of such therapy. 

By the obverse of this definition, we might 
say that the person who comes to the cli- 
nician seeking help is not healthy, not nor- 
mal. Something within him or in his en- 
vironment has led to his inability to cope 
with life demands and he has come to the 
clinician seeking relief. If he has come of 
his own volition and not under the pressure 
of an authority, the question “Is he nor- 
mal?’ need not enter the clinician’s con- 
siderations, for, faced with a person in dis- 
tress, he need only explore how to help this 
patient. 

The trouble with this approach is that 
it not only defines normality as absence of 
abnormality, but that it also leaves it up 
to the patient to define abnormality. This 
is clearly not a satisfactory solution to the 
problem, although when the patient is an 
adult who comes to us as a free agent, de- 
fining abnormality as clinical contact vio- 
lates only one’s sense of logic. Little harm 
to the patient can result if we offer help on 
the basis of his complaints. 

When the patient is a child, however, the 
situation takes on far greater complexity, 
and it is the thesis of this paper that the 
clinician who works with children must 
come to grips with the question of nor- 

mality—that here it is not merely an aca- 
demic problem but a practical and ethical 
issue, 
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One of the major differences between an 
adult patient and a child patient is that 
the adult comes for treatment while the 
child is brought. It is is not the child who 
seeks help; rather, it is the parent who 
brings the child to the clinician. 

Suppose one were to use the “portal 
method” of diagnosis; to whit, anyone who 
comes through our front door is ipso facto 
sick. Might there not be parents who bring 
a normal child because they need him as 
a “front” for their seeking help for them- 
selves, or because they perceive the child’s 
normal behavior as abnormal? Where the 
clinician is unable to recognize a normal 
child when he sees one and refuses to treat 
him no matter what his parents say, he not 
only becomes guilty of a violation of ethics 
but he also enters upon an arduous task, 
for it is difficult to work with a child who 
does not know why he comes for treatment. 
For these reasons the issue of normality is 
central to clinical child psychology. 

Granted that parents who bring a normal 
child to the clinician may be assumed to 
have a problem, for otherwise they would 
not have come. The problem, however, 
may be theirs rather than the child’s, It 
may be they who need help and not the 
child. No responsible clinician or clinic 
will turn such parents away without ex- 
ploring the nature of their problem and 
without arriving at a disposition aimed at 
helping them, even though this help will 
not take the form of treatment for the child. 

The difficulty of defining the “normal 
child” is illustrated by a recent study by 
Lapouse and Monk (5), which shows that 
in a sample of 482 children between the 
ages of 6 and 12, carefully selected to repre- 
sent the general population of a city in 
New York State, 17 per cent wet their bed, 
28 per cent had nightmares, 27 per cent bit 
their nails, and 43 per cent were reported as 
having 7 or more fears and worries out of 
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30 such fears and worries about which their 
mothers had been questioned. 

These findings led Kanner (4) to ask 
whether the high annoyance threshold of 
many parents keeps away from clinics and 
out of the reach of clinical statistics a “mul- 
titude of early breath-holders, nail-biters, 
nose-pickers, and casual masturbators who, 
largely because of this kind of parental at- 
titude, develop into reasonably happy and 
efficient adults” (p. 49). 


Two Approaches to Normality 


Theoretical discussions of normality have 
largely centered around two major ap- 
proaches to the problem. One might be 
called the statistical-average point of view, 
according to which an attempt is made to 
arrive at some kind of norm where—con- 
ceptually at least—abnormality becomes 
equated with a deviation from a population 
norm. 

The actuarial approach to psychological 
evaluations (7) comes to mind as an ex- 
ample of this point of view. The other ap- 
proach might be termed the idealist-adjust- 
ment frame of reference, where one posits 
an optimal level for each individual and, 
in each case, decides whether the person 
Operates at this level, taking his environ- 
Mental circumstances into account. Mas- 
low’s (6) concept of self-actualization can 
Serve as the prototype of this approach. 

It is to a reconciliation of these two 
points of view—the statistical-average and 
the idealist-adjustment—with particular ref- 
€rence to clinical work with children, that 
this paper will now address itself. 

Kanner (4) questions the utility of the 
Statistical-average approach to normality 
largely for the reason that available statis- 
tics are mostly based on clinical popula- 
tions. He seems to imply that adequate 
€pidemiological studies would show that 
bed-wetting, nail-biting, or nightmares are 
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not as “abnormal” as the clinician would 
hold them to be. Jahoda (2), too, finds 
statistical concept of normality useless in 
her search for a criterion of mental health. 
The fact that the majority of people may 
not be mentally healthy, the problems in- 
volved in choosing the normative popula- 
tion, and the issues of selecting relevant 
psychological functions to be measured, are 
cited as reasons for rejecting the statistical 
frequency concept of normality. (At least 
until more appropriate criteria are dis- 
covered). l 
Jahoda then turns her attention to “nor- 
mality as a normative idea of how people 
ought to function” (p. 15). The mental 
health concepts she favors are grouped un- 
der the headings: attitudes toward the 
self; growth, development, and self-actual- 
ization; integration; autonomy; perception 
of reality; and environmental mastery. Al- 
though in publishing Jahoda’s Concepts of 
Positive Mental Health (2) the Joint Com- 
mission hastened to add a physician’s dis- 
senting viewpoint which argues for a defi- 
nition of health in terms of absence of ill- 
ness, few would deny that her approach is 
stimulating and challenging. The trouble 
is that as they are presented, the criteria are 
not very helpful to the clinician who has 
to decide whether a specific child is normal 
or in need of help. rate 
Let us see just what a clinician does when 
presented with a child whom his parents 
report as being, say, “intensely jealous” of 
his sister. He knows (for that much he can 
learn from standard texts on child psychol- 
ogy) that jealously between siblings is not 
unusual. How then can he tell whether 
this particular child’s jealousy is normal 
or abnormal (for he also knows from his 
clinical texts that sibling rivalry is often 
found in pathological cases)? Marie 
Actually we will find, by observing the 
clinician, that he does not ask about thi 


normality or abnormality of the jealousy 
but that instead he seeks to find out whether 
the child needs help. 

As Freides (1) correctly observes, it is un- 
warranted to assume that treatment is indi- 
cated with the finding of abnormality. “Op- 
erationally,” according to him, “treatment 
is initiated when motivation from some 
source exists for treatment and when thera- 
pists are motivated and prepared to under- 
take treatment” (p. 132). 

The decision-making process the clinician 
goes through at this stage includes an evalu- 
ation of the child’s over-all functions. He 
wants to see whether, in addition to jeal- 
ousy, there is evidence of problems in peer 
relations, lowered school achievement, diffi- 

culty in relation to parents, disruptions in 
the vegetative system, or personal unhappi- 
ness. By some implicit process of weighing, 
balancing and summating, the clinician de- 
cides whether or not the child needs help. 
One such isolated symptom as jealousy will 
rarely motivate him to treat the child. 

The evaluation of such matters as peer 
relations or school achievement require 
qualitative judgments on the part of the 
clinician. When are peer relations dis- 
rupted; at what point is school achievement 
“bad”? In making these evaluative judg- 
ments the clinician would seem to rely on 
an implicit, subjective norm which is based 
on his experience in his practice and in his 
culture and which takes the patient's situ- 
ation and estimated potential into account. 

Each clinician seems to carry with him a 

conceptual frame of reference of what is 
normal, and each specific case is compared 
to that norm in arriving at the decision 
which leads to treatment. If this is so, it 
would strongly suggest a need to expose the 
clinician-in-training to a wide variety of 
child behavior so that he can evolve an 
adequate system of private norms, 

In clinical child psychology we do some- 
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thing like that when we expose our students 
to normal children in normal settings so 
that, having seen the normal, they will be 
better able to recognize the abnormal. This 
exposure to the normal (defined, presuma- 
bly, as the child not in a clinical setting) 
is admittedly often haphazard and unsys- 
tematic, but individuals responsible for 
training programs are beginning to take 
steps to include such experience as a 
planned part of the clinical curriculum. 

Let us return once more to the clinician 
and the jealous child. We discovered that 
the clinician investigates a variety of areas 
of functioning. This is consonant with the 
view that normality is a multidimensional 
phenomenon. The answer to the question 
of whether a particular person or child is 
normal depends on an evaluation of many 
dimensions. There may be dimensions on 
which abnormality is relatively unimpor- 
tant, and others where it comes to interfere 
critically with psychological equilibrium 
and with a child’s ability to cope with his 
particular life situation. 

This phrase—“his particular life situa- 
tion’”—brings another factor into considera- 
tion. In addition to the multidimensional 
aspect of normality we must recognize that 
the meaning of each dimension depends on 
the values of the social environment. One 
might say that society assigns a weight to 
each dimension. Abnormality on a heavily- 
weighted dimension then comes to be de- 
fined as “sick,” in the medical, or “deviant” 
in the statutory sense. On a less heavily- 
weighted dimension, on the other hand, so- 
ciety often meets deviation with considera- 
ble tolerance. 

What emerges from all this is that a 
definition of normality can be based neither 
on statistical considerations alone, nor on 
value considerations alone, but that we 
must think of an interaction between norms 
and values when we want to define “the 


d 


mS 


normal.” A somewhat fanciful elaboration 
may help to clarify this concept of statisti- 
cal-evaluative interaction. 

We have said that normality has 
many dimensions; among the more ob- 
vious are capacity for and adequacy in 
love, work, and play; adequacy in inter- 
personal relations; efficiency in coping with 
stress situations; capacity for adaptation; 
and efficiency in problem-solving. 

Each one of these dimensions should, at 
least theoretically, be capable of quantifi- 
cations and subsequent normative study. 
This is not to deny that there are prob- 
lems of measurement and sampling which 
would need to be solved, nor is it to gloss 
over the fact that for work adequacy, for 
example, one would have to have as many 
norms as there are jobs, and even then there 
would be the problem of differentiating 
between potential and actual achievement. 
But for purposes of illustration, we shall 
assume that all these problems can be 
solved. The clinician, in fact, is constantly 
forced to behave as if he had already solved 
these problems, as if he had norms for in- 
terpersonal adequacy—love, play and work- 
achievement. 

Assuming that the standardization prob- 
lem is solved, we can imagine a curve show- 
ing, for each dimension, the distribution 
for the population relevant to the person 
being evaluated. If his “score” for, say, 
adequacy in interpersonal relations falls 
One standard deviation below the mean, we 
have a statistical statement which is by it- 
self, however, not yet enough for determin- 
ing whether the person is normal. 

To get the answer to this we need the 
other part of the norm-value interaction. 
We must seek a value statement for one 
Standard deviation below the mean for 
this particular person, in his particular situ- 
ation, in his particular community. 

Such a value statement might be viewed 
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as a weight which is assigned to the devia- 
tion score, and which expresses the degree 
of importance significant people in the en- 
vironment of the person being evaluated 
place on deviation from the average on 
that particular dimension. The more im- 
portant the dimension, the greater the 
weight, and the higher the weighted score. 
We might carry this one step further and 
suppose that the weighted scores could be 
summed for all dimensions, with the total 
reflecting the degree of abnormality of this 
particular individual (somewhat along the 
lines of Wechsler full-scale 1.Q.). 

Such an additive procedure might then 
result in the situation where the person 
with a deviation on one heavily-weighted 
dimension could be considered as abnormal 
as another, with many deviations on lightly- 
weighted dimensions. 

These pseudo-statistical, futuristic con- 
siderations aside, the important point is 
that normality ought to be viewed as a 
multidimensional phenomenon and that 
its definition should reflect an interaction 
between statistical norms and judgmental 
evaluation. í 

It appears that this is what the clinician, 
in his day-to-day practice, actually does. He 
studies the various aspects and facets of his 
patient and implicity evaluates him on the 
conceptual normative scheme (called “clini- 
cal experience”) he carries around in his 
head. 

Finding the patient doing “pretty well” 
in peer relations, “fair” in his capacity for 
love, but “poor” in problem-solving, the 
clinician, as representative of society, then 
makes the value judgment whether for this 
particular person's situation “poor” prob- 
lem-solving is an important consideration. 
The question of normal vs. abnormal is 
then decided on the basis of these concep- 
tual operations and help is offered in terms 
of their outcome. 
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When we discussed the various dimen- 
sions of normality, we touched on the im- 
plications this had for the training of dli- 
nicians. With the concept of societal 
weights in mind, let us now return briefly 
to the question of training. It will now be 
apparent that we must expose the clinician- 
to-be not only to normal children but also 
to normal children from a variety of socio- 
cultural backgrounds. 

We know that a given level of aggression 
means one thing in a middle-class enyiron- 
ment and quite another for a child brought 
up in the subculture of the urban slum. If 
he is to make valid decisions, the clinician 
must be conversant with the value systems 
of the various subgroups with whom he is 
to come into clinical contact. 

Such knowledge of a variety of norms and 
a multiplicity of value systems is not easy 
to acquire. It means that we must intro- 
duce into our students’ training exposure 
to children in a wide variety of situations. 
It may also mean that in the selection of 
students about to enter our field we must 
place a premium on those individuals who 
have been exposed to heterogeneous values 
and customs in their own preclinical back- 
ground. 

This discussion opened with the notion 
that the clinician who works with adults 
can afford to ignore the issue of normality. 
It then proceeded to point out that for the 

clinical child psychologist this issue can 
and often does take on ethical and practical 
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meaning. This being the case, one of the 
implications of this paper is that the train- 
ing of the clinical child psychologist calls 
for experiences which are not currently a 
part of curricula in general clinical psy- 
chology. Carefully planned training for 
the specialty of clinical child psychology 
would seem to be the way in which we can 
prepare our clinicians to cope more effec- 
tively with the important issue of normality. 
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To reach an unresponsive adolescent and 
establish some degree of emotional contact 
with him is one of the frustrating and un- 
rewarding endeavors of parenthood, or so 
it would seem from the anguished cries of 
despairing fathers and mothers. 

Indeed, a chasm between teen-ager and 
parent doubtless occurs at a certain stage 
in adolescence which the parents do not 
understand, and which they are likely to 
interpret as standoffishness: To this aloof- 
ness parents understandably respond inap- 
Propriately—sometimes by feeling rejected 
by their offspring, sometimes feeling guilty 
because of a sense of failure, at times being 
hostile toward the youngster for being so 
ungrateful, and, now and then, resigning 


, themselves to the mystifying vagaries of 


adolescence. 

Rarely indeed does a parent regard the 
adolescent’s detachment as a privilege and 
as a necessary means for coping anew with 


all the internal physical and emotional 
tensions which are taking place in the 
sudden shift from childhood to adolescence; 
rarely also does a parent resist the tempta- 
tion to get inside his youngster to help 
“straighten up the mess that's inside.” 

Such parental concern is simply an ex. 
tension of a natural attitude that prevailed 
in earlier days when the child was more 
dependent on his parents for meeting emo- 
tional and physical needs, but which is no 
longer so simply the case in adolescence. 
At such a point in the adolescent's: life, 
where he stands so precariously on the 
threshold between being a child and being 
an adult—but is regarded as neither one 
nor the other—perhaps what is so urgently 
needed is a close look at one’s own emo- 
tional involvement as a parent. 
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EMOTIONAL NEEDS OF PARENTS 

To be sure, there were countless frustrations 
and heartaches accompanying the child’s 
growth from the time he was a toddler to 
the time he abruptly stepped out from child- 
hood. Many were the times when a parent's 
patience and judgment as to how to handle 
a situation involving his child were sorely 
tried, with much hair-pulling and teeth- 
gnashing. But where is the parent of an 
adolescent who will not easily forget and 
blithely announce: “Oh, it was so much 
easier when he was a child!” Indeed, it 
may have been so, and for many fleeting 
but significant reasons. 

While a moment's reflection easily recap- 
tures the early hardships of childrearing, 
there were, to be sure, many satisfying ex- 
periences which harmonized so well with 
our own emotional needs and more than 
compensated for the frustrations—the 
child’s warm embrace, his uncritical ac- 
ceptance of daddy and mommy as the best 
in the world, his readiness to turn to them 
for help, his cry for mommy’s presence in 
the face of injury or disappointment, and 
when things went wrong, the conviction 
that daddy alone could make everything 
right. 

How sweet indeed are such remem- 
brances! How bitter when they are memo- 
ries only, and the child who is now an ado- 
lescent suddenly ceases to look upon a 
parent with awe and indiscriminate rev- 
erence. 

As a matter of fact, such complete de- 
pendency by children—with all its accom- 
panying mutual gratifications—is a stabi- 
lizing force in the emotional life of the 
parents, “How could that be,” you ask 
with raised eyebrows, “when there were a 
thousand times they nearly drove me crazy?” 
But let it be said that such experiences 
force parents to reach down deep toward 
untouched reserves, the existence of which 
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are scarcely suspected but which, in effect, 
spell out greater maturity for them. But 
it is principally the child’s faith in his 
parents, in spite of frustrations, which serves 
as a welcomed boost to the parents’ ego. 
Parents do not later easily relinquish this 
emotional support. 

During this time, parents serve as the 
Ideal, mother being the model for the young 
girl’s increasing urge to be feminine, and 
daddy for the growing boy’s masculine in- 
terests. Evidently, however, these sex dif- 
ferences are not so sharply apart from each 
other as we might think. Sometimes mother 
reinforces the boy’s masculine self-esteem, 
just as father encourages the young girl’s 
feminine traits by his unblushing admira- 
tion of her. It is important to note also 
that these cross-sex influences clearly reflect 
the attitudes of husband and wife toward 
each other. 

But at thirteen, or approximately there- 
abouts (and it is important to remember 
that youngsters vary as to when they reach 
certain stages of development), parents are 
confronted with the sudden realization that 
they no longer serve as the Ideal, that they 
no longer count, and they are apt to feel 
rejected. 

Contrary to appearances, the child’s love 
for his parents has not suddenly ceased, nor 
have his resentments. These feelings and 
tendencies have simply been subjected to 
refinements and sophistications which are 
normally ushered in at adolescence and 
which help smooth the youngster’s relations. 

Moreover, he drastically broadens his 
sphere of human contacts. To these new 
acquaintances the youngster imparts, and 
likewise accepts, the experiences which 
previously and intensely characterized his 
relations with his parents, but to a degree 
that has been considerably attenuated. No 
longer does the youngster attribute to an- 
other person the important status and the 


overriding confidence which he previously 
attached to a parent. To be sure, where 
immature emotional needs persist into 
adulthood, we sometimes observe these 
kinds of intense attachments to others. 

Sound and mature relations with others, 
on the other hand, depend almost wholly 
on successful resolution of the parent-child 
relationship. This perspective should be 
of considerable reassurance to a parent 
whose confidence has been shaken by the 
sudden aloofness of the teen-ager and his 
apparent rejection of the parent. 

To lessen the impact of this change, a 
wise parent learns to anticipate it, realizing 
that the feeling of rejection has no firm 
basis in reality, but simply emerges from 
the parent’s own need to preserve his sense 
of importance to the child’s existence. 
Failure to recognize this, or to withhold 
from the youngster the privilege of greater 
freedom, will surely cause disappointment 
and anguish, since the teen-ager will doubt- 
less respond with very real acts of rejection. 


PUSHING THE TEEN-AGER TOO 
RAPIDLY 

There are those sophisticated parents, to 
be sure, who are clearly aware of the 
changes occurring in adolescence, but who 
respond with a flurry of anxious activity 
calculated to push the youngster prema- 
turely into adulthood. 

Such a parent might be expected to think 
as follows: “Since I’m not supposed to en- 
courage my child’s dependency on me, then 
it's my duty to make him self-reliant.” That 
is highly commendable, but if a parent has 
not been laying the foundation during 
childhood, there is no quick and easy way 
to hasten the process. In fact, it is apt to 
take longer. But the important considera- 
tion is that many teen-agers are swamped 
too early with standards and values which 
Parents consider important to their young- 
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ster’s successful adjustment as adults, but 
which are not wholly relevant at this stage 
of development. 

Such a conscientious attitude on the part 
of parents is understandable, but it should 
be remembered that youngsters in their 
early teens still retain large segments of 
their childhood. Emotional needs still have 
a tendency to prevail over conventional 
values, although the latter begin to com- 
mand greater respect from the teen-ager 
as he matures into middle and late ado- 
lescence. To be sure, many a parent has 
had the embarrassing and deflating experi- 
ence of being criticized for peccadillos by a 
horrified youngster who has suddenly be- 
come sensitive to moral values. 

Yet, the fact remains that the early teen- 
ager still has a long way to go before he is 
ready for wholesale acceptance of adult 
values. The task immediately at hand for 
the youngster is a difficult one; namely, 
the resolution of some new and strange 
sensations. At thirteen, certain physio- 
logical and anatomical changes occur—in 
the girl more dramatically, but in the boy 
certainly no less frightening—which clearly 
mark for the youngster an end to physical 
childhood, although, emotionally, this pe- 
riod may drag on for a few more years. At 
this time, the youngster is suddenly con- 
fronted with the reality of possessing the 
means of human reproduction, a no greater 
dramatic reminder that adulthood is near 
at hand. 

It is no wonder that the thirteen-year-old 
assumes such a role with trepidation and 
painful sensitivity, occasionally regressing 
into nostalgic childhood as a means of al- 
leviating tensions. Not until fifteen and 
sixteen are attained does the youngster 
begin to feel more comfortable about his 
status. This is illustrated in his attention 
to appearance, his passion for fads, and his 
horror of being “way out” or conspicuously 
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different. It is at this stage that observant 
parents notice that the youngster is now 
more readily impressed with adult stand- 
ards, which the teen-ager previously re- 
garded as fatuous. 

But it is the seventeen and eighteen-year- 
old who finally wears the mantle of the 
preadult with the growing confidence of 
having mastered the role, thus being capa- 
ble of achieving any goal he desires, Such 
grandiosity in late adolescence has been a 
never-ending source of amusement as well 
as a puzzlement to adults who see such 
dreams as farfetched. 

This might have been an accurate ob- 
servation in mid-adolescence when the 
youngster, striving anxiously to achieve the 
status of an adult, but still timid because of 
acknowledged inadequacies, turned inward 
and gazed imaginatively on bold ventures. 
This was quite comforting indeed, and also 
had the advantage of helping the youngster 
explore his inner resources. In fact, there 
is no better illustration of the internal 
process of blending childhood needs with 
adult aspirations than that occurring in the 
fantasies of mid-adolescence. 

However, the youngster in late adoles- 
cence has by this time acquired impressive 
skills, has tested his limits, so to speak, and 
knows more about what he can and cannot 
do. Accordingly, he has already roughed 
‘out a basic plan for his future, which will 
‘doubtless undergo pronounced changes here 
and there according to fortune and vicissi- 

“tude; but he is indeed rapidly becoming 

what he is going to be. 

_ To the parent who is conscious of ado- 
_ lescent changes, who is anxious to transfer 
his wisdom and experience to the young- 
‘ster, it is necessary to point out that, to 
“the teen-ager, adolescence is an intermi- 
nable span of years. The path is rocky, 
and well-meaning parents are often seen 
“by the teen-ager as meddling and dicta- 
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torial. At best, parents succeed in being 
accepted as important props without 
which the youngster cannot get along, and 
perhaps never will. 


UNDERSTANDING YOUR CHILD 
A great deal of the misunderstanding and 
disharmony between parent and teen-ager 


has unmistakable roots in the early parent- ® 


child relationship. The father facing a 
defiant sixteen-year-old son, or the mother 
confronted by a stubborn daughter, might 
do well to ask of themselves in what way 
they may have defied or been intolerant 
of the child’s wishes all through the early 
years of growth and development. In 
fact, each parent would do well to ask the 
question: “Haven't I really always been 
impatient and irritable with my child’s 
demandingness? Isn't it true that I've 
tried to hasten him out of childhood?” 

While this criticism is more often true 
of fathers, it is known that an alarming 
number of mothers experience a rather 
gnawing, half-recognized sense of frustra- 
tion with their children, with whom they 
spend the greater part of the day, and so 
understandably get on each other's nerves. 
At the end of the day, the harassed mother 
has accumulated tensions and suppressed 
resentments, many of which are reserved 
for her weary, homeward-bound spouse, 
That a great many husbands prefer to 
blind themselves to all these factors goes 
almost without saying, but the fact remains 
that this phenomenon occurs often enough 
to suggest that parents look upon the 
child as the irritating source of the dis- 
turbance, but feel powerless to do anything 
about it. 

While they frequently continue to dem- 
onstrate love and forbearance toward the 
child, it is safe to say that this is the basic 
element in the parent’s often-expressed 
wish that the child would “stop acting like 


a child.” While it is difficult to keep this 
in mind, it is nevertheless necessary to re- 
member that the young child is normally 
demanding, impulsive, self-centered, irre- 
pressible and unable to delay pleasure, 
quick to anger and retaliation, stubborn 
and jealous. 

And yet, in spite of all these impulses, 
or perhaps because of them, a child is 
always ready to respond with sympathy to 
the hurt and defeated feelings of another. 
The growing child is entitled to all of 
these expressions within certain limits, 
which is simply to say that -the outlets 
should not be turned off too abruptly or 
too unfairly. 

Sensible guidance by parents as to how 
much is permissible—with efforts to direct 
unexpended energy in other, more appro- 
priate channels—is frequently all that is 
needed to help the child master his im- 
pulses. To give one illustration: A threat 
of open defiance by a five-year-old, as 
many mothers have learned, is more easily 
turned away by gently directing the young- 
ster’s attention into another activity. How- 
ever, when such techniques fail, as they 
sometimes do, and it becomes necessary 
to administer punishment, it should be 
remembered that the youngster is still en- 
titled to his angry feelings. 

Perhaps it is best to say as much to him, 
for example, “Stevie, I know you're angry, 
and you have a right to be, but what you 
did was naughty.” Incidently, only the act 
is labeled as naughty, never the child, as 
that would be too damaging to his self- 
esteem. - 

Often a child is pushed into being ag- 
gressive because all outlets for normal im- 
pulses are denied while he is squarely chal- 
lenged by a don’t-or-else attitude. Cer- 
tainly, as a parent, you should not habit- 
ually yield to a child's demands, but neither 
Should you make a habit of suppressing 
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the youngster’s feelings. Otherwise itsa 
safe bet that the frustrations and resent- 
ments piled up during childhood will per- i 
sist through adolescence, where they will 
be far more corrosive and unmanageable, 

Moreover, it is also quite likely that the 
parent's frustrations will similarly pile up 
over the years, thus creating in some fa- — 
milies the unfortunate atmosphere of mu- — 
tual rejection and recrimination between — 
parents and teen-ager. It is a sad but 
true commentary on American family life 
that many teen-agers later part company 
from their parents on just such terms, 
presumably ready to embark upon their 
own lives and fortunes, That they are 
headed for trouble, perhaps repeating the 
same problems in their own lives and with 
their own children, seems too obvious to 
emphasize. 


PARENT—TEEN-AGER HARMONY 
While it is perhaps true that parenthood 
constitutes a strain for which we have not- 
been altogether adequately prepared, the 
resourceful parent soon adapts himself to 
such conditions. It is this remarkable re- 
sourcefulness which is in evidence in most 
families and testifies to the powerful role 
of love. 4s 
This tenderest of human emotions, care- 
fully nourished over the years, paves the 
way for greater harmony and relaxation in 
our lives. This is more easily followed by 
greater tolerance and understanding, on 
the part of the parents, of the turbulent 
changes occurring during adolescence. It 
is just because the parent has invested so 
much of himself during the early “years, 
emotionally and physically, that he is bet- 
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side of the problem, who thus enjoys the 
respect and acceptance of the teen-ager. 
The difficulties peculiar to adolescence, it 
is true, are a new challenge to the parent, 
but presumably the parent is much better 
equipped to meet it. 

Harmonious relations between parents 
and teen-ager, where mutual satisfactions 
and rewards are the rule, are not altogether 
rare occurrences, for they exist in greater 
numbers in our society than we suspect. 
But they evolve slowly and painstakingly, 
Once achieved, however, they are never ac- 
tually terminated. Even upon departure 
of the young, the relationship continues to 
be a meaningful one, with lasting rewards, 
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There are no guilt feelings or disillusion- 
ments or grudges, 

It is, of course, the hope of all parents 
that their relationship with their teen-ager 
will continue into later life on just such 
a happy note, for we must remember that 
the family constitutes the most human and 
vital endeavor known to man, and upon 
the family rests the life of a free and 
healthy society. While each family is nat- 
urally more immediately concerned about 
its own welfare, and about the individual 
adjustment of the family members toward 
each other, there can be no denying the 
far-reaching impact of the family on the 
community of man. 
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Significant alterations of 


self-concept and defensiveness 


during training school residence 


“The training schools only make them 
worse.” Even this oft-repeated claim ac- 
cords modifying proclivities to the insti- 
tutional process. At the same time, it 
would appear that there are probate judges 
who commit girls to the training school 
with the belief that there will be some fa- 
vorable influences resulting from this de- 
cision. 

The training school staff works with girls 
for a period of time, but opportunities for 
long range observation are nullified upon 
release, The staff is not naïve in anticipat- 
ing constructive results in all cases. But are 
there constructive effects in any cases? If 
So, what are they? Can they be intensified? 

The ideal post-treatment study is con- 
founded by problems of locating individu- 
als, evaluating the adequacy of their ad- 
Justment with a specific set of criteria, and 
comparing the outcome with that of a 
comparable group of individuals who have 
Not experienced treatment. 


In the absence of these ideal circum- 
stances, there is the possibility of evaluating 
changes that have taken place during the 
treatment process itself. The problem, then, 
becomes that of determining what to evalu- 
ate, what changes have taken place. Ob- 
viously some limits must be placed upon 
the number of dimensions to be studied. 


THE INSTITUTION'S INFLUENCE UPON 
THE INDIVIDUAL 


Recently there have been several articles 
which suggest the importance of the way an 
individual feels about himself. McIntosh 1 
stresses the merit of bringing about some 
alteration of the attitudes. He notes: “It 
is not enough just to analyze and diagnose. 
Pe RUSE O WHT) 


Mr. Tolman is supervisor of psychological services 
at Girls’ Training School, Adrian, Mich. Mr, Smith 
is a school psychologist in Pontiac, Mich, 
1McIntosh, John W., “Achieving Adjustment 
through Altered Attitudes,” Federal Probation, 
24(September, 1960), 21-25. 
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In many cases, some attitudes will need 
overhauling and revamping in order to 
bring about a reclamation. Attitudes 
should be given priority in any plan of 
treatment.” 

With regard to the delinquent, Kvara- 
ceus* emphasizes the importance of suc- 
cess upon the kind of view a person is likely 
to have of himself. His remarks are very 
clear: 

“There is no doubt but that security that comes 

through success fulfills a basic need in strength- 

ening feelings of personal worth. For the ado- 
lescent one major Source—sometimes the only 
source—of success is in his Performance in school 
studies, in sports, or in other extracurricular ac- 
tivities, The typical teen-ager can find approval 
and meet smiling faces at home and in school 
only if he is a scholastic Success via the report 
card route. But most delinquents show a bank- 
ruptcy status when their school records are ex- 
amined. They seem to make a success of failure,” 


Kvaraceus goes on to note that, under 
these circumstances, delinquent behaviors 
are often substituted in order to compen- 
sate for the otherwise lacking recognition 
and feelings of self-worth and self-respect. 

For some time we have been impressed 
by our residents’ low evaluation of them- 
selves and their self-depreciatory motiva- 
tions. Many of our girls have never suc- 
ceeded in anything; their lack of success 
in remaining free members of society sery- 
ing as final testimony to this. We have re- 
garded our task as being one whereby we 
would now do our utmost to provide a set 
of circumstances wherein each girl could 
begin to succeed in something. 

Conformity or impulse control might be 
the limited goals for some girls, while much 
&reater demands would be made upon 


? Kyaraceus, William C., “Some Cultural Aspects of 


Delinquency,” Federal Probation, 23(March, 1959), 
— &12, 


2 Johnson, O. G., “The Prisoner and Self-Respect,” 
Federal Probation, 21(September, 1957), 56-58, 
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others. As girls succeeded, they would be 
made aware of their successes and en- 
couraged to attempt more challenging as- 
signments. They would perhaps feel more 
secure, have greater confidence in them- 
selves and gain a larger measure of selfy 
respect, 

We anticipate that our girls, provided 
with these supports, will be less reluctant to 
attempt to make some of the more stressful 
adjustments required of them on their re- 
turn to the community. 

The formula, reduced to its barest ele- 
ments, in this: once an individual has suc- 
ceeded, the probabilities of future success 
are greatly increased. The award system 
that we utilize here at Girls’ Training 
School is based upon the reality of reflect- 
ing successes to the girls in a concrete man- 
ner; they must first meet a standard, and 
then be made aware that they have done so. 

Most behavioral scientists would agree 
concerning the desirability of positive in- 
ducements over negative ones. Further- 
more, it is not simply a matter of “stamping- 
out” the noxious, undesirable responses, 
since it is essential that favorable responses 
be “built-in” or induced in their place. 

The problem seemed to be our girls’ rela- 
tive inability to view themselves as achiev- 
ing success in any way; we wondered if they 
were like other adolescents in this respect. 
On the basis of these observations, our at- 
tention was drawn to a study of the self. 
concept. 

Johnson ® mentions that: “Most inmates 
spend some time in prison attempting to 
Tepair and bolster their own self-concepts,” 


extent this process is Conscious and to what 
degree it is a matter of the individual bein 
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EVALUATING SELF-CONCEPT AND 
DEFENSIVENESS 


The self-concept may be defined* as “a 
person’s view of himself; the fullest descrip- 
tion of himself of which a person is capable 
at any given time.” 

Further it would appear® that “every 
evaluative statement a person makes about 
himself may be thought of as a sample of 
his self-concept.” 

For the purposes of this paper, self-con- 
cept is defined in an operational sense as 
the response to a specific group of sentence 
completion items.® 

A survey of the literature provides small 
yield in terms of information about the 
self-concept in the delinquent. Also, many 
measures of the self-concept relate to the 
idealized self (as the person feels he would 
like to be) compared to the actual self. In 
an effort to quantify information, investi- 
gators have frequently required the subject 
to evaluate himself by specifying along what 
point on a scale he feels that he would fall 
in regard to a specific group of statements 
about himself. 

Often these evaluations are rather trans- 
Parent since, even when the subject is try- 
ing his best to co-operate and not influence 
the results, it is sometimes difficult for him 
to be objective. When called upon to re- 
Port directly, he can easily confuse how he 
thinks he is with the way he wishes to be, 
the way he fears that he may be, or the way 
ie feels others think, wish, or fear him to 

€. 

A more subtle manner of studying the 
self-concept would appear to be through the 
use of such projective materials 7 as the sen- 
tence completion test. In our present study 
we have used only a few items of the sen- 
tence completion test, even though the test 
was given in its entirety. Thus, the critical 
stimuli are “buried,” as other items serve as 
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distractors, making the purpose of the par- 
ticular measurement more obscure. = 
The girls utilized in this study were not 
responding under conditions wherein they Ff 
were aware that their self-concept was being ; 
measured. Under these circumstances, they — 
would appear less vulnerable to the influ- 
ences (noted above) that operate to reduce — 
objectivity. ae 
The obligations for objectivity now fall 
upon the investigator as he then is required 
to quantify the resulting diffuse mass of in- 
formation. Also, we believed it desirable 
to reduce the scoring of the data to the 
simplest possible components. This, we be- 
lieved, would permit replication by other 
clinical researchers who would not be re- 
quired to train themselves in the applica- 
tion of a cumbersome scoring procedure in 
order to achieve the necessary degree of re- 
liability. A few scoring examples are in 


4 English, Horace B. and Ava Champney English, 
A Comprehensive Dictionary of Psychological and 
Psychoanalytical Terms (New York: Longmans, 
Green and Co., 1958). y 
5 Definition by Brownfain, John, in “Stability of 
the Self-Concept as a Dimension of Personality,” 
Journal of Abnormal and Social Psychology, 47 
(1952), 597-606. j 
6 The Sentence Completion Method, Amanda R.. 
Rohde, 1957. Rohde indicates (p. 50) that “Spe: 
cific concepts of the self are found in responses to 
MY MIND . . . , MY IMAGINATION ..., MY 
LOOKS ..., MY HEAD . . . , MY CLOTHES © 
..., L AM VERY ..., and WHEN L....” These 
items were used in the present study. Also, one 
other item was added from the Rohde test, MY 
HEALTH .. . , since it was our feeling that this 
would relate to the self-concept in the adolescent. 
As a consequence, eight items were utilized in all, 
and were retained througout the study. 

7 One aspect of “projective” materials of this kind 
is that the individual is called upon to reveal some- 
thing about himself, but does not know how the 
examiner actually evaluates the response, or even 
what the examiner is specifically interested in meas- 
uring. 
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order to assist in achieving a more com- 
prehensive appreciation of what is meant 
here by the self-concept. 

Responses were scored positive (+) if they 
clearly indicated self-acceptance or satisfac- 
tion with the self. Examples of these are: 

MY MIND ... “is quite good.” 


MY CLOTHES ... “are neat, clean, and up to 
style.” 


Nonaccepting concepts were reflected in 
the negative scoring (—) as these responses 
were self-critical, derogatory, or expressed 
dissatisfaction. Examples of the are: 


MY MIND . .. “is sometimes twisted.” 
MY LOOKS . . . “are sometimes dreadful to me.” 


It became evident that the scoring of all 
possible responses to such a group of sen- 
tence completion items could not be re- 
duced to simple positive and negative 
values. Hence, two additional categories 
were evolved to encompass the exceptions 
to the basic scoring noted above. A defen- 
sive class (D) was established to provide 
for responses that were avoidant, evasive, 
or contained any of the usual defenses such 
rr A el a iat a 
8It is difficult to interpret what the “no basis” 
scoring might mean, if anything. It undoubtedly 
includes a variety of different Kinds of responses, 
and may thus provide a measure of the breadth 
of experience or interest; however, this is highly 
speculative. We placed a few responses in this 
category when we were unable to reach agreement 
as to their belonging in any of the others; yet we 
were unable to establish a need for any other more 
specific category, 

9 Both investigators judged all responses and classi- 
fied them in accordance with the definitions set for 
ach category. The investigators have had several 
years’ experience using the Rohde method with 
this particular population and, perhaps as a result 
of this, it was seldom that there was not complete 
agreement as to the scoring. In the few instances 
where the investigators did not agree and were 
unable to concur as a result of a brief discussion, 


basis” category, 
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as intellectualization, rationalization, de- 
nial, etc. Thus the absence of any response 
to the stimulus words was scored as defen- 
sive. Other examples of defensive scoring 
are: 


MY MIND ... “is fairly good, except when I 
don’t want it to be.” 
MY HEAD ... “is on my shoulders,” 


A “no basis” scoring (0) accounted for 
Tesponses that were not classifiable in any 
of the ways indicated above. In other 
words, there was no basis for concluding 
information about the self-concept from the 
material given, since the response was un- 
clear or failed to provide relevant informa- 
tion pertaining to the specific scoring of the 
self-concept. For example: 


WHEN I.. 
Car.” 


« “was four-years-old, I fell off a 


By applying the above Scoring proce- 
dures, we were provided with at least two 
measures of behavior that could be useful 
to us: an indication of the self-concept and 
an indication of defensiveness.8 It was pos- 
sible to apply this procedure with objectiv- 
ity to obtain a high degree of accuracy.? 


SIGNIFICANT FINDINGS IN RESPONSE 
DIFFERENCES 


Since the majority of girls first admitted to 
the Training School were either 15 or 16 
years-of-age, these individuals were easily 
available, and it was decided to base our 
study upon a group including only those 
ages. 

It appeared reasonable not to spread our 
investigation over too wide an age range, 
since the self-concept would seem to be re- 
lated to chronological development and 
thus might be influenced by age factors to 
a considerable extent, 

With this in mind, 50 newly-admitted 
delinquents were evaluated with the sen: 


tence completion method; all responses 


LA 


| 
| 
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were obtained within three weeks after ar- 
rival at the Training School. Fifty “nor- 
mal” (nondelinquent) girls of the same age 
were also evaluated. “Normals” were de- 
fined as those girls available in the Adrian 

Public School System on the particular day 
that the measurement was accomplished. 
We have no knowledge of how “normal” 
were the normals, but it is clear that the 
two groups were distinct in terms of demon- 
strated delinquent acting out, the defining 
institutional criteria. Normals and newly- 
admitted delinquents were of comparable 
intelligence. 

By employing our scoring method, the 
two groups were found to differ in the man- 
ner in which they responded on the self- 
concept items; this was hardly a startling 
discovery, and we would have been some- 
what surprised if our data had not yielded 
such a conclusion. 

: Inspection of the data revealed a highly 
Significant difference?® since the normal 
girls responded with more positive and 
fewer negative statements about the self 
than did the newly-admitted delinquent 
girls. The normals were also less defensive 
than the newly-admitted delinquents. Two 
items of the sentence completion (I AM 
VERY ..., and MY LOOKS.. .) revealed 
striking differences between the two groups 
in favor of the more positive self-concept 
being displayed by the normals. 

In order to study the influence of the 
Training School program, forty-four addi- 
tional delinquents were evaluated with the 
Sentence completion test. All girls in this 
group were 15 or 16 years of age, and had 
been in residence at the Training School 
between 12 and 20 months.1t 

Evaluation pointed to a significant differ- 
Ence in the self-concept between the resi- 
dential delinquent and the newly-admitted 
delinquent. Frankly, in view of the nega- 
tive claims made about the influences of 
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the training schools, we were surprised to 
see our data reach significance. Study of 
the data indicated that residential delin- 
quents were slightly more positive and 
markedly less negative in their self-concept 
than were the newly-admitted delinquents. 
However, it also was observed that the resi- 
dential delinquent was more defensive than 
the newly-admitted delinquent. One item 
in particular distinguished the two groups 
(MY LOOKS . . .), with the residentials re- 
vealing less negative and more positive self- 
concept. 

Since residential delinquents were sig- 
nificantly influenced by the Training School 
experience, it was decided to compare them 
with normals at this point. There was no 


10 The chi square technique was employed in de- 
termining differences among all groups. A copy of 
the data and of the chi square tests (33 tests were 
made) has been deposited with the American Docu- 
mentation Institute, Order Document No. 7394 from 
ADI Auxiliary Publications Project, Photoduplica- 
tion Service, Library of Congress, Washington 25, 
D. C., remitting in advance $1.25 for 35 mm. micro- 
film, or $1.25 for photoprints. Make check payable 
to Chief, Photoduplication Service, Library of 
Congress. 

11 At the time of this study, the median length of 
residence was 17 months. Many girls who would 
have been included in the project thus were re- 
leased prior to the time that the evaluation was 
made. Those remaining represent some of the 
more difficult cases who have not progressed at a 
more optimal rate. These are not the individuals 
who might have shown the most marked progress. 
However, in a service-oriented institution it is 
not possible to control release dates for research 
convenience, and it is necessary to make the best 
of what is available. 

We felt that if were to include in this study girls 
who had been admitted much longer than 20 
months earlier, we would be: using some girls who 
were rather young when first committed to the 
Training School; these girls might introduce un- 
known factors to the research, because their youth- 
ful commitment might have distinguished them in 
some ways. For this reason, the group of residential 
delinquents was smaller than the other two groups. 
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longer a significant difference in the self- 
concept between the residential delinquent 
and the normal girl as measured by this 
scale, and no items were found to distin- 
guish the two groups at any level approach- 
ing significance. However, the residential 
delinquents continued to be strikingly more 
defensive than did the normal girls, 


IMPLICATIONS—OCCURRENCE OF 
FAVORABLE MODIFICATION 
Of what importance are these observations? 
Indeed, they would appear to be of great 
consequence if they point to a means of in- 
tensifying the favorable influences of the 
training school experience upon these girls. 
It is obviously essential to recognize what 
we are doing if we hope to do more of it. 

Briefly stated, we have found that the 
Girls’ Training School has enhanced the 
self-concept of the residential delinquent 
so that she is more inclined to perceive her- 
self in much the same manner as does the 
normal girl of the same age, but at the 
same time the residential experience has 
made her even more defensive than she 
was upon admission. Since we have now 
clarified a little better what we are doing 
—the influence we seem to be producing— 
it is vital to decide about the actual mean- 
ing of this. Is it a good thing? 

There has been some support of the idea 
that “insulation” against delinquency ap- 
Pears to be a function of the acquisition and 


12 Reckless, W, C., et al., “The Self Component in 
Potential Delinquency and Potential Nondelin- 
quency,” American Sociological Review, 22(October, 
1957), 566-70, 

18 Strang, Ruth, The Adolescent Views Himself (New 
York: McGraw-Hill Book Co., 1957), 

14 Taylor, Donald, “Consistency of the Self Con- 
cept,” Dissertation Abstracts, 13(1953), 1,267-68. 


15 Balester, Raymond, “The Self Concept and Juve- 
nile Delinquency,” Dissertation Abstracts, 16 (1956), 
1,169-70, 
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maintenance of a socially acceptable or 
appropriate self-concept.12 Strang con- 
cludes that behavior is greatly influenced 
by a person’s self-concept.18 Thus, the resi- 
dential experience at the Training School 
would appear to serve as a favorable in- 
fluence in this respect. On the other hand, 
Taylor 14 suggests that changes in the ex- 
ternal environment do not usually alter the © 
self-concept significantly. 

Balester 15 has concluded that incarcer- 
ated delinquents do not show a significant 
increase in the positiveness of their self- 
concept over a 60-day period. Again, our 
present investigation is distinguished from 
some of the earlier research on the basis of 
the more subtle measurement of the self- 
concept and by the fact that residential de-| 
linquents were not evaluated until they had 
experienced the Training School environ- 


ment for at least 12 months. Perhaps this > 


Suggests that it is not an easy matter to 
modify the self-concept in a favorable man- 
ner, nor is it a task that may be accom- 
plished in a short period of time. 

In the past, the behavior of the staff of 
the Training School has been based largely 
upon faith—that it is desirable to provide 
as many positivé inducements and rewards 
as possible. It would seem that it is through 
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this means that the favorable results are wae 


brought about. Provisions are made so that 
a girl can succeed in some small way, so that 
she then can be praised for her accomplish- 
ments. 

Throughout the entire experience, resi- 
dents are assisted and encouraged by staff, 
the immediate goal being that of solving 
present problems, and the remote goal be- 
ing that of preparation for a successful com- 
munity adjustment. ; 

The philosophy is that of always accept- 
ing the girl. Her behavior may be by no 
means acceptable, since commitment to the 
Training School, in and of itself, is not 
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likely to suddenly modify the complete set 
of behavior habits that have been built up 
in the past. 

However, attempts are made to see to it 
that more and more of the behavior becomes 
acceptable, so that eventually both the girl 
and her behavior meet with approval. This 
takes place in many subtle and seemingly 
incidental ways as staff freely supplies com- 
pliments in the day to day exchanges with 
the residents. This type of reinforcement 
parallels that provided for by the more 
formal award system, but is perhaps even 
more meaningful to some individuals. 

Also, many residents encounter consider- 
able difficulty in attempting to meet any 
formal standard, no matter how flexible 
that standard may be, so that the ego-build- 
ing process for them necessarily must de- 
pend largely upon receiving the seemingly 
incidental but immediate support from 
staff. It would now be our feeling that we 
should provide even more of this, when 
Possible. 

While a content survey of the measure- 
Mental device would indicate that the resi- 
dents’ self-concept has improved in many 
Ways, the item concerning the physical ap- 
pearance is quite striking. We note that 
the newly-admitted delinquent felt poorly 
about her looks as compared to the normal 
girl. Following a period of residence, the 

delinquent girl seemed to feel that her ap- 

pearance had improved significantly. She 
Was now as accepting and satisfied in this 
Tespect as the normal girl. 

It is obvious that this feature of the self- 
Concept is of particular importance to the 
female. While the male is concerned about 
his ability to do things, to accomplish, to 
be Successful, to have power, etc., it would 
appear that the female still seeks recogni- 
tion in a more indirect manner. Many of 
her energies are designed to attract, so that 
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she is in a position where she is sought — 
after. oer A 
Novick 186 notes that for the female in 
our culture emphasis is placed upon cloth- 
ing, figure, weight control, and use of cos- 
metics. In a very graphic manner he de- — 
velops this notion as he points to some 
obvious implications regarding the kinds 
of experiences girls might be subjected to 
in a training school: $ 
“It is possible to motivate the interest of girls 
in activities such as beauty culture, sewing, home — 
economics, typing, shorthand, nurse’s aide, mil- 
linery and ladies’ handbag manufacturing, etc. 
It is equally possible to have many girls respond 
academically in school subjects. . . . [These ac- 
tivities] should be considered as opportunities 
for the development of skills and interests, and 
thereby, an aid in raising a girl's self-esteem. ~ 
“Activities which cater more directly to the 
narcissistic make-up of the delinquent girl are 
dramatics and interpretive dancing, excellent 
media for self-expression. . . . The dance offers 
the opportunity of demonstrating grace in move- 
ment and focusing public attention on their fig- 
ures and bodily attributes in a socially acceptable 
manner... .” 


As physical attractiveness apparently is 
a value that is of considerable importance 
to the female delinquent, we are certainly 
justified in attempting to promote the fa- 
vorable aspects of this within the self- 
concept. Prior to residence at the Train- 
ing School, many of the girls were unable 
to apply make-up in order to achieve any 
sort of a pleasing result; they were unable 
to fix their hair properly, wear clothing to 
its best advantage, etc. Favorable responses 
were induced by staff who could correct, 
comment, and compliment. i 

Some girls were so lacking in habits of 
Cleanliness that they were refused accept- 


eae 
16 Novick, Abraham G., “The Make-Believe Family 
—Informal Group Structure Among Institution- 
alized Juvenile Delinquency,” in The Proceedings 
of the National Association of Training Schools and 
Juvenile Agencies, 56(June, 1960), 17-30. 
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ance even by their peers. While we are 
eager for our girls to appear attractive and 
desirable in order that they will have 
greater success in securing a mate,7 we have 
not conceived our task as being primarily 
that of promoting beauty queens. Never- 
theless, improved appearance certainly 
could be considered as an important and 
valid goal in the treatment process. 

Perhaps of greater consequence than our 
view of a girl's attractiveness is her own 
idea about this. If, following residence, 
she feels as secure about this as does a 
normal girl, presumably she will have less 
need to employ various delinquent be- 
haviors as a means of compensating for this 
perceived lack. The positive enhancement 
of the self-concept that has occurred during 
the residential treatment seems to have 
served as a normalizing experience. 

The following summary consolidates the 
importance of this subtle technique of treat- 
ment and makes rather obvious inference to 
the importance of staff attitudes in effec- 
tively implementing these forces: 18 

“All children coming to a training school have 
learned to behave in ways that are unacceptable 

to the community. The training school is in a 

position to give these children a new community 

in which they can experience the satisfactions of 
socially acceptable behavior, Such experiences 
can stimulate and strengthen the child’s maturing 

Process and result in a major revision in his 

picture of the world about him and, eventually, 
1? This factor is of great importance in considering 
a treatment or training program for female de- 
linquents, however, Most of these girls will marry 
prior to achieving their maximum. It is important 
that their opportunities in the choice of males 
available to them not be severely restricted, since 

it will be important for them to find secure, re- 
sponsible individuals who will provide them with 
the necessary support in the future, 

18 Institutions Serving Delinquent Children: Guides 
and Goals (Washington, D. C.: U. S. Department 
of Health, Education and Welfare, Social Security 
Administration, Children’s Bureau, 1957). Chil- 
dren’s Bureau Publication No. 360. 
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of his concept of himself, This may occur with- 
out the child’s being aware that anything is 
happening to him. For many children this 
acculturation process, sometimes called ‘milieu 
therapy,’ is the only treatment needed. For all 
children, it is the necessary basis for any type 
of specialized treatment.” 

It might appear that our discussion of the 
self-concept has given little emphasis to the 
importance of the relationship (staff to resi- 
dent) as a tool used to bring about such a 
modification. This point could be labored 
at great length since it is patent that favor- 
able modifications are likely to occur in 
direct proportion to staff skills in promot- 
ing and maintaining constructive relation- 
ships. 

Treatment does not occur in a vacuum 
and, in spite of our intellectual awareness 
of our goals, it is plain that a positive en- 
hancement of the self-concept will result 
only from the proper utilization of the 
relationship by staff. Thus, staff at all 
levels need to be more sensitive and re- 
sourceful in employing relationship skills. 


FURTHER IMPLICATIONS—HOW DESIR- 
ABLE IS THE DEFENSIVENESS? 

When we turned our attention to the 
matter of defensiveness, we were, at first 
a bit dismayed. Defensive actions are used 
to shift attention away from a particular 
behavior, problem, or concern, the scrutiny 
of which would bring about discomfort to 
the individual. Attack—perceived or antici- 
pated—must be fended-off in order that 
the integrity of the self be preserved and 
maintained. Various defensive operations 
are brought to bear as a means of avoiding 
threatening stimuli (whether the threaten- 
ing conditions are of the making of the 
internal or external environment); these 
tactics are designed to camouflage, to make 
obscure, and frequently to suggest super- 
ficially that things are really quite the oppo- 
site from the way they actually are, 
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Defenses serve to curb or to prevent the 
development of anxiety. Surely the delin- 
quent is sufficiently defensive . . . or is he? 
It is the delinquent’s defenses to his felt 
inadequacies that cause him difficulty with 
society, since the community simply will 
not tolerate what he is doing. We definitely 
feel that we have had enough of his defen- 
sive reactions, that we must eradicate them, 
since his defensiveness is nonconformity and 
acting out. 

Is defensive behavior necessary or, rather, 
to what extent is it necessary? In many 
treatment conditions we talk about pene- 
trating the defenses in a manner which sug- 
gests that we almost wish the individual 
would discard all of his defenses in order 
that our work with him might be facili- 
tated. At the same time, fearing a frag- 
mentation of the ego, we are often cautious 
not to tear down all of the defenses and, 
indeed, there are times when we feel that 
we must support some of them. 

Schmideberg’s 19 comments concerning 
this are of considerable importance: 

“In current psychiatric thinking, the impression 
Prevails that defenses are something undesirable 
Or even pathological. On the contrary, they are 
as essential for mental functioning as is any vital 
organ of the body. . . . As the aim in treating 
borderlines is to strengthen the ego and its con- 
trol over the id, we must be careful not to weaken 
the existing defenses by interpretation, by en- 
couraging unconscious material to emerge indis- 
Criminately as in free associations and uncon- 
trolled fantasying, or by being unduly tolerant 
of pathological manifestations and impulsive be- 
havior, Moreover, we should develop the ex- 
isting defenses and build new ones, utilizing our 
understanding of dynamics for this purpose. Any- 


thing that develops the ego also strengthens its 
defenses,” 


Certainly as much attention must be 
given to the kind of defenses that are at 
the individual’s disposal, for it is not simply 
a matter of the extent of their use that 
Makes defenses unacceptable to others, 
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since the issue is complemented by other 
features demanding our concern. It is when 
the delinquent substitutes “thrill-seeking” 
behavior as a defense against anxiety that 
we regard his behavior as maladaptive and 
self-defeating. 

Many of the delinquent’s defenses are 
very primitive ones, since they often feature 
the crudest form of denial. In a child-like 
manner the delinquent is unco-operative 
and negativistic; it is as though he were 
saying, “I don’t need people, I don’t want 
them.” He would have us believe that he 
cannot be hurt, that nothing touches him, 
that he really does not care about anything. 

It is difficult for those of us who have 
seen these defenses in everyday use to con- 
ceive of them as being constructive in any 
way. Again, regarding our findings, de- 
linquents appear to be more defensive than 
do normal girls, and, apparently as a func- 
tion of the institutional experience, the 
degree of defensiveness becomes even more 
marked. What are the implications of this? 

If defenses generally do have survival 

value to the individual, why then do not 
the normal girls evidence more defensive- 
ness than they do, since they have with- 
stood the pressures of the noninstitutional 
environment, whereas the delinquent girls 
have not? The answer to this may be seen 
in the differences in environment itself, be- 
cause the delinquent girl is subjected to a 
great deal more stress, the result of which 
is a greater amount of defensiveness on her 
part. 
When we view the background experi- 
ences of our delinquents, we rarely en- 
counter difficulty understanding why they 
have become so disturbed. Rather, there 
are many occasions when it is hard for us 
to comprehend why they are not even more 
19 Schmideberg, Melitta, in Arieti, Silvano, ed., 
Vol. I. American Handbook of Psychiatry (New 
York: Basic Books, Inc., 1959), 398-416. 
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psychologically disorganized. In order to 
survive the preinstitutional chaotic envi- 
ronment without a complete psychotic 
break, it would seem that the delinquent 
must learn to defend in some drastic way. 
Such severe requirements for survival at 
any cost are not made upon the normal 
individual. 

Delinquents in training schools receive 
a patterning experience designed to make 
their behavior more acceptable and, thus, 
to make their defenses more acceptable. 
Rather than merely altering the defensive- 
ness, however, this institutional treatment 
has been shown to add to the defensiveness. 
We can assume that the residential girl 
learns some new defenses that are more nor- 
mal, more neurotic, or at least more ac- 
ceptable. 

What has happened to the primitive de- 
linquent defenses that these girls had upon 

admission? Probably they have remained 
essentially unchanged in most cases, for it 
may be largely a matter of other defenses 
being used in addition to and, occasionally, 
instead of them. As the acceptable defenses 
become more useful to the girl (in serving 
her needs and preventing her from being 
hurt), they may be practiced almost exclu- 
sively. And, if they are well-practiced, it 
is logical that their survival value would be 
greater in that they provide for the protec- 
tive function without causing the individ- 
ual so much trouble. 

Presumably, the more defensive a girl is 
in this respect, the better equipped she may 
be to cope with the postinstitutional ad- 
justment. Ordinarily she will not be enter- 

ing a normal environment at first, since 
she is usually required to return to much 
the same climate that initially produced her 
disturbance. 


n a S 
20 Jenkins, Richard L., “Problems of Treating De- 
linquents,” Federal Probation, 22 (December, 1958), 
27-32. 
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If the new defenses are strong enough, 
the girl may encounter comparatively little 
difficulty in her future community adjust- 
ment. However, we are aware that there 
is a tendency to regress under conditions 
of stress and, if these new defenses are not 
firmly established, they will quickly be 
abandoned in favor of the more habituated 
delinquent ones. This points to the de- 
sirability of subjecting the resident to occa- 
sions of considerable pressure prior to re- 
lease from the institution; this kind of stress 
would furnish a test of some of these de- 
fenses. 


CONCLUSIONS 


Jenkins, in dealing with descriptions of 
the “adaptive” and “maladaptive” delin- 
quent, emphasizes the differences in self- 
concept of the two groups and the resulting 
differences in their (defensive) behavior. 

Clearly the importance of the self-concept 
as it relates to defensiveness has now been 
established. Further research is indicated 
in order to study the influences of the self- 
concept and of defensiveness. For example, 
are both of these factors modified at the 
same rate, or do changes in one occur prior 
to changes in the other? 


If a girl’s self-concept (which reflects how > 


she sees herself, not necessarily how she 
actually is) is favorably modified, but her 
defenses are not well-practiced, she may be 
Positively motivated but may fail. A greater 
knowledge of these influences would be of 
value in determining the optimal point of 
release from the institution. 

Addressing ourselves, then, to the opening 
allegation—“the training schools only make 
them worse”—we feel that some qualifica- 
tion may be in order on the basis of our 
evidence; training schools can make them 


` different. Now, are these differences lasting 


and desirable? 
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The increasing complexity of conditions 
under which people in our society live and 
work has emphasized the importance of 
effective interpersonal relations. Modern 
life, particularly in our urban centers, places 
a premium on the ability to get along with 
Others. In addition, individuals must be 
Prepared to deal with tensions and conflicts 
—not merely to avoid them but to handle 
them constructively and creatively—if we 
are to solve some of the problems of con- 
temporary society. 
at result of changes in our society dur- 
g the last few years, schools have a heavier 
€sponsibility than ever before to help pu- 
Pils develop behavior patterns which equip 
to fill useful roles in society and con- 
This maximally to group productivity. 
me pHeans that concurrent with the teach- 
g Of subject matter, schools must be con- 
cerned with the development of interper- 


sonal relationship skills and positive mental 
health. asi 
The question has been raised repeatedly, 
“What is optimal mental health?” Many 
definitions have been posed and many sys- 
tematic lists prepared which attempt to de- 
lineate criteria or state the characteristics 
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by which mentally healthy people can be 
identified. One such comprehensive at- 
tempt was made by Jahoda (3), who re- 
viewed selected literature on mental health 
and derived an extensive list of factors 
which are viewed as indicators of mental 
health. These were classified into six gen- 
eral areas: (1) Positive attitudes toward 
the self; (2) Optimal growth, development, 
and self-actualization; (3) Psychic integra- 
tion; (4) Personal autonomy; (5) Realistic 
perceptions of the environment; (6) Ade- 
quate environmental mastery. 

The research being conducted currently 
at the Institute for Social Research is con- 
cerned with several of these mental health 
factors. This paper deals with the follow- 
ing: 

T. The pupil's attitudes toward himself. 
The child who feels he is liked, valued, and 
accepted by his classmates, who describes 
himself in favorable terms, and who feels 
that he is a part of the classroom group, 
may be thought to be in a positive state of 
mental health. 

2. The pupil's perception of reality. The 
pupil whose perceptions of the classroom 
are relatively free from distortion has better 
mental health than the pupil who distorts 
reality frequently. 

8. The pupil's mastery of his environ- 
ment. The child’s adequacy in meeting the 
school’s formal learning requirements rep- 
resents one type of mastery of the environ- 
ment, while his adequacy in establishing 
positive relationships with other pupils is 
another type. Both generally result in a 
satisfying state of affairs for the pupil and 
are considered to be indicators of positive 
mental health. 

4. The pupil’s actualization of his po- 
tential. A child with academic abilities he 
does not use is presumed to have poor men- 
tal health. In many such cases, energy is 
being drained off by excessive anxiety, 
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worry, and hostile feelings, so that the pupil 
is not free to utilize his ability in perform- 
ing classroom tasks. 

These four elements of mental health re- 
fer to the pupil’s relationship to and his 
feelings about people and tasks in the class- 
room environment. Mental health here re- 
fers to the adequacy of the pupil’s relation- 
ship to his learning environment and the 
positiveness of his feelings about himself. 
With this orientation to mental health it 
is evident that the teacher is indeed in a 
position to influence a pupil’s mental 
health, either positively or negatively. If 
the teacher possesses the skills necessary to 
establish a wholesome interpersonal atmos- 
phere and if he can organize learning tasks 
in a manner which will enhance a pupil's 
self-esteem, he is contributing, simultane- 
ously, to the improvement of a pupil's men- 
tal health. 

It seems clear that mental health is in- 
fluenced to a large extent by the way im- 
portant people in an individual’s environ- 
ment respond to him. This appears to be 
true for very young infants, children and 
adolescents, as well as adults of all ages. 
An individual's concept of himself is built 
up through the accumulated reflected ap- 
praisals of those with whom he comes in 
contact. 

Every person, in other words, makes use 
of the reactions of other people in formu- 
lating his opinion of himself, He relies on 
others, to a great degree, for the gratifica- 
tions and rewards which make him feel 
worthwhile and esteemed, or for the punish- 
ments and disapprovals which make him 
feel inadequate and worthless. It is pri- 
marily other people—in person or in the 
images one holds of them—who are able 
to make an individual feel secure and happy 
or lost and unhappy. 

Psychological research indicates that when 
a person feels anxious or fearful in the 


jar 


“presence of another, he has difficulty in 
_ accurately perceiving the world. His per- 
_ ceptions may become so distorted that he 
_ is unable to behave appropriately. Those 
"who have studied these processes have found 
_ that the greater the threat a person feels in 
_ the presence of another, the more pro- 
© nounced the restricting and distorting ef- 
_ fect is on his thoughts and perceptions of 
_ his surroundings. 

_ An experiment performed by Coombs 
and Taylor (1) illustrates this phenomenon. 
| Mild degrees of personal threat were intro- 
C duced to students by belligerent examiners 


p searchers predicted that this personal threat 


would result in an increase of time required 
À to complete the task, as well as an increase 
in cerrors in performance. 

The 50 participants in this experiment 
Were given the task of translating sentences 
into a simple code. With only a single ex- 
ception, the students required longer time 


umber of errors of translation than in a 
Comparable, nonthreatening condition. It 
_ 38 not difficult to predict what might hap- 
Pen to a student who again and again is 
| Presented with situations that are threaten- 
ing to him. The extent to which he ac- 
tualizes his academic potential is likely to 
be considerably reduced. 

Using some of these general notions, so- 
l scientists at the Institute for Social Re- 

Becarch have systematically collected infor- 
_ Mation concerning the social atmospheres 
M É classroom settings and the mental health 
Conditions of individual pupils. 

Van Egmond (6), for instance, in a study 
OË 640 elementary school children, sought 
yy to link ideas concerning a pupil's relation- 
ships with other pupils and the extent to 
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which that pupil actualizes his academic po- 
tential. He constructed an index of the 
level of actualization from the relative per- 
formance on intelligence tests and achieve- 
ment batteries. He found that boys who 
achieve some self-esteem and recognition by 
being able to influence other boys come 
closer to actualizing their potential than 
boys who are not able to gain esteem and 
recognition through influencing other boys. 
For these latter boys, conditions of threat 
undoubtedly prevail when they are in the 
presence of more powerful, influential boys. 
For girls, Van Egmond found that those 
who were liked by their classmates actual- 
ized their potential rather fully, while those 
who were disliked or liked by very few 
tended to actualize their potential less fully. 
For girls, the threatening circumstances of 
being surrounded by other girls who exhibit 
dislike for them appears to be disruptive 
enough to affect their classroom perform- 
ance significantly. \ 
In another study, Lippitt and Gold (4) 
found that pupils who are highly liked by 
others express more liking in their ratings 
of peers than those who are not liked by 
their peers. Interestingly, through the 
course of the school year, this difference in 
the feelings expressed by liked and disliked 
children becomes even greater, and the dis- 
liked children show more negative feelings 
toward their fellow classmates at the end of 
the year than at the beginning, while the 
highly liked show more positive feelings. 
Some systematic observation of pupils’ 
interaction in the classroom also supports 
these findings. The researchers found that 
those behavior patterns which indicate ag- 
gressive-assertive or passive-hostile activity 
are more frequently characteristic of the dis- 
liked children. These children tend to be- 
have in ways that are likely to disrupt class- 
room functioning to an increasing degree as 
they realize how their peers feel toward 


291 


them. Thus, as pupils are placed in threat- 
ening social atmospheres, they tend to react 
in irrational and nonadaptive ways. Often, 
by behaving aggressively or with hostility, 
the disliked pupil creates more dislike for 
himself, and this can go on and on in a 
circular fashion, The very nature of the 
situation must be altered before the indi- 
vidual can hope to regain or build up self- 
esteem. 

In still another study of seven elementary 
classrooms, Echelberger (2) analyzed teacher 
ratings of children. These ratings were 
concerned with conditions of positive and 
negative mental health, as exhibited by the 
individual pupil. She found that the more 
influential and popular children impress 
their teachers with a significantly more fa- 
vorable “mental health” picture. They 
show, for instance, fewer behavior prob- 
lems, greater social adjustment, and more 
stable emotional patterns. 

The purpose of the current research is 
to study various aspects of the social atmos- 
phere of the classroom and to relate these 
group relevant aspects to individual mental 
health. The data presented in this paper 
are from four upper elementary classrooms 
in and around Ann Arbor, Mich. These 
classrooms are part of a broader study of 
classroom atmospheres, covering grades 
four through twelve, in different types of 
communities in southeastern Michigan. 

The particular classrooms used in this 

analysis were selected because they repre- 
sented the highest grade in which the pu- 
pils were working with the same teacher 
and classmates throughout most of the 
school day (sixth grade), and because they 
also represented two contrasting types of 
social atmospheres. The four teachers in- 
volved were all experienced and well-quali- 
fied and were considered to be among the 
better teachers in their particular school 
systems. 
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PROPOSITIONS AND RESULTS 
Classroom Affection 


Classroom groups, like all other groups, 
have both formal and informal aspects. The 
formal aspects have to do with the way the 
various members work toward carrying out 
the official or specified goals of the group. 
In the classroom group, for instance, one 
formal feature is the way in which any child 
performs the role of pupil, as it is defined 
by the teacher and the adult community at 
large. 

The informal aspects of a group, on the 
other hand, have to do with the manner 
in which each member relates to other 
members as persons. In the classroom 
group one informal aspect is the way affec- 
tion, or pupils’ liking for one another, is 
distributed. These informal features of a 
group have an important bearing on the 
formal aspects, or the way the stated ob- 
jectives of the group are carried out. Many 
of them, such as the amount of liking mem- 
bers have for one another or their willing- 
ness to help and support each other, may 
be thought of as conditions for positive or 
negative mental health. 

At least two kinds of informal patterns 
or group structures of classroom affection 
can be described. The first of these is re- 
ferred to as a “centrally structured group,” 
or one with a narrow focus of affection. In 
such a group, a large number of members 
agree in selecting a small group of individu- 
als as the ones whom they “like the most,” 
and they also agree in selecting a few other 
members as the ones whom they dislike. 
As a result of the narrow focus on a very 
few members who are most popular and 
another few members who are most un- 
popular, there are many members who are 
neglected and are mentioned by no one as 
being either liked or disliked, 

A second kind of informal pattern is re- 


ferred to as a “diffusely structured group,” 
or one with a wide focus of popularity. In 
this kind of group there is a fairly equalized 
distribution of positive and negative 
choices. Here almost everyone is most 
liked or least liked by somebody. There 
are no distinct subgroups or cliques whose 
members receive a large proportion of the 
positive or negative preferences, and there 
are few neglected members. 

Consideration of these two types of struc- 
tures provides the basis for our first propo- 
sition, 


GENERAL PROPOSITION 1: Classroom groups 
with a wide focus of affection (diffusely 
structured) lead more often to conditions of 
mental health than groups with a narrow 
focus of affection (centrally structured). 


Hypothesis 1. The fact that a pupil is more 
disliked than liked by his peers is more 
obvious to him when the group is charac- 
terized by a centrally structured liking-dis- 
liking distribution than when it is charac- 
terized by a diffusely structured distribu- 
tion. 

The structure of the group and each 
pupil’s position in it is obtained by using 
a sociometric test. Each pupil is asked to 
designate four classmates whom he likes 
Most and four whom he likes least. A 
Pupil is given one “positive choice” when 
he is designated by another pupil as most 
liked, and one “negative choice” when he 
is designated as least liked. 

A net score is obtained for each pupil 
_ by subtracting the total number of nega- 
tive choices he receives from the total num- 
ber of positive choices. The mean of this 
distribution of net scores is equal to zero 
ìn every classroom. Classroom groups dis- 
tinguished by a net score distribution with 
a “high” variance are designated as cen- 
trally structured, while groups distinguished 
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by a net score distribution with a “low” 
variance are designated as diffusely struc- 
tured. ne 
A pupil's estimated or perceived position — 
in this sociometric structure is measured in 
the following manner: Each pupil is asked, 


“Where would you place yourself in judg- 


ing how much others in the class like you?” 
He answers by checking the quarter of the 
class in which he thinks he belongs, For 
this analysis, a pupil is designated as oc- 
cupying a high position if he checks either — 
the first or second quarter, and a low posi- — 
TABLE 1 
Accuracy in perceiving low liking 
status in two types of 
liking structures 


Type of 
liking structure — 


Accuracy in perceiving 


low liking status Central 
nS 
Accurate 20 ERIS, 
Inaccurate il 22i 


Chi-square=8.80 (p.<.005) df=1. 


tion—that is, considering himself relatively 
unpopular—if he checks the third or fourth 
quarter. Table 1 indicates support for Hy- 
pothesis 1. arna 


scale (5) and combined into a self-esteem 

index. Table 2 indicates support for Hy- 

pothesis 2. i 
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GENERAL PROPOSITION 1: When a pupil 
thinks other pupils do not like him, his 
mental health is likely to be less positive 
than when he feels he is liked. 


Hypothesis 3. Pupils accurate in estimating 
that they are not well-liked are lower act- 
ualizers of academic resources than pupils 
who are accurate and well-liked. 

A pupil's actual liking status in the class- 
room social structure is derived from the 
sociometric test. After a net score is ob- 
tained for each pupil by subtracting the 
total number of negative choices he receives 


TABLE 2 

Two types of liking structures and 
self-esteem 

Type of 
liking structure 
Self-esteem Central Diffuse 
High 18 34 
Low 35 29 


Chi-square—4.66 (p<,05) df=1. 


from the total number of positive choices, 
pupils are rank-ordered according to these 
scores. This distribution is divided at the 
median to separate high or low status pupils. 

Judgment of whether a child is achieving 
as well as might be expected is made by 
the teacher. To obtain this measurement, 
we divide each class at the median into a 
higher intelligence group and a lower in- 
telligence group, based on scores from 
standard intelligence tests. The teacher 
then divides each group into a high achiey- 
ing and a low achieving subgroup. 


1 This ability-achievement measure, as indicated by 
the way each class is divided, is the pupil's rela- 
tive position in his class, and not his ability or 
achievement in relation to all pupils of a particu- 
lar age or grade. 
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TABLE 3 


Actual liking status (accurately per- 
ceived) and actualization of aca- 
demic resources 


Actual liking status 
(Accurately perceived) 


Actualization High Low 
High 30 5 
Low 18 23 


Chi-square=—14.19 (p.<.001) df=1. 


Thus, the class is divided into four ability- 
achievement groups: high ability-high 
achievement, high ability-low achievement, 
low ability-high achievement, and low abil- 
ity-low achievement. The two high achiev- 
ing groups are considered to have a rela- 
tively high level of actualization of their 
academic resources, and the two low achiey- 
ing groups to have a relatively low level of 
actualization.1 Table 3 indicates support 
for Hypothesis 3. 


Hypothesis 4. Pupils who perceive them- 
sselve as not being well-liked are lower ac- 
tualizers than pupils who perceive them- 
selves as being well-liked. Table 4 indi- 
cates support for Hypothesis 4. 


Hypothesis 5. Pupils who perceive them- 
selves as not being well-liked show lower 


TABLE 4 


Perception of liking status and actuali- 
zation of academic resources 
a BAUS MENG ded 
Perception 
of how well-liked 


Actualization 


High Low 
Se a a RT inal 
High 50 12 
Low 31 33 


Chi-square=14.23 (p<.001) df=1. 


self-esteem than pupils who perceive them- 
selves as being well-liked. Table 5 indicates 
support for Hypothesis 5. 


A Pupil’s Conception of Himself in 
Relation to Others 

When a pupil perceives a lack of con- 
gruence between his own attitudes and the 
attitudes of others in the classroom, the 
environment cannot be considered to pro- 
vide many opportunities for social rewards. 
If, for example, a pupil wants to participate 
actively in classroom activities but believes 


TABLE 5 


Perception of liking status and 
self-esteem 


Perception 
of how well-liked 


Self-esteem High Low 
High 50 16 
Low 31 29 


Chi-square—7.94 (p.<,005) df=1. 


others in the class would not like this, he is 
unable to anticipate much need satisfaction. 
Under these conditions he is cut off from 
an important source of gratification. In 
this sense he can be considered isolated, 
unsupported, or alienated from potential 
Teinforcing agents. 

Since a pupil’s conception of himself as 
a classroom member is formulated, at least 
in part, by the manner in which he is re- 
Sponded to by his teacher and his peers, 
one would expect isolation or alienation 
from them to have an impact on his concep- 
tion of himself as a learner and as a person. 

If a pupil does not think others in the 
class value him, his image of himself as a 
Participant in classroom learning situations 
18 likely to be negative. Since individuals 
tend to behave in a manner consistent with 
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their self images, it seems probable that 
those individuals who see themselves as not 
being valued as classroom members would 
be less likely to actualize their potentials 
as learners than those who consider them- 
selves to be valued. 


GENERAL PROPOSITION 11: Pupils whose at- 
titudes are discrepant from those they at- 
tribute to others in the classroom also see 
others as not valuing them. Such pupils 
experience conflict, which results in reduced 
personal effectiveness. 


Hypothesis 6. When a pupil thinks the 
teacher and the other pupils do not value 
him, his school adjustment will be low. 
To determine how he thinks others value 
him, each pupil is asked to rate himself the 
way he thinks his teacher sees him and the 
way he thinks his classmates see him. These 
ratings are on a nine-point scale ranging 
from “many things others like about him” 
to “many things others do not like.” The 
ratings of the teacher and the classmates 
are combined to form a single index. 
The school adjustment items used to test 
this hypothesis consist of five stems from the 
sentence completion test such as “Studying 
ÍS bie ei ” and “This school ....-+ Psy 
Each stem is rated on a 7-point scale (5) anc 
a mean rating computed for each pupil. | 
Table 6 indicates support for Hypothesis 6. 


TABLE 6 


School adjustment and how he thinks 
others in the class value him 


How he thinks 
others value him 
eee 
School adjustment High Low 
Chi-square=7.45 (p.<.01) df=1. 


Hypothesis 7. When a pupil thinks the 
teacher and the others in the class do not 
value him, his actualization of academic 
potential is reduced. Table 7 indicates sup- 
port for Hypothesis 7. 


Hypothesis 8. A lack of congruence be- 
tween how the pupil feels about classroom 
relevant behaviors and how he thinks the 
teacher feels about these same behaviors is 
accompanied by a low level of actualization. 

In order to measure congruence between 
the pupil’s attitudes and those which he at- 
tributes to the teacher, each pupil is given 
a series of statements dealing with classroom 
standards, as for example, “It is good to 
take part as much as possible in classroom 
work,” and “If you work very hard others 
in this class will not like it.” He is asked 
to indicate how he thinks others feel about 
each of these, putting his answer on a 
5-point scale ranging from “almost every- 
one in the class thinks this,” to “only a few 
in the class think this.” 

He is also asked to indicate how he, 
personally, feels, how he thinks the teacher 
feels, and how his best friends feel. Dis- 
crepancy scores are then obtained between 
his own feelings and the feelings he attrib- 
utes to his classmates, best friends, and 
teacher. The discrepancy between his own 
attitudes and those he attributes to the 


TABLE 7 


Actualization and how he thinks others 
in the class value him 


eng ee oy 
How he thinks 
others value him 


Actualization High Low 
RAR SI 
High 32 24 
Low 18 38 


es 
Chi-square—7.08 (p.<.01) df=1. 
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TABLE 8 


Actualization and congruence with 
the teacher 


Congruence 

with teacher 
Actualization High Low 
High 38 28 
Low 25 37 


Chi-square—5.94 (P.<.02) df=1. 


teacher is the measure of congruence used 
to test this hypothesis. Table 8 indicates 
support for Hypothesis 8. 


Hypothesis 9. A lack of congruence between 
how the pupil feels about classroom rele- 
vant behaviors and how he thinks the 
teacher feels is accompanied by a high de- 
sire for change in the teacher. 

Information regarding desire for change 
is obtained from the same instrument used 
to measure classroom standards (described 
under Hypothesis 8). On it, pupils are 
asked to indicate how they would like the 
class and the teacher to change in the opin- 
ions they hold. In another instrument, on 
which they rate the characteristics of their 
teacher, they are also asked how they would 
like their teacher to change. The measure 
used to test this hypothesis was a combina- 
tion of these two indices: desire for change 
on classroom standards, and desire for 
change in teacher characteristics, Table 9 
indicates support for Hypothesis 9. 


Hypothesis 10. A lack of congruence be- 
tween a pupil’s own attitudes and those he 
attributes to the teacher is accompanied by 
a low attraction to the class. 

In order to establish the pupil’s attraction 
to the class, each was first asked how much 
time he would like to spend in class. An- 
Swers were recorded on a scale ranging from 


“a lot more” to “a lot less.” He was then 
asked to rank order the different parts of 
his day, including life in this class, to indi- 
cate their relative importance to him, the 
amount of happiness each brings, and the 
amount of learning derived from each. 
Finally, he was asked to check a 6-point 
scale which ranged from “This class with 
your regular teacher has mostly good 
things,” to “This class with your regular 
teacher has mostly bad things.” These three 
sources of data were combined to form an 


TABLE 9 


Desire for change and congruence 
with the teacher 


Congruence 
with teacher 


Desire for change High Low 


High 24 42 
Low 39 18 


Chi-square=12.58 (p.<.001) df=1. 


index of attraction to the class. Table 10 
Provides support for Hypothesis 10. 
Hypothesis 11. A low attraction to the class 
will be accompanied by a low level of ac- 
tualization. Table 11 indicates support for 
Hypothesis 11. 


IMPLICATIONS FOR TEACHERS 

These findings emphasize the relevance of 
Positive affect or liking among members of 
a classroom group for individual mental 


health and for effective learning. When | 


the pattern of affection is diffuse, so that 
almost every member is “most liked” by 
Some other member, pupils tend to have 
more positive feelings toward themselves, 
Perceive the school situation more favor- 
ably, and actualize their potentials more 
fully. 
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TABLE 10 


Congruence with the teacher and 
attraction to the class 


Attraction to class 


Congruence with teacher High Low 
High 37 2l a 
Low 22 32 


a he a EE eee 
Chi-square=5.96 (p.<.02) df=1. “a, 


If, as these findings indicate, successful 
human relations are important to achieve- 
ment of academic tasks, the teacher should 
do everything possible to enhance a pupil's 
ability to obtain emotional support from 
his peers, not only because good human 
relations is a value in itself, but also be- 
cause it contributes importantly to the 
school’s academic goals. $ 

What do findings of this type suggest for 
teacher behavior? First is the job of ob- 
taining accurate information concerning 
the distribution of liking choices in the 
classroom. One way of accomplishing this 
is through careful and systematic observa- 
tion. M 
The teacher might ask himself: Are there 
some pupils who tend to be left out of most - 
classroom activities? Are there some who y 
are always first chosen, and others who are 
always last chosen? ae 

He should raise questions such as these 


TABLE 11 
Actualization and attraction to class 


Attraction to class 


Actualization High Low 
z 35 21 

H 

rats 24 82 
Chi-square=4.37 (p-<.05) df=1 
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in attempting to view his class as objectively 
as possible, looking at it from time to time 
as if he were an outside observer. He might 
also examine his own behavior and atti- 
tudes: How do I distribute rewards and 
punishments in the classroom? Are there 
certain children to whom I give primarily 
negative criticism and rebuke, and others 
who receive a large portion of the praise? 
In addition to careful observation and self- 
questioning, the teacher might employ such 
sociometric techniques as those used in 
the research reported here in order to find 
out how interpersonal affect is distributed 
in his group. 

Once the classroom distribution of affect 
is clear to the teacher, and if some change 
is desirable, he may use various techniques 
to modify this distribution and develop 
more positive feelings among the pupils. 
A co-operative study group, for instance, in 
which low and high status pupils work to- 
gether for the achievement of some com- 
mon goal, is quite often effective in chang- 
ing inaccurate perceptions and stereotypes 
about low status children. 

Another possibility is to work low status 
children gradually into roles which are 
viewed as having considerable status. Some 
teachers have accomplished this effectively 
by developing a so-called “steering com- 
mittee” in which all pupils serve at some 
time during the school year and through 
which each achieves some status and self- 
esteem by being active contributors to class- 
room decisions.? 

Teachers can enhance the affective tone 

of the classroom by including information 


2A report of the case of a “steering committee” in 
two elementary classrooms, together with other 
classroom innovations, is contained in Inventory 
of Teaching Innovations, Directed toward Improv- 
ing Classroom Learning Atmospheres, Institute for 
Social Research, University of Michigan, December, 
1961. 


298 


and discussion about the nature of indi- 
vidual differences as a part of the subject 
matter. An understanding of differences 
among pupils relative to family background, 
sex, race, abilities, and interests increases 
the opportunity for pupils to be more ac- 
cepting and tolerant of a greater number 
of their peers. In addition to producing 
greater acceptance of individual pupils, a 
classroom standard of acceptance of differ- 
ences may emerge from such exploration. 
Another approach to developing a wider 
focus of acceptance is through school pro- 
grams directed toward a greater understand- 
ing of behavioral causation, or the “whys” 
of human behavior. The assumption be- 
hind this type of curriculum content is that 
greater insight into those factors which con- 
tribute to a pupil’s actions will result in 
a more accepting classroom atmosphere. 
The teacher’s own behavior and feeling 
toward individual pupils can also contrib- 
ute toward the acceptance of a pupil by his 
peers. If the teacher himself accepts each 
pupil as an individual—understanding his 
limitations and giving him the kind of sup- 
port he needs to expand his assets and help 
overcome his shortcomings—members of the 
class will tend to follow a similar pattern, 
As a result, there will be a climate of mu- 
tual support in the classroom. But if the 
teacher supports primarily the high achiey- 
ers and shows rejecting or disapproving be- 
havior to those who are not so successful in 
classroom learning tasks, a competitive, 
nonsupportive climate is likely to emerge. 
The teacher can give classroom relevant 
rewards directly by making positive com- 
ments about the pupil's performance or in- 
directly by organizing learning experiences 
in a manner which will Maximize success 
and reduce failure. In this way, too, he 
creates the anticipation of future rewards. 
With more experiences of success, a pupil’s 
self-esteem is enhanced, and concurrently 


) 
| 


his perception of the school environment 
should tend to become more positive. 

All of these suggestions involve increas- 
ing the social-emotional support for all pu- 
pils in a classroom group. A second kind 
of implication emerging from these research 
findings involves pupil-teacher and pupil- 
pupil communication of standards and at- 
titudes concerning classroom relevant be- 
havior. 

It has been found that when a pupil’s 
attitudes are discrepant from those he at- 
tributes to others, he tends to feel he is 
not valued, his personal effectiveness is re- 
duced, and his school adjustment is low. 
Often this condition arises from poor com- 
munication—that is, when opportunities 
are not available for an active and public 
exploration of the interpersonal expecta- 
tions of both pupils and teacher. 

A pupil’s own attitudes may actually be 
quite similar to those of his classmates, but 
because of inadequate communication he 
believes they are different. The teacher 
might be able to correct these erroneous be- 
liefs, or misconceptions, by improving com- 
munication in the classroom through dis- 
cussions of how pupils and he himself feel 
about learning tasks. By way of such dis- 
cussions, classroom standards can be clari- 
fied and, if necessary, reformulated so that 
they are made clear and are generally ac- 
cepted. 


SUMMARY 


This study attempts to clarify the nature 
Of the relationship between classroom in- 
terpersonal relations on the one hand and 
Mental health and academic learning on 
the other. For the purpose of this explora- 
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tion, classroom mental health refers to the 
adequacy of the pupil’s relationship to his 
learning environment and the positiveness 
of his feelings about himself. Some di- 
mensions of this definition were suggested, 
and some ways of measuring mental health 
were described. 

Three general propositions were put for- 
ward dealing with : (1) The distribution of 
liking and disliking choices in the class- 
room; (2) The pupil’s perception of how 
well he is liked; and (3) The pupil’s con- 
ception of himself in relation to others. 
The findings suggest that there is an in- 
tegral relationship between classroom inter- ‘ 
personal relations and pupil mental health. 
Several implications for improving the class- 
room learning environment were made on 
the basis of these and similar findings. _ 
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Mental disease among Italian-born and 


native whites of Italian parentage in 
New York State, 1949-1951 


PARTI 
Of Italian Birth 


- On January 1, 1920, there were 2,786,112 
_ foreign-born whites in New York State, of 


Dr, Malzberg is principal research scientist for the 
Research Foundation for Mental Hygiene, Inc., Al- 
bany, N. Y. His investigation was supported by a 
research grant from the National Institute of Mental 
Health (Grant M-1140 C4). 

This is the second of a series of eight studies de- 
scribing the frequency of mental disease among 
ethnic and national groups in the United States. 
1United States Census of Population, 1950. Gen- 
eral Characteristics (Washington, D. C.: U. S: 
Government Printing Office, 1952), Report P-B 32, 
p. 64. 

2 Fourteenth Census of United States. Vol. II. Popu- 
lation—1920 (Washington, D. C.: U. S. Government 
Printing Office, 1922), p. 913. 

3 United States Census of Population, 1950. Nativity 
and Parentage (Washington, D. C.: U. S. Govern- 
ment Printing Office, 1954). Special Report P.E. 
No. 3A, p. 77. 
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whom 545,173, or 19.6 per cent, were born 
in Italy.1 On April 1, 1950, the white for- 
eign-born in New York State totaled 
2,500,429, of whom 503,175, or 20.1 per 
cent, were born in Italy.1_ Thus, there was 
a decrease of foreign-born between 1920 
and 1950, due primarily to the restriction 
of immigration since 1920. In both 1920 
and 1950, however, Italian-born constituted 
the largest foreign-born population in New 
York State. 

There has been a significant increase in 
the number of native-born whites of foreign 
or mixed parentage. Thus, in New York 
State in 1920 there were 577,160 native-born 
whites with one or both parents born in 
Italy.2 In 1950, the corresponding total 
was 1,040,850.3 First- and second-generation 
Italians, as defined by the United States 
Bureau of the Census, therefore increased 
in New York State from a combined total 
of 1,122,333 in 1920 to 1,544,025 in 1950. 


Taiha 


Mental disease among Italian-born 


This is the largest aggregate of first- and 
second-generation foreign-stock in New York 
State. 

This population is of importance as 
representative of a definite national origin, 
but it may be equated, for practical pur- 
poses, to a definite ethnic unity. Although 
no modern nation represents a pure an- 
thropological type, the degree of mixture 
varies. In modern times, Italy has been an 
exporter rather than an importer of pop- 
ulation, Hence, matings have been of a 
predominantly endogamous type and have 
tended to create a physical homogeneity in 
Italy, which is also characteristic of foreign- 
born Italians in New York State. For ex- 
ample, 99 per cent of Italian-born first ad- 
missions to hospitals for mental disease in 
New York State in 1949-1951 were classified 
as ethnic Italians,# Native white first ad- 
missions of Italian parentage were simi- 
larly homogeneous. Because of intermar- 
riage among the second generation however, 
we cannot expect a similar degree of homo- 
geneity in the United States in future gen- 
erations. 

The decennial census of population sup- 
plies limited data with respect to the racial 
composition of the general population. 
The great division is between white and 
non-white. The white population is de- 
fined only by nativity. If, for practical 
purposes, however, we single out first- and 
second-generation Italians, as defined by the 
Bureau of the Census, we obtain an ethnic 
population, which may be analyzed in rela- 
tion to the frequency of mental disorders. 
The large Italian population in New York 
State can be submitted to studies which 
should add to the very limited amount of 
information found in the general literature, 
with respect to the racial and ethnic distri- 
bution of mental disease. 

We shall therefore study the statistics of 
first admissions among Italians to all hospi- 
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tals for mental disease in New York State 
from October 1, 1948, to September 30, 
1951. This period was selected because the 
midpoint—April 1, 1950—coincided with 
the date of the census of population, and 
thus made it possible to compute average 
annual rates of first admissions. 

The vast majority of Italians in New 
York State are from the south of Italy; for 
example, south of Rome. Therefore, our 
data do not represent a true cross-section 
of all Italy. It is also possible that emigra- 
tion introduced selective factors with re- 
spect to health. For this reason, we shall 
refrain from extending generalizations to 
Italians as a whole, but emphasize that we 
are describing an immigrant population 
with respect to the frequency of mental dis- 
ease in New York State. 

Early census reports indicate that foreign 
whites born in Italy had a low rate of 
mental disease. In 1900, Italians repre- 
sented 9.6 per cent of the foreign-born pop- 
ulation in New York State, but only 3.6 
per cent of the foreign white population 
of the mental hospitals on December 1, 
1903.5 In 1910, there were 112.6 foreign- 
born admissions to mental hospitals in the 
Middle Atlantic Division (New York, New 
Jersey and Pennsylvania) per 100,000 for- 
eign-born white population. Those born 
in Italy had a rate of only 65.3.° A measure 
of frequency based upon first admissions 
was introduced in 1922. In that year, there 
were 113.2 white foreign-born first admis- 
sions to mental hospitals in the United 
States per 100,000 corresponding popula- 


ooon ae 
4 Based upon criteria of Dictionary of Races or Peo- 
ples. Report of Immigration Commission. 61st Con- 
gress, 3rd session, U, S. Senate. Document No, 662. 
s Insane and Feebleminded in Hospitals and Insti- 
tutions (Washington, D. C.: Bureau of the Census, 
1906), 26. 

6 Insane and Feebleminded in Institutions (Wash- 
ington, D. C.: Bureau of the Census, 1914), 32. 


301 


TABLE 3 


Average annual rates of first admissions to all hospitals for mental 
disease in New York State, 1949-1951, per 100,000 
population, among native whites and Italian- 
born, classified according to age 


r: Native white 


Age 

(years) Males Females Total 
Under 15 7.3 3.4 5.4 
15-19 81.1 71.1 76.0 
20-24 141.6 94.7 117.0 
25-29 128.3 111.5 119.6 
30-34 105.8 114.9 110.6 
35-39 107.4 121.1 114.4 
40-44 114.2 122.2 118.3 
45-49 123.7 125.2 124.4 
50-54 135.2 124.8 129.8 
55-59 159.3 132.7 145.2 
60-64 186.7 151.2 167.7 
65-69 236.3 180.9 206.1 
10-74 368.8 313.4 336.9 
75 and over 740.1 683.4 705.7 


All ages 104.8 103.1 103.9 


ratio of 1.66 to 1. But rates of first admis- 
sions should be compared at corresponding 
ages. 

However, the age and sex distributions of 
the Italian-born residing in New York State 
in 1950 are not available. It is possible to 
obtain such a distribution on the basis of a 
reasonable hypothesis. The ages of the 
Italian-born are given for the Middle At- 
latic division of the United States—New 
York, New Jersey, Pennsylvania. This 
division included 814,070 Italian-born. 
There was 503,175 Italian-born in New 
York State, or 62 per cent of the total for 
the Middle Atlantic states. There is no 
reason to believe that the remaining 38 
per cent had a significantly different age 
distribution. Therefore, we assumed that 


10 See footnote 2, p. 96. 
304 


Born in Italy © Ratio of to ™ 


Males Females Total Males Females Total 


22.3 toes 11.1 0.33 e... 0.49 
173.0 49.3 109.5 0.47 1.44 0.69 
217.7 113.9 163.8 0.65 0.83 0.71 
100.0 98.7 99.5 1.28 1.18 1.20 

69.3 144.9 105.4 1.58 0.79 1.04 

73.1 68.4 70.8 1.47 1.77 1.62 

59.0 73.4 66.4 1.94 1.66 1.78 

71.4 107.0 89.0 1.78 1.17 1.40 
104.4 118.7 110.8 1.30 1.05 1.17 
116.9 111.2 114.8 1.37 1.19 1.26 
161.4 126.7 147.38 1.16 1.19 1.14 
188.4 180.38 185.0 1.25 1.00 1.11 
389.9 246.2 329.3 0.94 1.27 1.02 
882.2 818.0 853.6 0.84 0,84 0.83 
181.2 162.4 172.8 0.58 0.63 0.60 


the Italian-born population of New York 
State had age and sex proportions similar 
to those for the Italian-born of the Middle 
Atlantic division. On this basis, we obtained 
the rates shown in Table 2. 

The rates fluctuated irregularly below 
age 45. At subsequent ages, they increased 
steadily to a maximum of 853.6. Between 
ages 30 and 54, females had higher rates 
than males. This was reversed at all ages 
over 55 years. Similarly, among native 
whites, rates were higher for females at 
earlier ages, but higher for males beyond 
age 50. 

Table 3 shows average annual rates for 
native whites and Italian-born. Total crude 
rates indicated an excess by the latter. Age- 
specific rates show, however, that with only 
a few minor exceptions, Italian-born had 
lower rates than native whites at cor- 
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TABLE 4 


Average annual standardized * rates of first admissions to all hospitals 
for mental disease in New York State, per 100,000 population, 
1949-1951, among Italian-born, and selected nativity groups 


Males 
Ratio to 
~ Nativity Rate native 
Italy 146.2+4.90 0.93 
All foreign-born 168.2+2.50 1.07 
Native 157.141.35 1.00 


Females Total 
Ratio to Ratio to 
Rate native Rate native 
130.4+5.14 0.92 141.3+3.58 0.93 
180.54+2.57 1.27 178.74+1.82 1.18 
141.8+1.22 1.00 152.0+0.91 1.00 


* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 


years) taken as standard. 


responding ages. This was true generally 
in comparisons by sex, but the relative ex- 
cess was greater for males. Hence, it is 
obvious that the larger crude rate by Ital- 
ians was due to unequal weighting of the 
specific rates at the younger ages. 

Adjustment of the rates was therefore 
made by standardizing, using as standard 
the white population of New York State in 
the age and sex proportions shown by the 
census on April 1, 1950. 

We now find that those born in Italy had 
an adjusted rate of 141.8 per 100,000 popu- 
lation, significantly less than that for all 
white foreign-born. But Italian-born also 
had a significantly lower rate than native 
whites, the latter being in excess by 8 per 
cent. The same relative order occurred in 
comparisons by sex. 

Populations differ in other important 
respects, in addition to age and sex differ- 
entials. Among the more important is the 
relative differentiation with respect to ur- 
ban-rural composition. It is known that 
urban populations have higher rates of 
mental disease than rural populations. 
Furthermore, populations living in larger 
cities have higher rates than those in smaller 


cities.1 Because of changes introduced by 
the Bureau of the Census in 1950, in the 
definition of urban and rural, and the in- 
ability to classify first admissions to mental 
hospitals in New York State in a similar 
manner in that year, it is not possible to 
standardize further the rates according to 
nativity, by reference to environment. An 
approximation may be made, however, by 
limiting the comparison to New York City. 
The importance of such limitation is seen 
from the fact that whereas 47.0 per cent 
of the total native white population of 
New York State was living in New York 
City on April 1, 1950, the corresponding 
percentage for Italian-born was 68.4. 

As for the state as a whole, it was neces- 
sary to provide a distribution of the Italian- 
born population of New York City with 
respect to age and sex. Such detail is not 
available in census publications for 1950, 
but an approximation was made on the 
assumption that the distributions were sim- 
ilar to those for Italian-born in the urban 
area of the Middle Atlantic division. There 
area Osme ete a a 
11 Malzberg, Benjamin, “The Distribution of Mental 
Disease in New York State, 1949-1951,” Psychiatric 
Quarterly Supplement, 29(Part 2, 1955), 216. 
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TABLE 5 


First admissions with general paresis, born in Italy, to all hospitals 
for mental disease in New York State, 1949-1951, 
classified according to age 


Number 

Age 
(years) Males Females Total 
Under 40 “Sf oe a 
40-44 1 vs 1 
45-49 6 = 6 
50-54 15 2 17 
55-59 25 me 25 
60-64 14 ae 14 
65-69 11 2 13 
70-74 7 1 8 
75 and over 6 2 8 


Total 85 7 92 100.0 100.0 100.0 10.2 1.0 6.1 


were 763,085 Italian-born in this area. New 
York City included 344,115, or 45 per cent. 

Standardization for New York City re- 
sulted in a further reduction in the rate for 
Italian-born, but in an increase for native 
whites, the rates being 138.3 and 168.8, 
respectively. The latter was in significant 
excess by 22 per cent. 

Thus, beginning with an excess of 66 
per cent by Italian-born over the rate for 
native whites, we found a reversal when 
rates were adjusted for age and sex differ- 
entials. The excess by native whites was 
increased still further when consideration 
was given to environment. Thus, we find 
confirmation of the less definitive evidence 
from early federal censuses, showing a low 
rate of admissions by Italian-born to hospi- 
tals for mental disease. We may also note 
a relative decline among the total white 
foreign-born to an excess of only 9 per 
cent over the rate for native whites, when 
corrections were made for variations in age, 
sex and environmental proportions. Ital- 
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Average annual rate 7, 
Per cent per 100,000 population’ 
PA A EATE ASN ‘ 


Males Females Total 


Males Females Total 


1.2 1.1 2.0 1.0 
7.6 sees 6.5 7.3 e... 3.72 
17.6 28.6 18.4 11.3 1.9 7T 
29.4 t.s. 27.2 17.8 vee 10.3 
16.4 e.. 15.2 10.4 ese 6.2 
12.9 28.6 14.1 11.3 2.8 vey) 
8.2 14.3 8.7 12.2 2.4 8.1 
7.1 28.6 8.7 13.1 5.4 9.7 


ian-born had a significantly lower rate than 
all foreign-born. 


General Paresis 


There were 92 Italian-born first admis- _ 
sions with general paresis to all hospitals 
for mental disease in New York State during 
1949-1951 inclusive, or an average annual 
rate of 6.1 per 100,000 corresponding pop- 
ulation. This was greatly in excess of the 
corresponding rate for the native white 
population, 1.1. 

The excess was due in part to the greater 
proportion of the Italian-born population 
between ages 35 to 64, which is the primary 
age range for this disorder. Sixty-nine per 
cent of the Italian-born were within this 
age range, compared with 33 per cent of 
the native white population, ; 

Table 6, therefore, shows Standardized 
rates of general paresis, adjustments being | 
made with respect to age and sex propor- 
tions of the respective populations. a 


Italian-born had a standardized rate of <f 


Mental disease among Italian-born 


2.8 per 100,000 population, which exceeded 
the corresponding rate for native whites by 
47 per cent. Italian-born had a higher rate 
than all white foreign-born by 40 per cent. 

There were important sex differences, 
however. Thus, Italian-born males had a 
standardized rate of 5.2, compared with 0.5 
for Italian-born females—a ratio of 10.4 
to 1. Among all foreign-born whites, the 
ratio was only 3.1 to 1. Among native 
whites the male rate was in excess in the 
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On the basis of standardized rates for 
New York State, the rate for Italian-born 
was in excess of those for all foreign-born 
whites and native whites. Limiting the 
comparison to New York City reduced 
slightly the rate for Italian-born and in- 
creased slightly the rate for native whites. 
The excess of the rate for Italian-born was 
therefore reduced from 47 to 35 per cent. 
The excess rate for the foreign-born Ital- 
ians resulted entirely from the higher rate 


ratio of 2.2 to 1. These differences are all for Italian males. They had a rate of 5.1, 


TABLE 6 


Average annual standardized * rates of first admissions with general 
paresis to all hospitals for mental disease in New York State, 
per 100,000 population, 1949-1951, among Italian- 
born, and selected nativity groups 


Males Females Total 
Ratio to Ratio to Ratio to 
Nativity Rate native Rate native Rate native 
Italy 5.2+0.92 2.00 0.5+0.33 0.42 2.8+0.57 1.47 
All foreign born 3.10.34 1.19 1.0+0.19 0.83 2.0+0.19 1.05 
Native 2.6+0.17 1.00 1,240.11 1.00 1,940.10 1.00 


* White population of New York State aged 15 years and 


years) taken as standard. 


significant. The rate for Italian males 
was twice that for all native white males, 
and was also in excess of that for all foreign 
white males, The rate for Italian-born fe- 
males, on the contrary, was only half that 
for all foreign white females, and 42 per 
cent of that for all native white females. 
We may proceed next to an evaluation 
of the environmental factor. Syphilis has 
a greater incidence in urban areas; its in- 
cidence in New York City is well above the 
average. We have shown that the Italian- 
born are more heavily concentrated in New 
York City than the native white population. 
Therefore, we should compare standardized 
rates of general paresis in New York City. 


over on April 1, 1950 (in intervals of 5 


compared with 2.8 for native white males, 
an excess of 82 per cent. The rate for all 
foreign-born males was in excess of that for 
native males by only 4 per cent. Among 
females, on the contrary, the rate for for- 
eign-born was less than that for native 
white females. The rate was especially low 
for Italian-born females. 

We must conclude, therefore, that the 
rate of first admissions with general paresis 
is higher for Italian-born males than for all 
foreign white males, and is higher than 
that for native white males. Italian-born 
females, on the contrary, have lower rates 
than either native white females or total 
foreign-born females. 
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TABLE 7 


First admissions with alcoholic psychoses, born in Italy, to all hospitals 
for mental disease in New York State, 1949-1951, classified 
$ according to age 


Average annual rate 


Number Per cent per 100,000 population 

Age — —— A 
(years) Males Females Total Males Females Total Males Females Total 
40-44 1 1 1.6 1.6 2.0 . 1.0 
45-59 5 5 8.1 ones 7.8 6.1 e... 8.1 
50-54 14 1 15 22.6 50.0 23.4 10.6 0.4 6.3 
55-59 il 11 17.7 eee 17.2 8.8 eee 4.5 
60-64 20 1 21 32.3 50.0 32.8 15.0 1.1 9.3 
65-69 7 7 11.3 tae 10.9 7.2 4.2 
70-74 2 2 3.2 3.1 8.4 2.0 
75 and over 2 2 3.2 3.1 4.4 2.4 
Total 62 2 64 100.0 100.0 100.0 7.4 0.3 4.2 


Alcoholic Psychoses 


There were 64 Italian-born first admis- 
sions with alcoholic psychoses, or an average 
annual rate of 4.2 per 100,000 correspond- 
ing population. 

The native white population had a rate 
of 5.8. These rates were influenced by 
the varying distributions with respect to 
age and sex. Therefore, further compari- 
sons are shown in Table 8, where the rates 
were adjusted for age and sex. 

The standardized rate for Italian-born 
was 2.4, compared with 9.9 for native 
whites. The rate was also significantly less 
than that for all foreign-born whites, and 
the latter, in turn, was less than that for 
native whites. 

There were only 2 Italian-born female 
first admissions with alcoholic psychoses, 
and it is therefore desirable to restandard- 

ize the rates, but on an indirect basis. The 
standard consisted of average annual age- 
specific rates of first admissions with al- 
coholic psychoses among native whites in 
New York State during 1949-1951, begin- 
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ning at age 20. The rates then became 2.7 
for Italian-born, 8.9 for native whites, and 
7.0 for all foreign-born. 

Let us limit the comparisons still further 
to New York City. There was only 1 
Italian-born female first admission with an 
alcoholic psychosis. The rates were there- 
fore standardized indirectly, using the same 
standard as for the state. The rates were 
2.4 for Italian-born, 10.3 for native whites, 
and 7.1 for all foreign-born whites. ; 

Thus, after considering the influence of — 
age, sex, and urban concentration, we must — 
conclude that Italians had a significantly — 


lower rate of first admissions with alcoholic — 


psychoses than either total foreign-born or 
native-born. 


Psychoses with Cerebral Arteriosclerosis 


There were 898 Italian-born first admis- 
sions with psychoses with cerebral arterio- 
sclerosis during 1949-1951, with an average 
annual rate of 59.4 per 100,000 population. — 
The native white population had a cor- | 
responding rate of only 15.4. The great 
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TABLE 8 


Average annual standardized * rates of first admissions with alcoholic 
psychoses, to all hospitals for mental disease in New York State, 
per 100,000 population, 1949-1951, among Italian-born 


and selected nativity groups 
ne SO 


Males Females Total 
Ratio to Ratio to Ratio to 
Nativity Rate native Rate native Rate native 
ee ee ee 
Italy 4.2+0.84 0.26 hdd ne 2.4+0.44 0.21 


7.4+0.37 0.74 
9.90.24 1.00 


3.4+0.35 0.85 
4.0+0.22 1.00 


11.7+0.66 0.71 
16.4+0.46 1.00 


All foreign-born 
Native 


* White population of New York State aged 20 years and over on April 1, 1950 (in intervals of 5 
years) taken as standard. 
** Data too limited for standardization. 


All foreign-born whites had a standard- 


difference was obviously due to the fact that 
ized rate of 76.3 per 100,000 population, 


the native population included a high pro- 


portion below the lower age limit of inci- 
dence for arteriosclerotic disorders. 
Therefore, further comparisons must be 
limited to populations of comparable age 
and sex proportions. The resulting com- 
parisons are summarized in Table 10. 


which exceeded the rate for native whites 
by 11 per cent. Italian-born had a lower 
rate than all foreign-born whites, and their 
rate was on a par with that for native 
whites. Males had higher rates than fe- 
males in all three nativity groups. The 


TABLE 9 


First admissions with psychoses with cerebral arteriosclerosis, born in 
Italy, to all hospitals for mental disease in New York State, 
1949-1951, classified according to age 


Average annual rate 

Number Per cent per 100,000 population 
Age SU Rare Re ene RATES EESTI A Roos i 

(years) Males Females Total Males Females Total Males Females Total 
Under 45 afer ee at oes A Sanne Mig hy sin hw 
45-49 Sat 2 OS Oe 2.4. Ue ede 
50-54 9 6 5 1.6 He Ah SE 68 5.6 63 
55-59 330 an ā 5.6 6.8 6.0 93.5 20.3 22.2 
80-64 99 43 12 16.9 13.8 15.8 73.3 47.0 68.0 
65-69 104 74 178 17.7 23.8 19.8 106.4 105.1 105,9 
10-74 149 52 è 201 25.4 16.7 22.4 259.4 124.3 202.4 
75 and over 191 118 301 32.5 36.3 33.9 417.0 307.1 368.1 
Unascertained M 2 2 Hi, RANEES sy P ERA GORI 
Er E E A EE E e E 
Total 587 3I 898 100.0 100.0 100.0 70.4 46.1 59.4 
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TABLE 10 


Average annual standardized * rates of first admissions with psychoses 
with cerebral arteriosclerosis to all hospitals for mental disease in 
New York State, per 100,000 population, 1949-1951, among 
Ttalian-born, and selected nativity groups 


Males Females Total 
Ratio to Ratio to Ratio to 
Nativity Rate native Rate native Rate native 
Italy 76.2+3.54 1.01 53.643.71 0.96 68.2+2.49 0.99 
All foreign-born 78.741.95 1.04 66.31.82 1.18 76.31.37 1.11 
Native 75.40.74 1.00 56.0+1.33 1.00 68.8+1.08 1.00 


* White population of New York State aged 45 years and over on April 1, 1950 (in intervals of 5 


years) taken as standard. 


standardized rate for foreign males did not 
differ significantly from that for native 
white males. Among females, the rate for 
Italian-born was less than that for all white 
foreign-born, and also less, although not 
significantly, than the rate for native white 
females. 

It was shown previously that a larger 
percentage of Italian-born than of native 
whites were living in New York City. This 
concentration in an urban environment in- 


fluences the relative incidence of psychoses 
associated with advanced age. Standardized 
rates were therefore computed for New 
York City. 

We now find that the standardized rate 
for Italian-born decreased slightly to 66.4 
but that for native whites increased to 83.2. 
The rates were on a par for New York State 
as a whole, but adjustment for a gross en- 
vironmental difference brought about a 
significant difference. The rate for Italian- 


TABLE 11 


First admissions with senile psychoses, born in Italy, to all hospitals for 
mental disease in New York State, 1949-1951, 
classified according to age 
LE EN We SA E 


Average annual rate 
Number Percent per 100,000 population 
Age Se eer es pe ee SS a; 
(years) Males Females Total Males Females Total Males Females Total 
Under 55 . as 
55-59 1 oe 1 0.3 ; 0.2 0.7 ay 0.4 
60-64 9 9 18 3.1 3.4 3.2 6.7 9.8 8.0 
65-69 24 24 48 8.3 9.0 8.6 24.6 $4.1 28.6 
70-74 55 48 103 18.9 18.0 18.5 95.7 114.7 103.7 
75 and over 202 185 387 69.4 69.5 69.4 441.1 502.7 468.6 
Total 291 266 557 100.0 100.0 100.0 34.9 39.4 36.9 
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born was only 80 per cent of that for native 
whites. The rate for Italian-born was less 
than that for all foreign-born whites. The 
rate for the latter was also less than that for 
native whites, although not significantly. 
Italian-born males had a higher rate than 
Italian-born females in New York City, and 
both were less than the corresponding rates 
for native whites, The difference was more 
marked for males. All foreign white males 
also had a lower rate than native white 
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sex and age proportions of the general pop- 
ulations, 

Foreign-born Italians had a standardized 
rate of 50.7. This was less than the rate for 
all foreign-born whites. But it exceeded 
the rate for native whites—46.0—by only 
10 per cent, compared with an excess of 242 
per cent, on the basis of crude rates. 

Females had higher standardized rates 
than males. Italian-born males and females 
each had a higher rate than corresponding 


TABLE 12 


Average annual standardized * rates of first admissions with senile 
psychoses to all hospitals for mental disease in New York 
State, per 100,000 population, 1949-1951, among 
Italian-born, and selected nativity groups 


Males 
Ratio to 
Nativity Rate native 
Italy 41,542.87 1.14 
All foreign-born 44.84+1.48 1.23 
Native 36.4+1.14 1.00 


Females Total 
Ratio to Ratio to 
Rate native Rate native 
48.643.53 1.10 50.7+2.38 1.10 
59.4+1.72 1.34 59.9+1.28 1.30 
44.2+1.18 1.00 46.0+0.88 1.00 


* White population of New York State aged 45 


years) taken as standard. 


males, but the corresponding rates for fe- 
males were equivalent. 


Senile Psychoses 


There were 557 Italian-born first admis- 
sions with senile psychoses during 1949- 
1951. 'The average annual rate was 36.9 per 
100,000 population. The corresponding 
Tate for the native white population was 
10.8. 

As with psychoses with cerebral arterio- 
Sclerosis, the difference was due to the fact 
that the foreign-born population included 
a much higher proportion at advanced ages. 
Therefore, further comparisons will be 
made after adjustments for differences in 


years and over on April 1, 1950 (in intervals of 5 


native whites; the relative differences are 
not statistically significant, however. 

Rates of first admissions with senile PSY- 
choses are high in urban areas, especially in 
New York City.12 Since Italians are highly 
urbanized, with a large proportion in New 
York City, it is necessary to adjust the rates 
still further, with respect to environmental 
differences, 

We found that the unadjusted rate for 
Italian-born exceeded that for native whites 
by 242 per cent. When corrected for age 
and sex differentials, this was reduced to an 
excess of 10 per cent. In New York City, 
however, Italian-born had a standardized 
D bet Capri ees A Ee a 


12 Ibid., 226. 
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TABLE 13 


First admissions with involutional psychoses, born in Italy, to all 
hospitals for mental disease in New York State, 1949-1951, 
classified according to age 


Average annual rate 


Number Per cent per 100,000 population 
Age —_—_—_ —_—_—__ 

Geers Males Females Total Males Females Total Males Females Total 
Under 80 + . .. sees sees ease sees sees tees 
80-34 . 1 1 wees 0.4 0.2 6.3 3.0 
35-89 .. 1 1 eres 0.4 0.2 oes 8.0 1.4 
40-44 1 10 11 0.7 4.0 2.7 2.0 18.8 10.6 
45-49 14 50 64 9.2 19.8 15.8 16.9 62.2 389.8 
50-54 89 79 118 25.7 31.2 29.1 29.5 73.9 49.8 
55-59 47 57 104 30.9 22.5 25.7 83.5 55.1 © 42:7 
60-64 34 42 76 22.4 16.6 18.8 25.4 45.9 83.7 
65-69 15 12 27 9.9 4.7 6.7 15.4 17.0 16.1 
10-74 2 1 8 1.3 0.4 0.7 3.4 2.4 3.0 
75 and over . . to: e... . e.. 
Total 152 253 405 100.0 100.0 100.0 18.2 37.4 26.8 


rate of only 56.4, compared with 64.9 for whites, although the differences were not 

native whites. Thus, with an adjustment for statistically significant. 

gross environmental differences, the rate for F 

Italian-born was only 87 per cent of that for Involutional Psychoses 

native whites. There were 405 Italian-born first admis- 
Italian-born males and females each had sions with involutional psychoses, corre- 

a lower standardized rate than native sponding to an average annual rate of 26.8 


TABLE 14 


Average annual standardized * rates of first admissions with involu- 
tional psychoses to all hospitals for mental disease in New York 
State, per 100,000 population, 1949-1951, among Italian- 
born, and selected nativity groups 


Males Females Total 
Ratio to Ratio to Ratio to 
Nativity Rate native Rate native Rate native 
2 i eS AE a aR PS Ue ee 
Italy 15.0+5.13 1.04 35.8+2.81 1.23 24.9+-4.94 1.16 
_ All foreign-born 17.940.86 1.24 42,041.81 1.44 29.540.78 1.38 
Native 14.4+0.56 1.00 29.0+0.74 1.00 21.440.47 1.00 


* White population of New York State aged 35 years and over on April 1, 1950 (in intervals of 5 
years) taken as standard. 
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per 100,000 population. The corresponding 
rate for native whites was 7.9; the former 
was in excess in the ratio of 3.39 to 1. 

We must consider next the effect of the 
different sex and age proportions of Italian- 
born and native whites in New York State. 
Adjustment for these factors results in the 
A ratios shown in Table 14, 
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females was in excess of that for native fe- 
males by 23 per cent. 

There is a marked difference in rates of 
first admissions with involutional psychoses 
in relation to environment—urban ys. 
rural.18 The rates are higher among urban 
populations, and the rate is especially high 
in New York City. Because of the urban 


TABLE 15 


First admissions with manic-depressive psychoses, born in Italy, to all 
hospitals for mental disease in New York State, 1949-1951, 
classified according to age 


Average annual rate 
Number Per cent per 100,000 population 
Age 

(years) Males Females Total Males Females Total Males Females Total 
Under 20 Ss Pe Y Dag ee MEA y 
20-24 w 2 2 6.9 3.8 vce) Loew 
25-29 Fh 2 2 6.9 3.8 coven) LO Apr Ban 
30-34 1 2 3 42 69 5.7 5.8 12.6 9.0 
35-39 1 8 4 4.2 10.3 9 7.5 28 8.9 5.8 
40-44 2 3 5 8.3 10.3 9.4 3.9 5.6 4.8 
45-49 3 2 5 12.5. 6.9 9.4 8.6. 2 ARSA 
50-54 7 6 13 29.2 20.7 24.5 5.3 5.6 5.4 
55-59 4 2 6 16.7, 6.9 11.3 29 19 24 
60-64 2 3 5 8.3 10.8 9.4 o Ra H VENS 
65-69 2 4 6 8.3 13.8 11.8 2.0 5.7 8.6 
70-74 2 a 2 AEREN 3.4 o EN 
75 and over He Ki ay s.. eae Ay) spei are ue 
Erea ct nls Si i SS 

Total 24 29 53 100.0 100.0 100.0 2. 4.3 3.5 


Italian-born had a standardized rate of 
24.9 per 100,000, which was less than the 
Tate for all foreign-born whites in New York 
State. However, it exceeded the rate for 
native whites by 16 per cent, although the 
difference is not statistically significant. 

The sex difference was marked in all 
three nativity groups. The rate for females 
was highest among total white foreign-born. 
There was no significant difference in rates 
between Italian-born males and native 
white males, but the rate for Italian-born 


concentration of Italians, this must be taken 
into consideration. : 

Italian-born, living in New York City, 
had a standardized rate of 19.1. This is 78 
per cent of the corresponding rate for na- 
tive whites, in contrast to an excess, when 
the effect of urbanization is disregarded. 
The rate for all foreign-born whites re- 
mained high, however, and exceeded that 
for native whites by 26 per cent. 
feng i y S, 
18 Ibid., 229. 
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TABLE 16 


Average annual standardized * rates of first admissions with manic-de- 
pressive psychoses to all hospitals for mental disease in New York 
State, per 100,000 population, 1949-1951, among Italian-born, 
and selected nativity groups 


Males 


Ratio to 


Nativity native 


Italy 2.640. 0.5 
All foreign-born 4.8+0.42 0.94 
Native 5.140.24 1.00 


years) taken as standard. 


The rate for Italian-born males was only 
4.4, which may be spuriously low. There 
was no significant difference in rates be- 
tween Italian-born and native white fe- 
males. 

Allowing for the possible underestima- 
tion in the case of Italian-born males, we 
must nevertheless conclude that, for com- 
parable proportions with respect to sex, 
age and environment, the rate for Italian- 
born was lower than that for native whites. 


Manic-depressive Psychoses 


There were 53 Italian-born first admis- 
sions with manic-depressive psychoses. The 
average annual rate was 3.5 per 100,000 
population. Native whites had a corre- 
sponding rate of 5.2. 

The higher rate for native whites was in- 
fluenced in part by the age distribution of 
the native white population. Table 16, 
therefore, gives rates of first admissions with 
manic-depressive psychoses, standardized for 
variations with respect to age and sex. 

Italian-born had a standardized rate of 
4.7, compared with 7.7 for all foreign-born 


14 Ibid., 231. 
314 


10.6+0.62 1.18 


* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 


Females 


Ratio to 


Rate native 


6.741.17 


9.0+0.31 1,00 


whites. Native whites had a rate of 7.1. 
Thus, all foreign-born whites had a higher 
rate than native whites, although not sig- 
nificantly, but the rate for Italian-born was » 
significantly less, and only 66 per cent of - 
that for natives. As usual in this group of 
disorders, females had higher rates than 
males. Italian-born males and females each 
had a lower rate than corresponding native — 
whites, significantly so in the case of the d 
males. 

Urban rates of first admissions with 
manic-depressive psychoses exceed those for — 
rural populations.14 To adjust for this dif- | 
ference, we shall limit the comparisons to” 
New York City. $ 

Adjusting the data with respect to sex, 
age and environment made little difference, 
compared with the state as a whole. Ital 
ians had a standardized rate of 4.8 per 
100,000 in New York City, compared with 
7.3 for native whites, the latter being in ex- 
cess by 52 per cent. The rate for total for- 
eign whites exceeded that for native whites 
by only 4 per cent. Foreign-born males, 
including Italian-born, had lower rates than | i 
native white males, Italian-born fema y 


the rate for native white females. The rate 
for total foreign-born females was in excess, 
however, by 14 per cent. 


Dementia Praecox 


There were 308 Italian-born first admis- 
sions with dementia praecox, giving an aver- 
„age annual rate of 20.4 per 100,000 popu- 
lation. The corresponding rate for all 
native whites was 34.3. 

The difference is spurious, however, inas- 
much as the native white population had a 
significantly larger proportion under 40 
years of age, which is the primary age range 
for dementia praecox. Hence, it is neces- 
sary to adjust the rates on the basis of a 
common age and sex structure. 

The standardized rate for Italian-born 
was significantly greater than that for native 
whites by 17 per cent. The rate for total 


First admissions with dementia praecox, 
for mental disease in New York State, 
according to age 
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foreign-born whites was in excess by 28 per 
cent, however. 

Foreign-born males, including Italians, 
had a higher standardized rate of first ad- 
missions with dementia praecox than fe- 
males. There was no significant sex differ- 
ence, however, among native whites. 

Italian-born males had a standardized 
rate of 56.9, which exceeded that of native 
white males by 36 per cent. The corre- 
sponding rates for females did not differ 
significantly. 

A further comparison will be limited to 
New York City, since the Italian-born are 
heavily concentrated in this respect. The 
resulting comparisons are an approximation 
to standardizing with respect to the urban- 
rural distribution. 

The rates for New York City, standard- 
ized with respect to age and sex, were 49.3 


TABLE 17 


born in Italy, to all hospitals 
1949-1951, classified 


Number 


Average annual rate 
per 100,000 population 


——_—_— 


Percent 


Age EEEE ANS PLS Und ids ata Sin 
(jean) Males Females Total Males Females Total Males Females noe 
Under 1 oe. eae .... AE EEE ERAI, s... s... 
TO 9 Seen Beal PAESE 155.7 82.8 92.7 
2024 19 9 28 a (63 RAE 179.9 78.9. 127.4 
25-29 172 18 282 10.2 10.6 10.4 85.0 78.1 81.6 
30-34 T NE E 48 106 7.4 46.2 94.5 69.8 
35-39 20 fi area 21 7.7 10.1 56.2 82.7 ais 
40-44 2 286k 12.1 14.8 13.3 39.3 39.5 94 
se 19 > 18, 87 11.4. 12.7 12.0 25.0 224 227 
5054 4 å 8B 2 14.5 12.7 13.6 18.2 16.8 17.6 
eae 15 Qk 36 9.0 14.8 11.7 10.7 20.8 ee 
Be 8 See He) 48) $5 4.2 6.0 54 8.8 
oe 6 ae asl 36 3.5 3.6 ol pee 
14 S 1 1 Eat Sgn 08 bg DAA Vii tik 
75 and over 1 1 2 o6 07 0.7 22 27 24 

A ib Ea eS Be a 
Total 166 142 308 100.0 100.0 100.0 19.9 21.0 20.4 


TABLE 18 


Average annual standardized * rates of first admissions with dementia 
praecox to all hospitals for mental disease in New York State, 
per 100,000 population, 1949-1951, among Italian- 
born, and selected nativity groups 


a a o o o a 


Males Females Total 
Ratio to Ratio to Ratio to 
Nativity Rate native Rate native Rate native 
Italy 56.9+3.06 1.36 40.2+2.86 0.99 48.4+-2.10 1.17 
All foreign-born 57.21.46 1.37 50.31.36 1.24 52.7+0.99 1.28 
Native 41.80.70 1.00 40.60.65 1.00 41.3+0.48 1.00 


* White population of New York State aged 
years) taken as standard. 


for Italian-born and 48.9 for native whites, 
Thus, the rates were equivalent, for prac- 
tical purposes. This is significant in view of 
the fact that the rate for all foreign-born 
whites exceeded that for native whites by 
16 per cent. 

There was a significant difference in rates 


15 years and over on April 1, 1950 (in intervals of 5 


between Italian-born males and females, in 
contrast to native whites. The rate for Ital- 
ian males exceeded that for native white 
males by 14 per cent, Italian-born females 
had a lower rate than native white females. 
Neither difference was statistically signifi- 
cant, however. 


TABLE 19 


Native white first admissions, parents born in I taly, to all hospitals for 


mental disease in New York State, 


1949-1951, classified 


according to mental disorders 


Se 


Number 

Mental disorders Males Females Total 
General paresis 25 10 35 
Alcoholic 39 7 46 
With cerebral 

arteriosclerosis 26 12 38 
Senile 7 7 14 
Involutional 31 89 120 
Manic-depressive 57 121 178 
Dementia praecox 715 720 1,485 
Other 285 281 566 


1,185 1,247 2432 


Average annual rate 


Per cent per 100,000 population 


Males Females Total Males Females Total 


2.1 0.8 1.4 1.6 0.6 1.1 
3.3 0.6 1.9 2. 0.4 1.4 
2.2 1.0 1.6 ee 0.8 1.2 
0.6 0.6 0.6 0.4 0.4 0.4 
2.6 7.1 4.9 2.0 5.6 3.8 
4.8 9.7 7.3 8.7 7.5 5.7 
60.3 57.3 59.0 46.4 45.6 46.0 
24.1 22.9 23.3 18.5 17.8 18.1 


100.0 100.0 100.0 
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PART II 
Parentage 


We must now ask: How do rates of first 
admissions among Italian-born compare 
with those of second-generation Italians in 
New York State? As indicated previously, 
the ethnic element may be considered con- 
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The report on insane in hospitals issued 
by the Bureau of the Census in 1914 showed 
that native whites of foreign or mixed par- 
entage had a higher rate of admissions to 
mental hospitals in 1910 than native whites 
of native parentage, but a lower rate than 
foreign-born whites, the rates being 62.3, 


TABLE 20 


Native white first admissions, parent born in Italy, to all hospitals for 
mental disease in New York State, 1949-1951, 


classified according to age 
enn SGN SITS aN Sa eA 


stant for the two generations. Any differ- 
ences in rates of first admissions must there- 
fore be attributed to other factors, presum- 
ably social or other environmental. Native 
whites of Italian parentage are defined as 
those with Italian-born parents, or of mixed 
parentage, in which one parent was Italian- 
born. However, assortative mating was 
high, and of native first admissions of Ital- 
ian parentage—in 75 per cent of the cases 
—both parents were born in Italy. 


Average annual rate 
Number Percent per 100,000 population 

Age fie dee DER PL te 
(years) Males Females Total Males Females Total Males Females Total 
a o SBIR tr Putco I arate 0 A a rr 
Under 10 3 ss 3 OR AN A 2:6 OT D 
10-14 15 13 28 1.3 araa PY A 16.6 14.5 15.5 
15-19 101 8 182 85 6.5 7.4 71.7 55.8 63.7 
20-24 227 169 39% 19.2 18.6 10.8 112.1 78.6 94.8 
25-29 258 259 517 21.8 20.8 21.8 107.2 101.7 104.4 
30-34 161 248 409 13.6 19.9 16.8 68.9 101.0 85.4 
35-39 146 19 845 12.3 16.0 14.2 68.6 91.1 80.0 
40-44 123 122 245 10.4 9.8 10.1 84.6 86.1 85.8 
45-49 56 68 124 4.7 54 5.1 72.8 90.8 81.4 
50-54 34 39 73 29 $81 3.0 78.8 92.2 85.2 
55-59 20 26 46 TA pag Sle lag, 89.9 114.8 102.4 
60-64 21 10 31 1.8 08 1.8 205.6 99.1 152.7 
65-69 7 6 13 o6 04 0.5 168.7 130.4 148.6 
70-74 5 4 9 0.4 08 0.4 308.6 243.8 275.7 
75 and over 8 3 11 0.7 0.2 0.4 641.0 267.4 464.1 
Total 1,185 1,247 2432 100.0 100.0 100.0 76.8 78.9 77.9 


56.3, and 116.8 per 100,000, respectively. 
In 1922, native whites of native parentage 
had a rate of first admissions to all mental 
hospitals in the United States of 46.6 ‘per 
100,000, compared with 113.2 for foreign- 
born whites. But those of foreign or mixed 
parentage had rates of 52.2 and 38.7, respec- 
tively.1¢ 
bin aie OS sen, 
15 See footnote 6, p. 37. J 
16 See footnote 7, p. 21. 
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TABLE 21 


Average annual rates of first admissions to all hospitals for mental dis- 
ease in New York State, per 100,000 population, 1949-1951, 
among native whites of Italian parentage and Italian- 
born, classified according to age 


All ages 76.8 78.9 77.9 181.2 162.4 172.8 


Native whites of 
Italian parentage * %9 Born in Italy Ratio of to 
Age x 
teen Males Females Total Males Females Total Males Females Total 
Under 15 11.6 8.5 10.0 22.3 Chee 11.1 0.52 cons 0.90 
15-19 71.7 55.8 63.7 173.0 49.3. 109.5 0.41 1.13 0.58 
20-24 112.1 78.6 94.8 217.7 113.9 168.8 0.51 0.69 0.58 
25-29 107.2 101.7 104.4 100.0 98.7 99.5 1.07 1.03 1.04 
30-34 68.9 101.0 85.4 69.3 144.9 105.4 0.99 0.70 «0.81 
35-39 68.6 91.1 80.0 73.1 68.4 70.8 0.94 1.33 1.18. 
40-44 84.6 86.1 85.3 59.0 73.4 66.4 1.43 1.17 1.28 — 
45-49 72.8 90.3 81.4 71.4 107.0 89.0 1.02 0.84 0.91 © 
50-54 78.3 92.2 85.2 104.4 118.7 110.8 0.75 0.78 0.77 — 
55-59 89.9 114.8 102.4 116.9 111.2 114.8 0.77 1.03 0.89 
60-64 205.6 99.1 152.7 161.4 126.7 147.3 1.27 0.78 1.04 
65-69 168.7 130.4 148.6 188.4 180.3 185.0 0.90. 0.72 0. 
70-74 308.6 243.3 275.7 889.9 246.2 329.3 0.79 0.99 0.84 
‘75 and over 641.0 267.4 464.1 882.2 818.0 853.6 0.73 0.33 05m 
eE A S a E EAN ee OS 
Eoee L a a O 


* Includes one parent native white and other born in Italy. 


However, there is need of greater statis- 
tical precision, and we therefore turn to a 
consideration of rates of first admissions 
among native whites of Italian parentage 
in New York State. 

On April 1, 1950, there were in New York 
State 1,040,850 native whites with one or 
both parents born in Italy, representing 
24.2 per cent of total native whites of for- 
eign or mixed parentage.17 This was the 
largest category of second-generation white 
foreign-stock in New York State, as defined 
by the Bureau of the Census, and may be 
compared with a total of 503,175, who were 
born in Italy. 

There were 2,432 first admissions among 


17 See footnote 2, p. 77. 
318 


native whites of Italian parentage to all — 
hospitals for mental disease in New York — 
State during 1949-1951. Of this total, — 
1,435, or 59 per cent, were diagnosed as 
dementia praecox. The other disorders 
were all of low numerical order. First ad- 
missions with psychoses with cerebral arteri- 
osclerosis and senile psychoses together in- 
cluded only 52, or 2.1 per cent of the total. 
First admissions among Italian-born, how- 
ever, included only 11.8 per cent with de- — 
mentia praecox, but 55.8 per cent with the 
two disorders associated with advanced age. 
The differences were obviously due to — 
the contrasting age distributions of the na- _ 
tive-born of Italian parentage and the for- _ 
eign-born Italians. Of the former, 80.6 per _ 
cent, were under 40 years of age, and only 
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TABLE 22 


Average annual standardized * rates of first admissions to all hospitals 
for mental disease in New York State, per 100,000 population, 
1949-1951, among native-born of Italian parentage, 
and selected nativity groups 


Males 
Ratio to 
Nativity of parents Rate native 
Italy 119.2+3.49 0.94 
All foreign-born 201.94+2.28 1.59 
Native 126,9-+1.64 1.00 


Females Total 
Ratio to Ratio to 
Rate native Rate native 
102.84+3.19 0.88 114.642.40 0.93 
177.0+2.03 1.52 197,841.56 1,61 
116.8+1.49 1.00 123.2+1.11 1.00 


* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 


years) taken as standard. 


0.4 per cent were aged 65 years and over. 
The corresponding percentages for the for- 
eign-born were 12.2 and 23.0, respectively. 
The average annual crude rate for na- 
tives of Italian parentage was 77.9 per 
100,000 corresponding population, com- 
pared with 172.8 for the foreign-born Ital- 
ians. For dementia praecox, the corre- 
sponding rates were 46.0 and 20.4, respec- 
tively. On the other hand, the rates for 
psychoses with cerebral arteriosclerosis were 
1.2 and 59.4 for native and foreign-born 
Italians, respectively. For senile psychoses, 
they were 0.4 and 36.9, respectively. 
Obviously, the much higher rate of the 
foreign-born Italians with respect to total 
first admissions was a reflection of their age 
distribution. The higher rates at advanced 
ages were given a greater weight in deter- 
mining the crude average. A more reason- 
able comparison is given in Table 21, where 
rates are shown for corresponding ages. The 
crude rate for the native-born of Italian 
parentage was only 45 per cent of that for 
Italian-born. At specific ages, however, the 
disparity in rates was of a lower order. 
Therefore, the rates were adjusted to a 
common base, the standard population 


being that of the white population of New 
York State, aged 15 years and over on April 
1, 1950, in intervals of 5 years. The age- 
specific rates for the Italian-born were ob- 
tained in the manner explained previously. 
Those for natives of Italian parentage were 
obtained on the assumption that the age 
and sex distributions were the same as those 
for native whites of Italian parentage in the 
Middle Atlantic division of the United 
States on April 1, 1950. 

There were 1,790,110 natives of Italian 
parentage in this division, of whom 1,040,- 
850, or 58 per cent, were in New York 
State28 There is no reason for assuming a 
significant difference in the age distribution 
of the remaining 42 per cent. Standardized 
rates of first admissions were obtained from 
this age distribution as shown in Table 22. 

The standardized rate for natives of Ital- 
ian parentage was 114.6 per 100,000 popu- 
lation. The rate for all native whites of 
foreign parentage was 197.8, the latter be- 
ing in significant excess by 73 per cent. 
Foreign-born Italians had a rate of 141.3, 
which exceeded that for the second genera- 
sith el AAE S 
18 See footnote 1, pp. 77, 96. 
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tion of Italians by 23 per cent. The crude 
rate for native whites of Italian parentage 
was 77.9, compared with 77.2 for native 
whites of native parentage, but the stand- 
ardized rates were 114.6 and 123.2, respec- 
tively, the latter being in significant excess 
by 8 per cent. Thus, natives of Italian par- 
entage had a lower rate than both Italian- 
born and native whites of native parentage. 

Native females of Italian parentage had 
a lower rate than native males of Italian 
parentage, and both had lower rates than 
those for the other nativity groups, in- 
cluding natives of native parentage. 

To complete the analysis, there should 
be a further comparison, based upon a 
standard distribution with respect to de- 
gree of urbanization. As explained in a 


previous section, we must limit the gross 
environmental comparison to New York 
City, because of the absence of necessary 
data with respect to the distribution of 
the Italian population throughout New 
York State. It was also necessary to pre- 
pare an age distribution for natives of 
Italian parentage in New York City. The 
distribution was made on the assumption 
that the 684,865 natives of Italian parent- 
age in New York City on April 1, 1950, 
had the same age proportions as the com- 
parable nativity group in the urban area 
of the Middle Atlantic division. 

We now find a standardized rate of 118.1 
for natives of Italian parentage residing 
in New York City, compared with 138.3 — 
for Italian-born, and 191.7 for all native 


TABLE 23 


Average annual rates of first admissions to all hospitals for mental dis- 
ease in New York State, per 100,000 population, 1949-1951, 
among native whites of native parentage and native whites 


of Italian parentage, classified according to age 
eae EA bigs DLN En ea elt Ee 


Native of Italian 


parentage * Ratio of © to® 


Males Females Total Males Females Total 


ec nd 


Native of native 
parentage‘ 
Age 

(years) Males Females Total 
Under 15 6.2 2.9 4.6 
15-19 69.6 63.0 66.3 
20-24 119.7 81.3 99.4 
25-29 110.4 97.6 103.7 
80-34 92.2 99.6 96.1 
35-39 104.4 108.2 106.4 
40-44 103.8 105.1 104.4 
45-49 108.3 105.9 107.1 
50-54 114.9 96.6 105.4 
55-59 120.6 114.1 117.2 
60-64 140.9 122.7 1381.3 
65-69 163.3 135.2 148.2 
70-74 262.8 223.3 240.4 
75 and over 507.5 490.1 497.1 

Allages 78.1 76.38 77.2 


* Includes one parent native and other born in Italy. 
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11.6 8.5 10.0 0.53 0.34 0.40 
71.7 55.8 63.7 0.97 1.13 1:04 
112.1 78.6 94.8 1.07 1.03 1.04 
107.2 101.7 104.4 1.03 0.96 0.99 
68.9 101.0 85.4 1.34 0.99 1.18 
68.6 91.1 80.0 1.52 1.19 1.88 
84.6 86.1 85.3 1.23 1.22 1.22 
72.8 90.3 81.4 1.49. 1.17 ARB 
78.3 92.2 85.2 1.47 1.04 1,24 
89.9 114.8 102.4 1.34 0.99 1.14 
205.6 99.1 152.7 0.69 1.24 0.86 
168.7 130.4 148.6 0.97 1.04 1.00 
308.6 243.3 275.7 0.85 0.92 0.87 
641.0 267.4 464.1 0.79 1.83 1.07 
76.8 78.9 177.9 1.02 0.97 0.99 
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TABLE 24 


Native white first admissions with general paresis, parents born in 
Italy, to all hospitals for mental disease in New York 
State, 1949-1951, classified according to age 


Average annual rate 

4 Number Per cent per 100,000 population 

ge — —— PA E 

(years) Males Females Total Males Females Total Males Females Total 
Under 30 oe ve ve sas ene sone es te 
30-34 1 i 1 4.0 2.9 0.4 A 0.2 
35-39 2 3 5 8.0 30.0 14.3 0.9 1.4 1.2 
40-44 7 3 10 28.0 30.0 28.6 4.8 2.1 8.4 
45-49 6 2 8 24.0 20.0 22.9 7.8 2.7 5.3 
50-54 4 1 5 16.0 10.0 14.3 9.2 2.4 5.8 
55-59 8 se 3 12.0 eass 8.6 13,400 Vaan 6.7 
60-64 1 1 2 4.0 10.0 5.7 9.8 9.9 9.8 
10-74 K ris > e.. PEA sistas saai 
75 and over 1 4 1 4.0 2.9 80.1 42.2 
Total 25 10 35 100.0 100.0 100.0 1.6 0.6 r 


Whites of foreign parentage. Native whites 
of native parentage had a rate of 125.9, 
which was 7 per cent in excess of that for 
natives of Italian parentage. The latter 
difference is not statistically significant. 

Native males and females of Italian par- 
€ntage each had lower standardized rates 
than the foreign-born and natives of native 
Parentage. ; 

In general, native whites of foreign par- 
€ntage had higher standardized rates of 
first admissions than natives of native par- 
€ntage. Natives of Italian parentage how- 
ever, had a lower rate than either natives 
of native parentage, or all natives of foreign 
parentage. 


General Paresis 


; There were 35 native white first admis- 
Stons of Italian parentage with general 
Paresis during 1949-1951, or an average 
annual rate of 1.1 per 100,000 population. 


The corresponding rate for Italian-born 
was 6.1. This large difference was due 
to age selection. 

Sixty-nine per cent of the Italian-born 
population were aged 35 to 64, compared 
with only 32.7 per cent of the natives of 
Italian parentage. It is necessary, there- 
fore, to make adjustments with respect to 
the age and sex proportions of the two 
populations. 

First admissions born in Italy had a 
standardized rate of 2.8 per 100,000 popula- 
tion, compared with 3.9 for natives of 
Italian parentage. The latter rate was in- 
fluenced by the presence of one male of 
Italian parentage, who was aged 75 years. 
This caused a fortuitously high standard- 
ized rate. If this admission is disregarded, 
the standardized rate for natives of Italian 
parentage would be 2.6, compared with 2.8 
for Italian-born. For males, the rates 
would be 3.8 and 5.2, respectively. Among 
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TABLE 25 


Average annual standardized * rates of first admissions with general 
paresis to all hospitals for mental disease in New York 
State, per 100,000 population, 1949-1951, among 
native-born of Italian parentage, and 
selected nativity groups 


Females Total 


Ratio to 
native 


Ratio to 


native Rate 


Males 
Ratio to 
Nativity of parents Rate native 
Italy 6.2+0.80 2.81 
All foreign-born 3.2+0:29 1.45 
Native 2.2+0.22 1.00 


1.44 
1.4+0.18 1.27 
1.1 


3.9+0.44 2.44 
2.3+0.17 1.44 
1.6+0.13 1.00 


0.38 1.27 


0.14 1.00 


* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 


years) taken as standard. 


Italian females, however, the rates were 
1.4 for those of Italian parentage, and 
only 0.5 for those born in Italy. The rate 
for those of Italian parentage did not dif- 
fer significantly from that for all native 
whites of native parentage. 

As with syphilis generally, there is a 
higher incidence of general paresis in urban 
than in rural areas. The rate is especially 
high in New York City.1® Because Italians 
are concentrated more heavily in New York 
City than natives of native parentage, it 
is necessary to adjust for this disproportion. 

New York City was not the residence 
of the male of Italian parentage aged 75 
years. Therefore, no further adjustment 
was required. Natives of Italian parentage 
had a standardized rate of 2.8 in New 
York City, which was not in significant 
excess over the rate for Italian-born (2.7). 
It did exceed that for all native whites 
of foreign parentage, and exceeded that for 

native whites of native parentage by 64 per 
cent. 


Native males of Italian parentage had a 
Ries a l 
19 See footnote 11, p. 220. 
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lower rate than Italian-born males, but 
native females of Italian parentage had a 
significantly higher rate than Italian-born 
females. The rates for males and females 
both exceeded the corresponding rates for 
native whites of native parentage. Of 
special significance is the fact that native 
females of Italian parentage had a higher 
rate than native females of native parent- 
age, whereas Italian-born females had a 
lower rate than native females. 


Alcoholic Psychoses 


There were 46 first admissions with 
alcoholic psychoses in 1949-1951 among 
native whites of Italian parentage, or an 
average annual rate of 1.4 per 100,000 
population. The corresponding rate for 
foreign-born Italians was 4.2. Native 
whites of native parentage had a rate of 
4.4. 

These crude rates are affected in vary- 
ing degree by the age and sex differences 
among the several populations. Stand- 
ardized rates are therefore reported in 
Table 27. 
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TABLE 26 


Native white first admissions with alcoholic psychoses, parents born in 
Ztaly, to all hospitals for mental disease in New York State, 
1949-1951, classified according to age 


Average annual rate 
y Number Per cent per 100,000 population 
ge —. — iEEeennETiniieee een — 
(years) « Males Females Total Males Females Total Males Females Total 
Under 20 BS SA KES IEN hice, tee eee e. 
20-24 1 1 2 2.6 14.3 4.3 0.4 0.4 (U 
25-29 3 2 5 7:7 |) 28.6 10:9 1.2 0.8 1.0 
30-34 7 A 7 17.9 ies he 15.2 3.0 ey 1.4 
35-39 9 2 11 23.1 28.6 23.9 4.2 0.9 2.6 
40-44 10 1 11 25.61, 14.3. 23:9 6.9 0.7 3.8 
4549 3 T 3 Gar epi need 6.5 3.9 es 2.0 
50-54 4 1 5 10.3 14.3 10.9 9.2 2.4 5.8 
55-59 1 Ri 1 2.6 2.2 4.5 oa 2.2 
60-64 1 1 2.6 2.2 9.8 z 4.9 
65-69 cA mane Norse] tet 
70-74 E? a “ e 
75 and over ws Rf oe . 
Total 39 7 46 100.0 100.0 100.0 2.5 0.4 1.4 


The standardized rate for natives of 
Italian parentage was 2.2. This is signifi- 
cantly less than corresponding rates for 
all native whites of foreign parentage and 
for native whites of native parentage. Na- 
tive males of Italian parentage had a 
standardized rate of 4.0, compared with 
4.2 for all Italian-born males. The dif- 
ference is not significant, but both rates 
are less than those for all males of foreign 
parentage, or native whites of native par- 
entage. Native white females of Italian 
Parentage had a rate of 0.5 per 100,000, 
or only 14 per cent of that for native 
females of native parentage. 

The alcoholic psychoses are primarily an 
urban phenomenon. In the absence of 
an urban-rural classification of the Italian 
Population, it is necessary to limit further 
comparisons to New York City. Thus, 


we obtain a fair approximation to rates 
of first admissions, standardized for age, 
sex, and environment. 

Native whites of Italian parentage, in 
New York City, had a standardized rate 
of 1.6 per 100,000 population. All native 
whites of foreign parentage had a rate of 
11.6. Native whites of native parentage 
had a rate of 9.9, which exceeded that for 
natives of Italian parentage in the ratio 
of 6.19 to 1. 

Among those of Italian parentage, males 
had a rate of 2.4; females had a rate of 
0.8. The rates were in the ratio of 3 
to 1. Males and females of Italian parent- 
age each had significantly lower rates than 
natives of native parentage. Males of 
Italian parentage had a lower rate than 


20 Ibid., p. 222. 
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TABLE 27 


Average annual standardized * rates of first admissions with alcoholic 
psychoses to all hospitals for mental disease in New York 
State, per 100,000 population, 1949-1951, among 
native-born of Italian parentage, and se- 
lected nativity groups 


Males Females Total 
Ratio to Ratio to Ratio to 
Nativity of parents Rate native Rate native Rate native 
Italy 4.0+0.68 0.29 0.50.24 0.14 2.2+0.35 0.26 
All foreign-born 19.9+0.74 1.43 4.6+0.34 1.31 11.90.40 1.42 
Native 13.90.58 1.00 3.5+0.28 1.00 8.4+0.31 1.00 


* White population of New York State aged 20 years and over on April 1, 1950 (in intervals of 5 
years) taken as standard. 


Italian-born males, although not signifi- low rates of first admissions with alcoholic 

cantly. Because of a paucity of data among psychoses. 

the foreign-born, a similar comparison can- 

not be made for females. Psychoses with Cerebral Arteriosclerosis 
It is clear, however, that Italians, whether There were 38 native white first admis- 

foreign or native-born, have exceptionally sions with psychoses with cerebral arterio- 


TABLE 28 


Native white first admissions with psychoses with cerebral arterio- 
sclerosis, parents born in Italy, to all hospitals for mental 
disease in New York State, 1949-1951, 
classified according to age 


EEE NR eae a cee O 


Average annual rate 


Number Per cent per 100,000 population 
Age 
(years) Males Females Total Males Females Total Males Females Total 
Under 40 Bc sine . 
40-44 1 1 8.3 2.6 0.7 0.3 
50-54 1 1 2 3.8 83 53 2.8, 2.47 UiS 
55-59 5 3 8 19.2 25.0 21.1 22.4 13.2. 17:8 
60-64 8 2 10 30.8 16.7 26.3 78.3 19.8 49.2 
65-69 4 2 6 15.4 16.7 15.8 96.4 43.8 68.6 
70-74 5 2 “3 19.2 16.7 18.4 308.6 121.7 214.4 
75 and over 3 1 4 11.5 8.3 10.5 240.4 89.1 168.8 
ae a a 
Total 26 12 38 100.0 100.0 100.0 1.7 0.8 1.2 


SSeS 


lat 
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sclerosis, of Italian parentage, or an average 
annual rate of 1.2 per 100,000 population. 
The corresponding rate for Italian-born 
was 59.4. Obviously, this resulted from 
the age distributions, native whites of 
Italian parentage being relatively few at 
ages 65 and over. Further comparisons 
are therefore based upon a comparable 
distribution with respect to age and sex. 
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that for native-born females of native par- 
entage. 

We must also consider the effects of dif- 
ferential distribution with respect to en- 
vironment, For reasons given previously, 
we shall use standardized rates of first 
admissions from New York City as an 
approximation to standardization for en- 
vironment. 


TABLE 29 


Average annual standardized * rates of first admissions with psychoses 
with cerebral arteriosclerosis to all hospitals for mental dis- 
disease in New York State, per 100,000 population, 
1949-1951, among native-born of Italian 
parentage, and selected 
nativity groups 


Males Females Total 
Ratio to Ratio to Ratio to 
Nativity of parents Rate native Rate native Rate native 
Italy 65.3-+-7.48 1.17 25.444.69 0.70 45.2+4.41 0.94 
All foreign-born 108.4+3.06 1.94 85.4+2.51 2.36 102.0+2.01 2.14 
Native 55.71.86 1.00 36.2+1.41 1.00 47.64+1.18 1.00 


* White population of New York State aged 45 years and over on April 1, 1950 (in intervals of 5 


Years) taken as standard. 


Native whites of Italian parentage had a 
Standardized rate of 45.2 per 100,000 popu- 
lation, compared with 68.2 for Italian-born. 
Both had lower rates than all natives of 
foreign parentage, and lower rates than 
native whites of native parentage, but the 
latter differences were not significant. 

Males of Italian parentage had a stand- 
ardized rate of 65.3, which was less than 
that for Italian-born males (76.2). How- 
ever, it exceeded the rate for native males 
of native parentage by 17 per cent. 

Native females of Italian parentage had 
the relatively low rate of 25.4. Not only 
Was this rate lower than that for Italian- 
born females, but it was also less than 


The rate of first admissions for natives 
of Italian parentage, from New York City, 
standardized for sex and age, rose to 55.9, 
It was less than the rate of 66.4 for Italian- 
born. However, it exceeded the rate for 
native whites of native parentage (49.7) 
by 12 per cent. 

Native males of Italian parentage had a 
rate of 80.4, less than that for all males 
of foreign parentage, but 44 per cent in 
excess of the rate for native males of 
native parentage. Native females of Italian 
parentage had a rate of 29.4, which was 
only 72 per cent of that for native females 
of native parentage. 

In general, we may conclude that rates 
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TABLE 30 


Native white first admissions with senile psychoses, parents born in 
Italy, to all hospitals for mental disease in New York State, 
1949-1951, classified according to age 


Average annual rate 


Number Per cent per 100,000 population a , 
Age — — ——— 

(years) Males Females Total Males Females Total 
Under 50 . 
50-54 Si 
55-59 . + e... PN Sate cor 
60-64 1 1 14.3 7.1 9.8 4.9 
65-69 2 3 5 28.6 42.9 35.7 48.2 65.2 57:2 
10-74 oe 2 2 sree, 28.6 14.8 121.7 61.38 
75 and over 4 2 6 57.1 28.6 42.9 320.5 178.3 253.2 

Total 7 14 100.0 100.0 100.0 0.4 0.4 0.4 


e e 


of first admissions with psychoses with cere- 
bral arteriosclerosis were high for native 
males of Italian parentage, but low for 
females. 


Senile Psychoses 
There were only 14 first admissions with 
senile psychoses among native whites of 
Italian parentage, or an average annual 


TABLE 31 


Average annual standardized * rates of first admissions with senile psy- 
choses to all hospitals for mental disease in New York State, 
per 100,000 population, 1949-1951, among native- 
born of Italian parentage, and selected 
nativity groups 
(TEE om ee 


Males 
Ratio to 
Nativity of parents Rate native 
Italy 29,244.99 1.93 
All foreign-born 58,142.24 2.45 
Native 23,741.21 1.00 


t 


“White population of New York State aged 45 


years) taken as standard, 
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rate of 0.4 per 100,000 population, com- 
pared with a rate of 36.9 for Italian-born. 
The disparity is obviously due to the 
low percentage of those of advanced age — 
among natives of Italian parentage. Fur- 
ther comparisons will be made after ad- — 
justment for age and sex differentials. 
The standardized rate for natives of — 
Italian parentage was 31.2, compared with — 


Females 


Total 
Ratio to Ratio to a 4 
Rate native Rate native 
28.2+4.94 0.93 31.243.66 1.03 
67.8+2.23 2.94 70.6+1.67 2.82 
30.2+1.29 1.00 30.4+0.94 


1.00 
years and over on April 1, 1950 (in intervals of 5 | 
yee 
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50.7 for Italian-born. Both were less than 
the corresponding rate for all natives of 
foreign parentage. The rate for natives of 
Italian parentage did not differ significantly 
from that for natives of native parentage. 

Native males of Italian parentage had a 
lower rate than Italian born males, but a 
higher rate than native males of native 
parentage. Native females of Italian par- 
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tives of foreign parentage. Foreign-born 
Italians had a rate of 54.9. It appears 
probable, therefore, that native whites of 
Italian parentage had the lowest rate of 
first admissions with senile psychoses. 


Involutional Psychoses 


There were 120 native first admissions 
with involutional psychoses, of Italian par- 


TABLE 32 


Native white first admissions with involutional psychoses, parents born 
in Italy, to all hospitals for mental disease in New York 
State, 1949-1951, classified according to age 


ee ee ee 


Average annual rate 
Number Per cent per 100,000 population 
Age n E 

(years) Males Females Total Males Females Total Males Females Total 
Under 30 SM ne A HO ate ath sisi 
80-34 i 1 1 ‘hs 1.1 0.8 o4 0.2 
35-39 by 6 6 MEJ 6.7 5.0 Ei: 2.7 1.4 
40-44 8 21 29 25.8 23.6 24.2 5.5 14.8 10.1 
45-49 10 27 37 32.3 30.3 30.8 13.0 35.9 24.8 
50-54 4 18 22 12.9 20.2 18.8 9.2 42.6 25.7 
55-59 5 12 17 16.1 18.5 14.2 22.4 53.0 37.9 
60-64 8 3 6 9.7 34 5.0 29.4 26.4 29.5 
65-69 1 1 2 Ce agra PS WESE Iri 24.1 E 22.9 
70-74 H s A VA GEETE PEA NE ais 

75 and over 19 Ag rm ST iy OE WORE. BM gary 4h 
ee E ee ERIE NINTE UST 
Total 31 89 120 100.0 100.0 100.0 2.0 5.6 3.8 


entage had a rate of 28.2, compared with 
30.2 for native females of native parentage. 

There were only 4 male and 5 female 
native-born first admissions of Italian par- 
‘entage with senile psychoses from New 
York City, too few to permit adequate 
direct standardization. The rates were 
therefore standardized indirectly, using as 
Standard the age-specific rates for such 
Psychoses among native whites in New 
York State. The rates became 24.3 for 
natives of Italian parentage, 39.6 for natives 
of native parentage, and 68.7 for all na- 


entage, during 1949-1951, or an average an- 
nual rate of 3.8 per 100,000 population. 
The Italian-born population had a cor- 
responding rate of 26.8. The large differ- 
ence was due in part to the age distribution 
of the foreign-born. We shall therefore ad- 
just the rates by standardizing with respect 
to age and sex. 

Native whites of Italian parentage had 
a standardized rate of 17.9 per 100,000 pop- 
ulation, which did not exceed the rate for 
native whites of native parentage signifi- 
cantly. However, it was less than the rate 
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for Italian-born, and the rate for all na- 
tives of foreign parentage. 

The sex differences were of the same 
order. Native-born males of Italian parent- 
age had a lower rate than Italian-born males 
or all native males of foreign parentage, 
but a slightly higher rate than native white 
males of native parentage. The compari- 
sons were similar for females. 

Because of the concentration of Italians 
in New York City, it is necessary to consider 
the influence of urbanization. We shall 


The standardized rate for native females 
of Italian parentage was almost twice that 
for males. But both were in excess of the 
corresponding rates for native whites of 
native parentage. 


Manic-depressive Psychoses. 

There were 178 first admissions with 
manic-depressive psychoses among native 
whites of Italian parentage in 1949-1951, 
or an average annual rate of 5.7 per 100,000 
population. This exceeded the rate for 


TABLE 33 


Average annual standardized * rates of first admissions with involu- 
tional psychoses to all hospitals for mental disease in New York 


State, per 100,000 populati 


born of Italian parentage, 


Males 
Ratio to 
Nativity of parents Rate native 
Italy 11.641.74 1.07 
All foreign-born 20.00.98 1.85 
Native 10.8+0.66 1.00 


* White population of New York State aged 
years) taken as standard. 


compute standardized rates of first admis- 
sions for New York City as an approxima- 
tion to standardization with respect to 
urban-rural differentials. 

The standardized rate for native whites 
of Italian parentage in New York City was 
22.7 per 100,000 corresponding population, 
compared with 18.1 for native whites of 
native parentage. The former was in excess 
by 25 per cent, thus increasing the disparity 
found for the state as a whole. It also 
exceeded the rate for Italian-born, thus 
reversing the relative order for the entire 
state. But this was due to a probably spu- 
rious rate among foreign-born Italian males 
in New York City. 
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on, 1949-1951, among native- 


and selected nativity groups 


Females Total 
a 
Ratio to Ratio to 
Rate native Rate native 
24.82.56 1.11 17.94-1.54 1.10 
37.6+1.26 1.69 28.4+-0.80 1.74 
22.30.89 1.00 16.30.55 1.00 


85 years and over on April 1, 1950 (in intervals of 5 


Italian-born. It was due in part to the 
fact that the second generation of Italians 
included a larger proportion within the age 
range characteristic of this group of dis- 
orders. Therefore, we shall make a more 
appropriate comparison by adjusting for 
differences in sex and age proportions. 

In general, age-specific rates for native 
whites of Italian parentage exceeded cor- 
responding rates for Italian-born, In con- 
Sequence, the standardized rate for natives 
of Italian parentage was 7.0, compared with 
4.7 for Italian-born. The excess over the 
rate for Italian-born was due to the rela- 
tively high rate among native females of 
Italian parentage. The rate for natives of 
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TABLE 34 


Native white first admissions with manic-depressive psychoses, parents 
born in Italy, to all hospitals for mental disease in New York 
State, 1949-1951, classified according to age 


Average annual rate 
Number Per cent per 100,000 population 
Age pa eed bas a 
(years) Males Females Total Males Females Total Males Females Total 
Yd Renee erence oN E REET 
Under 15 we oe a esae Gace uss oes eeu ‘Ghee 
15-19 3 2 5 5.3 17 2.8 2.1 1.4 1.7 
20-24 4 13 17 7.0 10.7 9.6 2.0 6.0 4.1 
25-29 5 26 31 8.8 21.4 17.4 2.1 10.2 6.3 
30-34 6 34 40 10.5 28.1 22.5 2.6 13.8 8.3 
85-39 15 18 33 26.3 14.9 18.5 7.1 8.2 7.7 
40-44 16 10 26 28.1 8.3 14.6 11.0 7.1 9.1 
45-49 3 11 14 6.8) 9 Ly ote 3.9 14.6 9.2 
50-54 3 1 4 558. ih A A 2, 6.95) 24 AN 
55-59 $ 4 4 oy 3.3 2.2 ones 17.7 8.9 
60-64 2 2 4 3.5 1.7 2.2 19.6 19.8 19.7 
75 and over a #3 >% RRENEN CEF PEE DES tye 
ne ee 
Total 57 121 178 100.0 100.0 100.0 3.7 1h 5.7. 
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Italian parentage was also higher than that parisons were made with respect to New i 


for native whites of native parentage. The York City. A 
excess amounted to 17 per cent among Thus, native whites of Italian parentage, 


males, and to 22 per cent among females. from New York City, had a standardized 
The excess was even greater when com- rate of 6.4 per 100,000 population, com- 


TABLE 35 


Average annual standardized * rates of first admissions with manic-de- 
pressive psychoses to all hospitals for mental disease in New York 
State, per 100,000 population, 1949-1951, among native-born 
of Italian parentage, and selected nativity groups 

Males Females Total 


— 
ers) 


Ratio to Ratio to Ratio to 
Nativity of parents Rate native Rate native Rate native 
paly, 4.8+0.70 1.17 8.840.93 1.22 7,040.59 1.23 
All foreign-born 6.540.41 1.59 11,140.51 1.54 9,040.83 1.58 
Native 4.1+0.29 1.00 7.240.387 1.00 5.70.24 1.00 


* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 


years) taken as standard. 
329 


TABLE 36 » 


Native white first admissions with dementia praecox, parents born in 
Italy, to all hospitals for mental disease in New York State, 
1949-1951, classified according to age 


Average annual rate 
Per cent 


Males Females Total Males Females Total 


Number 

Age 
(years) Males Females Total 
Under 10 1 E 1 
10-14 9 7 16 
15-19 77 58 135 
20-24 176 114 290 
25-29 196 186 882 
30-34 108 156 264 
35-39 84 115 199 
40-44 43 57 100 
45-49 17 17 34 
50-54 8 7 10 
55-59 1 3 4 
65-69 
70-74 
75 and over 

Total 715 720 1435 


pared with 4.8 for native whites of native 
parentage, an excess of 33 per cent. The 
rate exceeded that for Italian-born, but 
was less than that for all native whites of 
foreign parentage. Comparisons by sex 
lead to similar results. We must conclude, 
therefore, that manic-depressive psychoses 
are relatively more prevalent among second- 
generation Italians than among foreign- 
born Italians, or among native whites of 
native parentage. 


Dementia Praecox 


There were 1,435 first admissions with 
dementia praecox among native whites of 
Italian parentage, or an average annual rate 
of 46.0 per 100,000 population. This is 
higher than the corresponding rate for 
Italian-born, 20.4. 

The latter rate is unduly low, however, 
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0.1 tees 0.1 0.9 a 0.4 
1.3 1.0 1.1 9.9 7.8 8.9 
10.8 8.1 9.4 54.7 40.0 47.2 
24.6 15.8 20.2 86.9 53.0 69.4 
27.4 25.8 26.6 81.4 73.0 17.1 
15.1 21.7 18.4 46.2 63.5 55.1 
11.7 16.0 13.9 39.4 52.7 46.2 
6.0 7.9 7.0 29.6 40.2 34.8 
2.4 2.4 2.4 22.1 22.6 22.8 
0.4 1.0 0.7 6.9 16.6 11.7 
0.1 0.4 0.3 4.5 13.2 8.9 
100.0 100.0 100.0 46.4 45.6 46.0 


because the Italian-born population is 
weighted with a high proportion of ad- 
vanced age, who are beyond the usual age 
range of this disorder. Hence, the rates 
must be adjusted on the basis of a common 
age and sex distribution. Such rates are 
summarized in Table 37. 

We now find that native whites of Ital- 
ian parentage had a lower rate than Italian- 
born. The standardized rates were 36.3 
and 48.4, respectively. Second-generation 
Italians also had a lower rate than all native 
whites of foreign parentage. Their rate 
exceeded that of native whites of native 
parentage, however, by 10 per cent. Sim- 
ilar results are obtained when comparisons 
are made by sex. 

Degree of urbanization exercises an im- 
portant influence, as is seen by limiting the 
comparisons to New York City. 


per 100,000 population 


Ag 
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The rates for New York City were stand- 
ardized on the same basis as those for New 
York State. We find that native whites of 
Italian parentage had lower rates than 
Italian-born, or than all native whites of 
foreign parentage. Also, with the adjust- 
ment for gross environmental differences, 
they had a rate of 37.6 in New York City, 
compared with 41.9 for native whites of 
native parentage. 


SUMMARY 


There were 2,609 Italian-born first admis- 
sions to all hospitals for mental disease in 
New York State during 1949-1951, inclu- 
sive. During the same period there were 
2,432 native-born first admissions of Italian 
parentage, On the basis of adjustments for 
variations in sex and age proportions, the 
Italian-born had a lower standardized rate 
than all foreign-born in New York State. 
They had lower rates for each of the major 
groups of psychoses, with the sole exception 
of general paresis among males. 

The Italian-born also had a lower 
standardized rate than native whites. They 
had a significantly higher rate of general 
paresis among males, but both males and 
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females had lower rates of alcoholic psy- 
choses than the native-born, Rates for the 
psychoses of advanced age were lower 
among Italian-born. They were also lower 
for manic-depressive psychoses. There was 
no significant difference with respect to de- 
mentia praecox. i 
Native-born of Italian parentage had a 
lower standardized rate of first admissions 
in New York State than native whites of 
native parentage. They also had lower 
rates in New York City, although the dif- 
ferences were not statistically significant. 
Interesting comparisons occur with respect 
to general paresis and alcoholic psychoses. 
Natives of Italian parentage had a signifi- 
cantly higher rate of general paresis than 
natives of native parentage, but signifi- 
cantly lower rates for alcoholic psychoses. 
With respect to the psychoses of advanced 
age, the differences varied with sex. Native 
males of Italian parentage had a higher 
rate, but native females of Italian parent- 
age had a lower rate. Standardized rates 
for New York City indicate that natives of 
foreign parentage had higher rates of in- 
volutional psychoses, although the differ- 
ences were not significant. The same order 


TABLE 37 


Average annual standardized * rates of first admissions with dementia 
praecox to all hospitals for mental disease in New York State, per 
100,000 population, 1949-1951, among native-born of Italian 
parentage and selected nativity groups n$ 


Males Females Total 
ae 
: Ratio to Ratio to Ratio to 
Nativity of parents Rate native Rate native Rate native 
Italy 35.0+1.89 1.06 35.6+1.88 1.08 36.3+1.35 a 
All foreign-born 52.441.16 1.59 49,741.08 1.51 52.4+0.80 A 
Native 32.9+0.83 1.00 32.9+0.80 1.00 33.0+0.58 1. 


* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 


years) taken as standard. 
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of difference occurred in connection with 
manic-depressive psychoses. When rates of 
first admissions with dementia praecox were 
standardized for New York City, they 
showed lower but not statistically signifi- 
cant rates for those of Italian parentage. 

Thus, native whites of Italian parentage 
had a lower over-all rate of first admissions 
with mental disease than native whites of 
native parentage. Italian-born had lower 
rates than all native whites, but higher rates 
than natives of native parentage except for 
alcoholic psychoses and manic-depressive 
psychoses. It remains to contrast rates of 
first admissions among the two generations 
of Italians. 

In general, native-born of Italian parent- 
age had a lower standardized rate than Ital- 
ian-born. The former had a lower rate of 
dementia praecox. The native males had 
a lower rate of general paresis in New York 
City, but native females had a higher rate. 
The alcoholic psychoses were probably less 
frequent among the second-generation Ital- 
ians. This was also true of psychoses asso- 
ciated with advanced age. 

The data for New York City indicate a 
probably higher rate of involutional psy- 
choses among the natives of Italian parent- 
age. With a partial correction for degree 
of urbanization, it appears that the native- 
born generation had a higher rate of manic- 
depressive pscyhoses. On the whole, there- 
fore, the second generation of Italians may 
be said to have lower rates of mental dis- 
ease than Italian-born, although there are 
some variations in this respect. Since the 
racial element is presumably constant, the 
changes in the level of rates of first admis- 
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sions must be attributed to social factors, - ie: 


There has been a rise in the standard of 
living. Educational and occupational levels 
are related to the incidence of mental dis- 
ease, and educational and occupational 
skills have both risen among the second 
generation of Italians in New York State. 


desirability of treating a mental disease 
differ from one population to another. It 
may therefore be said that the rate of first 
admissions may be low for this reason, and 
may therefore fail to represent a valid meas- 
ure of the true level of mental disorders. 
This is clearly true of the psychoneuroses. 
It is less applicable, however, to the more 
severe psychoses. Attitudes can affect the 
duration of a disease prior to the time that 
hospitalization is resorted to. But the 
major psychoses must, in general, ulti- 
mately require treatment and, if necessary, 
hospitalization, Therefore we feel justified 
in concluding that the statistics of first ad- 
missions by Italians in New York State are 
a good measure of the level of mental dis- 
ease, and imply that Italians have a rela- 
tively low incidence of mental disease. 

This should be considered further in re- 
lation to the fact that natives of Italian 
parentage were a second generation in New 
York State. Natives of native parentage 
were divided in an unknown proportion 
between second and older generations, The 
process of acculturation will continue to 
influence the adjustment of those of Italian 
parentage. The probability is, therefore, 
that the incidence of mental disease will 
continue to decrease among those of Italian 
descent in New York State. 


ay 
It is known that attitudes towards the 4 
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AN ATLAS OF JUVENILE 
MMPI PROFILES 


By Starke R. Hathaway and Elio D. 
Monachesi 


Minneapolis, University of Minnesota Press, 1961, 
402 pp. 


Designated a reference work to be used 
with adolescent MMPI results, An Atlas 
of Juvenile MMPI Profiles provides brief 
case histories of 1,088 adolescent boys and 
girls, with their accompanying MMPI data. 

The studies were begun in 1947 with a 
Minneapolis sample of about 4,000 boys 
and girls, and an additional sample of 
11,000 further cases were included in 1954. 
The work has been supported by grants 
from the National Institute of Mental 
Health and from graduate school research 
funds of the University of Minnesota. 

Dr. Hathaway is a professor and director 
of clinical psychology in the Department 
of Psychiatry and Neurology, and Dr. 
Monachesi is a professor and chairman of 
the Department of Sociology at the Uni- 
versity of Minnesota. 

Several representatives in every code type 
were included, and in many cases both a 
boy and a girl representative are shown. 
The case histories are based upon descrip- 
tive data from teachers, counselors, minis- 
ters, law officers, parents, friends, physi- 
cians, business people, and social workers. 
The MMPI codes are given with the various 
case histories, 

In practice, the person referring to this 
Atlas would attempt to match the profile 
as obtained on the MMPI with one of the 
character types listed as having that par- 
ticular profile. 

The case histories are brief, descriptive 


and quite clear and seem, by design, non- 
clinical. The clinical psychologist would 
have little difficulty matching his test sub- 
ject with one of the recorded cases. Non- 
psychologists, as well, would probably find 
the case histories interesting and easy to 
match, 

There appear to be representatives of a 
very wide range of personality characteris- 
tics included among the cases. With rela- 
tively short acquaintanceship with this 
reference it would seem likely that one 
would quickly develop skill in tracking 
down specific character types. 

There are a relatively small number of 
tables and charts which would tend to 
make the book quite appropriate for the 
beginning MMPI user. For other more 
general reasons, also—for instance type 
size and clarity of print—this book would 
appear to be excellent as a training aid for 
users of the MMPI. 

Described as a companion volume to An 
Atlas for the Clinical Use of the MMPI, 
by Hathaway and Meehl, the books seem 
precisely that. X 

An Atlas of Juvenile MMPI Profiles is a 
useful addition to the MMPI literature and 
will probably achieve broad acceptance be- 
cause of its practical applicability —ALVIN 
Krass, The Henry Pollack Memorial Clinic, 
Monmouth Medical Center, Long Branch, 
N. J. 


GUIDING CREATIVE TALENTS 


By E. Paul Torrance 


Englewood Cliffs, N. Ja Prentice-Hall, Inc., 1962, 
278 pp. 


The purpose of this book, written by the 
ae of the Bureau of Educational Re- 
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search at the University of Minnesota, is 
to enable creators to identify and foster the 
capacity of creative thinking shown by 
students of all ages. 

The author brings together existing re- 
search data about creativity and cites au- 
thorities in this field. His own views are 
centered largely around the Minnesota 
Tests of Creative Thinking, which he de- 
cribes in detail, and into whose develop- 
ment Dr. Torrance and his colleagues have 
invested considerable effort and skill. 

Children with creative talent are re- 
garded as possessing fresh, unorthodox 
learning styles, unevenness of growth, and 
particular social vulnerability. According 
to the author: “. . . if we were to identify 
children as gifted on the basis of intelli- 
gence tests, we would eliminate approxi- 
mately 70 per cent of the most creative.” 

Reference is made to Sir Frederick 
Bartlett's definition of creativity as “ad- 
venturous thinking . . . getting away from 
the main track, breaking out of the mold, 
being open to experience, permitting one 
thought to lead to another.” 

Chapter headings include: Cases for Con- 
cern; Assessing the Creative Thinking 
Abilities; the Minnesota Tests of Crea- 
tive Thinking; Identifying the Crea- 
tive Personality; Creative Development; 
Problems in Maintaining Creativity; Prob- 
lems When Creativity is Repressed; Goals 
for Guiding Creative Talent; Relation- 
ships with Creative Talent; and Counselors, 
Teachers, and Administrators for Guiding 
Creative Talent. 

The book reflects the author’s years of 
experience in this special area, his ability 
to distinguish characteristics of individual 
children from broadly generalized stereo- 
types, and his appreciation of the many 
nuances of interpersonal relations involved 
in teaching, testing, and counseling. 
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The numerous Minnesota Tests of Crea- 
tive Thinking, carefully worked out and 
intended to challenge students with appro- 
priate tasks for creative thinking, command 
respect. Yet, the reviewer questions the 
degree to which any body of tests is able 
to assess human creativity. So much of the 
creative process is a matter of personal 
dynamics, affected by subtle shifts of moti- 
vation, perception, and emotion. Set tasks 
of tests do not always fire the imagination 
of children, and previous conditioning of 
individual children toward test situations 
cannot be disregarded. 

There is a need to probe further into 
individual creativity through examining 
and appraising students’ own natural ver- 
bal and artistic projections. Also, as the 
author states, a body of longitudinal studies 
of children possessing marked creative 
ability needs to be developed, so that from 
their sequential development we may learn 
how to improye our educational processes. 
—Evetyn D. ÅDLERBLUM, School of Educa- 
tion, New York University, New York, N. Y. 


ADVANCES IN PSYCHOSOMATIC 
MEDICINE 


Edited by Arthur Jores and Hellmuth 
Freyberger 
New York, Basic Books, Inc., 1961, 334 pp. 


The book is not so much a report of ad- 
vances as it is a thoughtful review of 
present developments, methods and con- 
cepts by European leaders in the field. 
There are relatively few reports of original 
research. 

Most of the chapters contain a distillate 
of the author’s work and his opinions. Some 
are pedestrian and repetitious; others are 
imaginative and provocative. Still others 
are merely exhortative or polemical. 
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It appears that the conference on which 
these chapters are based was designed to 
give everyone an opportunity to say his 
piece. For the most part, the message 
“gets across” with remarkable clarity and 
brevity. 

Approximately 50 authors from a dozen 
countries have written in 228 pages. On 
the whole, we have a valuable document 
which serves as a statement of the present 
status of psychosomatic medicine and which 
provides a useful review of the literature 
as well as a timely bibliography—STEWART 
Wotr, M.D., The University of Oklahoma 
Medical Center, Oklahoma City, Okla. 


STUDENTS UNDER STRESS: 
A STUDY IN THE SOCIAL 
PSYCHOLOGY OF ADAPTATION 


By David Mechanic 


New York, Free Press of Glencoe Division of The 
Macmillan Co., Inc., 1962, 231 pp. 


Life is complicated! 

The meeting of a man with a situation 
in real life involves a multiplicity of facets, 
of interactions, of processes—and none of 
these stand still; rather, they all but move in 
kaleidoscopic patterns. Take, for example, 
the graduate student going through his pre- 
doctoral examinations. Hormones whir; 
fantasies surge; fears reverberate; defenses 
rise; coping mechanisms operate; peers 
compete and co-operate; professors act and 
react; wives collapse; parents expect; and 
Universty departments consider their stand- 
ards. And the outcome makes a difference. 

The complexity of real life presents a seri- 
ous challenge to behavorial science. How 
can any life experience be analyzed in its 
full context without leading to scientific 
diffusion? Well, David Mechanic shows 


how, and the outcome is a revelation of the 
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gathering power of creative analysis grow- 
ing out of the synthesis of sociology and 
psychology wed by a clinical outlook. 

What Mechanic does is to study the ex- 
perience of 22 graduate students preparing 
for, taking, and recovering from crucial 
examinations. The interplay of methods 
used in this analysis is fascinating; here is 
clinical description, there sociograms, next 
are interview abstracts, then opinion com- 
parisons. Essentially, as he surveys this 
process, the researcher uses any tool of probe 
and analysis which seems most likely to il- 
luminate that aspect under examination, 
and he shows considerable catholicity and 
discrimination in his methods. 

Obviously the experience of living 
through examinations involves all sorts of 
interwoven events and these cannot all be 
delineated with equal emphasis. Some kind 
of focus is necessary and that chosen here 
is an adaptation or “the manner in which 
the individual comes to terms with his situ- 
ation.” Furthermore, adaptation is con- 
sidered in a special way; emphasis is placed 
on demonstrating how the social environ- 
ment—the community—acts as a variable 
in influencing adaptive processes. One 
could wish that the author had considered 
the approach of transactional psychology 
(Ames, Cantril, Kilpatrick) to the interpene- 
trating processes involved. i 

This is not the definitive work on stress, 
on examinations or on students. It neglects 
the important studies of Funkenstein, King 
and Drolette on Mastery of Stress, reference 
to which appears in the bibliography but 
not in the index; nor did this reviewer find 
significant dicussion of the involvement of 
physiologic system response in the text. 

Even in terms of the author’s own spe- 
cial competence there is startling failure to 
take account of the role of the research 
project as an environmental influence, al- 
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though the quotations from students, wives 
and professors are suspiciously rife with 
reference to how they are coping, and ex- 
plicit reference is made to avoiding the re- 
searcher on examination day. 

But then, the author makes no undue 
claims; it only appears that he might have 
entered a few more explicit disclaimers to 
alert the unsophisticated reader, I hope 
that many nonscientist academicians will 
read this work. They could learn much 
about what they and their students are go- 
ing through. Certainly the reviewer found 
revelation and profit from the work. Per- 
haps more important, however, is the kind 
of breakthrough toward a sensible scien- 
tific approach to the normative problems 
of real life which is represented here; seri- 
ous students of the human experience ought 
to be grateful to Professor Mechanic for 
brave pioneering—Bryanr M. WEDGE, 
M.D., Institute for the Study of National 
Behavior, Princeton, N. J. 


FAMILY ENVIRONMENT AND 
DELINQUENCY 


By Sheldon and Eleanor Glueck 
Boston, Houghton Mifflin Co., 1962, 328 pp. 


This courageous and resourceful effort by 
Sheldon and Eleanor Glueck—two of the 
world’s leading investigators of juvenile de- 
linquency—to determine the causes of this 
problem is a task of major significance, 
This is the final volume of their trilogy— 
Unravelling Juvenile Delinquency (1950), 
Physique and Delinquency (1956), and 
Family Environment and Delinquency 
(1962). The initial study was a general 
analysis of a group of 500 serious juvenile 
delinquents, with a control group of proved 
nondelinquents—matched for age, general 
intelligence (1.Q.), ethnico-racial derivation, 
and residence — in depressed areas of 


336 


Greater Boston. These children were 
studied by anthropometrists, clinical psy- 
chologists, social workers and psychiatrists, 

Over 400 traits and factors comparing de- 
linquents and nondelinquents were em- 
ployed. Sixty-seven traits have been se- 
lected as being especially meaningful. The 
term “trait” is used rather loosely for any 
individual physical or mental factor or at- 
tribute that has the capacity of directing 
Tesponses to stimuli into characteristic chan- 
nels. These traits range all the way from 
“poor health in infancy” to “good surface 
contact with others.” 

Their second volume, published six 
years ago, brought out the relationship of 
various traits to the four major physique 
types delineated by William Sheldon, 
thereby establishing the fact that “certain 
traits are more closely referable to the con- 
stitutional (essentially genetic) end of a 
postulated biosocial continuum than to the 
sociocultural.” Twenty-three of these sixty- 
Seven traits are considered to be primarily 
constitutional in emphasis, 

In this third volume, the authors attempt 
to evaluate, by means of statistical proba- 
bilities, the extent of participation of fac- 
tors of family environment in the formation 
of traits not found to differ in incidence 
among body types and therefore deemed 
Not to be basically constitutional. They also 
have tried to estimate their modifying force 
on those traits considered to be constitu- 
tional because of their association with cer- 
tain body types. Finally, an effort is made 
to inquire into how traits and Social factors 
in combination contribute to the formation 
of delinquent behavior, 

Although the statistical method on which 
the study is based has very important val- 
ues, it also has certain deficiencies, of which 
the authors are aware. For instance, ex- 
treme restlessness in a child is found to 
have a high correlation with indifference 


or hostility toward him by his siblings. 
From this study it is impossible to deter- 
mine which is cause and which is effect. 
Moreover, the methods employed do not 
permit the measurement of the intensity 
factor. Affection of the mother for a boy 
may be so powerful an influence that it is 
equivalent to or surpasses in force the im- 
pact of several other factors. In this study 
all associated factors are accorded equal 
weight. 

The methods employed by the authors 
disregard the subtler psychological dy- 
namics. Masochistic trends have a high cor- 
relation with overcrowded homes, parents 
lacking in ambition, and lack of recrea- 
tional and companionship outlets. The re- 
lationship of masochistic trends to Oedipal 
conflicts, religious attitudes, emotional im- 
maturity, etc., are not assessed. 

Many of the findings in this fascinating 
study are in conformity with clinical ex- 
perience. However, some are surprising; 
for instance, sensitiveness and aestheticism 
are largely hereditary; low verbal intelli- 
gence is largely a socially conditioned trait; 
the preponderance of introversive and ex- 
troversive trends are not associated with 
body structure; the only social factor cor- 
relating with eneuresis is hostility of sib- 
lings; and compulsiveness appears to be the 
result of growing up in an unclean and dis- 
orderly household. One is reminded of all 
the meisophobic daughters of compulsively 
clean mothers that one has seen clinically. 

A trail-blazing study such as this is likely 
to share the fate of Kinsey’s studies on sex- 
ual behavior, Doubtless, critical represent- 
atives of each of the behavioral sciences will 
find points that have, in their opinions, 
been neglected or overemphasized. 

This reviewer believes that the authors 
have made another contribution of great 
importance in the study of delinquency and 
crime, both from the point of view of 
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methodology and of substance. The reader 
should be forewarned that this volume can- 
not be approached as light reading. It is 
packed with data. With its tables and its 
one detailed case study, the appendix is 
almost as large as the main text,—MANFRED 
S. Gurrmacuer, M.D., Baltimore, Md. 


THE PSYCHOANALYTIC STUDY OF 
THE CHILD, Vol. 16 


Edited by Ruth S. Eissler, et al. 


New York, International Universities Press, 1961, 


563 pp. 


This sixteenth volume gives credit to the 
high standards which the annual publica- 
tion of The Psychoanalytic Study of the 
Child has established. It is particularly 
rich and the contributions are uniformly 
excellent. As usual, the volume is divided 
into three sections “Contributions to Psy- 
choanalytic Theory,” “Aspects of Normal 
and Pathological Development,” and 
“Clinical Contributions.” 

It is in the nature of psychoanalytic in- 
vestigation to link closely clinical explora- 
tion and theory formation. This division 
into three parts, therefore, is only an ex- 
pression of emphasis, since all authors 
discuss all three aspects in every study. 
There are 25 papers in this volume and 
it would be impossible for a reviewer to 
address himself to each. To make a selec- 
tion is arbitrary and does not express a 
preference as to the significance of the con- 
tribution. 4 

The first presentation of Grete L. Bibring 
and collaborators, “A Study of the Psycho- 
logical Processes in Pregnancy and of the 
Earliest Mother-Child Relationship,” may 
be of interest because it explores, in a sys- 
tematic way, a theme which does not receive 
sufficient attention—pregnancy. Further- 
more, we find in it a statement of metho- 
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dology and a number of tables such as the 
“outline of variables” which can be used 
generally since it includes a listing of all 
those factors significant for most analytic 
studies. Psychoanalytic research limits it- 
self to only a few factors when the full range 
of all the interacting processes have been 
surveyed. We may then hope that the au- 
thors will follow up such an investigation 
by telling us of the hierarchy which they 
have found among the variables. There is 
also an outline of a chronology which will 
be of general interest. 

Sally Provence’s and Samuel Ritvo’s 
paper on “Effects of Deprivation on Insti- 
tutionalized Infants,” continues the discus- 
sion of a theme so long in the foreground in 
the mental health field. The number of 
children who grow up under deprivation of 
basic emotional nurturing are, from all 
our knowledge, increasing; therefore these 
investigations will be of interest far beyond 
the psychoanalytic circle. This paper’s de- 
tailed report on observation and psycho- 
logical testing brings us necessary informa- 
tion to demonstrate the drastic effect of the 
institutionalized atmosphere on child de- 
velopment. 

There are other papers in this volume 
which address themselves to this topic. 
There are “The Dread of Abandonment” 
by Rochlin and “On Sadness and Grief in 
Infancy and Childhood” by Mahler. There 
are papers in which psychological and or- 
ganic pathology are investigated. All of 
this indicates that psychoanalysis has ex- 
panded its role of inquiry far beyond the 
traditional interest in psychoneurosis. Vari- 
ous aspects of development, normal and 
pathological, and various techniques of in- 
vestigation are presented under the auspices 
of “The Psychoanalytic Study of the Child” 
in order to evolve a general theory of de- 
velopment.—PETER B. NeusBaAuErR, M.D., 

New York, N. Y. 
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HELPING YOUR CHILD 
IMPROVE HIS READING 


By Ruth Strang 
New York, E. P. Dutton & Co., Inc., 1962, 254 pp. 


This is a book of sane and practical advice 
to parents on their role in relation to their 
children’s reading development. It begins 
where it should begin by discussing the 
kinds of parental attitudes and parent- 
child relationships which are helpful or 
destructive in a child’s whole approach to 
the experience of learning to read. 

With much-needed emphasis on inherent 
individual differences in reading readiness 
and aptitude, the author then goes on to 
discuss children’s reading interests at vari- 
ous ages, the importance of engaging their 
interest, and the varied motivations which 
make them eager to read or “reluctant.” 

Especially valuable for parents are the 
chapters which deal specifically with the 
how and why of today’s teaching methods, 
about which many parents are puzzled or 
anxious or both. Here Dr. Strang deals 
with the “phonics” controversy in a well- 
balanced presentation of the varied ap- 
proaches—including phonics—intrinsic in 
any good teaching program. She effectively 
corrects many popular misconceptions, 
especially the widely-held one that today’s 
children are not learning to read as well as 
their parents, who learned by the “good 
old methods.” 

On the controversial problem of parental 
help, she offers a balanced policy—neither 
“hands-off” nor a takeover of the teacher’s 
function. She wisely counsels parents to 
inform themselves about modern teaching 
methods and goals, to understand their 
children’s needs and problems in relation 
to reading, and to stand by to assist by 
giving their encouragement and apprecia- 
tion, by listening and by reading aloud, 
thus participating in their children’s new 


and challenging reading adventures.— 
Joserre Franx, Child Study Association of 
America, New York, N. Y. 


CURRENT TRENDS IN PSYCHOLOG- 
ICAL THEORY: A BICENTENNIAL 
PROGRAM 


By Robert Patton, et al. 


Pittsburgh, University of Pittsburgh Press, 1961, 
229 pp. 

Eleven lectures under the auspices of the 
Department of Psychology in the School of 
Liberal Arts of the University of Pittsburgh, 
given in March, 1959, are combined in this, 
the tenth volume in the Current Trends 
Series. 

Others, published earlier, include Cur- 
rent Trends in Psychology; Current Trends 
in the Description and Analysis of Be- 
havior; and Current Trends in Social 
Psychology. 

Among the contributors and their topics 
are such well-known psychologists as 
Wayne Dennis (“A Decade in Review”); 
B. F. Skinner (“The Flight from the Labo- 
ratory”); Rosenzweig, Krech and Bennett 
(“Heredity, Environment, Brain Biochem- 
istry and Learning”); E. Lowell Kelly 
(“Clinical Psychology: The Postwar Dec- 
` ade”); and O. Hobart Mowrer (“Psycho- 
pathology and the Problems of Guilt, Con- 
fession, and Expiation”). Fourteen schol- 
ars representing four areas of psychology— 
physiological, learning, thinking and prob- 
lem solving, and personality—are pre- 
sented. 
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Several give historical papers. Dennis, 
Cartwright, Kelly, and Skinner each review 
the history of some aspect of psychology. 
Some of these are frankly proselytizing, 
while others are quite critical. Kelly’s 
article on clinical psychology to the prac- 
ticing clinician is provocative, at least, but 
lends substantial credence to the point of 
view of many that the instrumentality 
used by clinicians ought to be continuously 
revalidated. 

Skinner presents a lucid picture of the 
transition in psychology from the labora- 
tory to applied fields. He calls to young 
students to bring back to experimental 
psychology the energy, enthusiasm, and 
productivity of its earlier days. 

Other articles are theoretical in nature 
and discuss such divergent areas as the bio- 
chemical response to environmental stimuli 
and guilt and psychopathology. 

Each paper is followed by a generous 
bibliography, useful to young researchers 
in the respective fields. 

This readable and stimulating work 
should be made available to every under- 
graduate student interested in psychology.. 
It should prove equally useful as a text 
for nonpsychology graduate students; for 
instance, those in biology, sociology, or 
medicine, where an overview of psychology 
might be useful. All the articles are 
scholarly and interesting and should make 
many friends for psychology.—ALVIN Krass, 
The Henry Pollock, Memorial Clinic, 
Monmouth Medical Center, Long Branch, 
N. J. 
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Notes and Comments 


MESSAGE FROM THE PRESIDENT OF 
THE UNITED STATES RELATIVE 
TO MENTAL ILLNESS AND 

MENTAL RETARDATION 


FEBRUARY 5, 1963.—Referred to the Committee on 
Interstate and Foreign Commerce and ordered 
to be printed 


To the Congress of the United States: 


It is my intention to send shortly to the Con- 
gress a message pertaining to this Nation’s most 
urgent needs in the area of health improvement. 
But two health problems—because they are of 
such critical size and tragic impact, and because 
their susceptibility to public action is so much 
greater than the attention they have received—are 
deserving of a wholly new national approach and 
a separate message to the Congress. These twin 
problems are mental illness and mental retardation. 

From the earliest days of the Public Health 
Service to the latest research of the National In- 
stitutes of Health, the Federal Government has 
recognized its responsibilities to assist, stimulate, and 
channel public energies in attacking health prob- 
lems. Infectious epidemics are now largely under 
control. Most of the major diseases of the body 
are beginning to give ground in man’s increasing 
struggle to find their cause and cure. But the 
public understanding, treatment, and prevention of 
mental disabilities have not made comparable 
progress since the earliest days of modern history. 

Yet mental illness and mental retardation are 
among our most critical health problems. They 
occur more frequently, affect more people, require 
more prolonged treatment, cause more suffering by 
the families of the afflicted, waste more of our hu- 
man resources, and constitute more financial drain 
upon both the Public Treasury and the personal 
finances of the individual families than any other 
single condition. 

There are now about 800,000 such patients in 
this Nation’s institutions—600,000 for mental ill- 
ness and over 200,000 for mental retardation. Every 
year nearly 1,500,000 people receive treatment in 
institutions for the mentally ill and mentally re- 
tarded. Most of them are confined and compressed 
within an antiquated, vastly overcrowded, chain 
of custodial State institutions. The average amount 
expended on their care is only $4 a day—too little 
to do much good for the individual, but too much 
if measured in terms of efficient use of our mental 
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health dollars. In some States the average is less 
than $2 a day. 

The total cost to the taxpayers is over $2.4 bil- 
lion a year in direct public outlays for services— 
about $1.8 billion for mental illness and $600 mil- 
lion for mental retardation, Indirect public out- 
lays, in welfare costs and in the waste of human 
resources, are even higher. But the anguish suffered 
both by those afflicted and by their families tran- 
scends financial statistics—particularly in view of 
the fact that both mental illness and mental re- 
tardation strike so often in childhood, leading in 
most cases to a lifetime of disablement for the 
patient and a lifetime of hardship for his family. 

This situation has been tolerated far too long. 
It has troubled our national conscience—but only 
as a problem unpleasant to mention, easy to post- 
pone, and despairing of solution. The Federal 
Government, despite the nationwide impact of the 
problem, has largely left the solutions up to the 
States. The States have depended on custodial 
hospitals and homes. Many such hospitals and 
homes have been shamefully understaffed, over- 
crowded, unpleasant institutions from which death 
too often provided the only firm hope of release. 

The time has come for a bold new approach. 
New medical, scientific, and social tools and insights 
are now available. A series of comprehensive stud- 
ies initiated by the Congress, the executive branch, 
and interested private groups have been completed 
and all point in the same direction. 

Governments at every level—Federal, State, and 
local—private foundations and individual citizens 
must all face up to their responsibilites in this 
area. Our attack must be focused on three major 
objectives: 

First, we must seek out the causes of mental ill- 
ness and of mental retardation and eradicate them. 
Here, more than in any other area, “an ounce of 
prevention is worth more than a pound of cure.” 
For prevention is far more desirable for all con- 
cerned. It is far more economical and it is far 
more likely to be successful. Prevention will re- 
quire both selected specific programs directed espe- 
cially at known causes, and the general strengthen- 
ing of our fundamental community, social welfare, 
and educational programs which can do much to 
eliminate or correct the harsh environmental con- 
ditions which often are associated with mental re- 
tardation and mental illness. The proposals con- 
tained in my earlier message to the Congress on 
education and those which will be contained in 
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a later message I will send on the Nation’s health 
will also help achieve this objective. 

Second, we must strengthen the underlying re- 
sources of knowledge and, above all, of skilled 
manpower which are necessary to mount and sus- 
tain our attack on mental disability for many years 
to come. Personnel from many of the same pro- 
fessions serve both the mentally ill and the men- 
tally retarded. We must increase our existing 
training programs and launch new ones, for our 
efforts cannot succeed unless we increase by several- 
fold in the next decade the number of professional 
and subprofessional personnel who work in these 
fields. My proposals on the health professions and 
aid for higher education are essential to this goal, 
and both the proposed youth employment program 
and a national service corps can be of immense 
help. We must also expand our research efforts 
if we are to learn more about how to prevent and 
treat the crippling or malfunction of the mind. 

Third, we must strengthen and improve the 
Programs and facilities serving the mentally ill 
and the mentally retarded. The emphasis should 
be upon timely and intensive diagnosis, treatment, 
training, and rehabilitation so that the mentally 
afflicted can be cured or their functions restored 
to the extent possible. Services to both the men- 
tally ill and to the mentally retarded must be 
community based and provide a range of services 
to meet community needs. 

It is with these objectives in mind that I am 
Proposing a new approach to mental illness and 
to mental retardation. This approach is designed, 
in large measure, to use Federal resources to stimu- 
late State, local, and private action. When carried 
out, reliance on the cold mercy of custodial isola- 
tion will be supplanted by the open warmth of 
community concern and capability. Emphasis on 
Prevention, treatment, and rehabilitation will be 
Substituted for a desultory interest in confining 
Patients in an institution to wither away. 

In an effort to hold domestic expenditures down 
in a period of tax reduction, I have postponed new 
Programs and reduced added expenditures in all 
areas when that could be done. But we cannot 
afford to Postpone any longer a reversal in our 
approach to mental affliction, For too long the 
Shabby treatment of the many millions of the 
mentally disabled in custodial institutions and many 
millions more now in communities needing help 
has been justified on grounds of inadequate funds, 
further studies, and future promises. We can 
PYocrastinate no more. The national mental health 
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program and the national program to combat men- 
tal retardation herein proposed warrant prompt 
congressional attention, 


I. A NATIONAL PROGRAM FoR MENTAL HEALTH 


I propose a national mental health program to 
assist in the inauguration of a wholly new emphasis 
and approach to care for the mentally ill. This 
approach relies primarily upon the new knowledge 
and new drugs acquired and developed in recent 
years which make it possible for most of the men- 
tally ill to be successfully and quickly treated in 
their own communities and returned to a useful 
Place in society. 

These breakthroughs have rendered obsolete the 
traditional methods of treatment which imposed 
upon the mentally ill a social quarantine, a pro- 
longed or permanent confinement in huge, unhappy 
mental hospitals where they were out of sight and 
forgotten. I am not unappreciative of the efforts 
undertaken by many States to improve conditions 
in these hospitals, or the dedicated work of many 
hospital staff members, But their task has been 
staggering and the results too often dismal, as the 
comprehensive study by the Joint Commission on 
Mental Illness and Health pointed out in 1961. 
Some States have at times been forced to crowd 
five, ten, or even fifteen thousand people into one 
large understaffed institution. Imposed largely for 
reasons of economy, such practices were costly in 
human terms, as well as in a real economic sense. 
The following statistics are illustrative: 


Nearly one-fifth of the 279 State mental institu- 
tions are fire and health hazards; three-fourths 
of them were opened prior to World War I. 

Nearly half of the 530,000 patients in our State 
mental hospitals are in institutions with over 
3,000 patients, where individual care and con- 
sideration are almost impossible. 

Many of these institutions have less than half 
the professional staff required—with less than 
1 psychiatrist for every 360 patients, 

Forty-five percent of their inmates have been 
hospitalized continuously for 10 years or more. 


But there are hopeful signs. In recent years the 
increasing trend toward higher and higher con- 
centrations in these institutions has been reversed 
—by the use of new drugs, by the increasing public 
awareness of the nature of mental illness, and by 
a trend toward the provision of community facili- 
ties, including psychiatric beds in general hospitals, 
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day care centers, and outpatient psychiatric clinics. 
Community general hospitals in 1961 treated and 
discharged as cured more than 200,000 psychiatric 
patients. 

I am convinced that, if we apply our medical 
knowledge and social insights fully, all but a small 
portion of the mentally ill can eventually achieve 
a wholesome and constructive social adjustment. It 
has been demonstrated that two out of three schizo- 
phrenics—our largest category of mentally ill—can 
be treated and released within 6 months, but under 
the conditions that prevail today the average stay 
for schizophrenia is 11 years. In 11 States, by the 
use of modern techniques, 7 out of every 10 schizo- 
phrenia patients admitted were discharged within 
9 months. In one instance, where a State hospital 
deliberately sought an alternative to hospitaliza- 
tion in those patients about to be admitted, it was 
able to treat successfully in the community 50 per- 
cent of them, It is clear that a concerted national 
attack on mental disorders is now both possible and 
practical. 

If we launch a broad new mental health program 
now, it will be possible within a decade or two 
to reduce the number of patients now under custo- 
dial care by 50 percent or more. Many more men- 
tally ill can be helped to remain in their own homes 
without hardship to themselves or their families. 
Those who are hospitalized can be helped to return 
to their own communities. All but a small propor- 
tion can be restored to useful life. We can spare 
them and their families much of the misery which 
mental illness now entails. We can save public 
funds and we can conserve our manpower resources. 


1. Comprehensive community mental health 
centers 

Central to a new mental health program is com- 
prehensive community care. Merely pouring Fed- 
eral funds into a continuation of the outmoded 
type of institutional care which now prevails would 
make little difference. We need a new type of 
health facility, one which will return mental health 
care to the main stream of American medicine, and 
at the same time upgrade mental health services. 
I recommend, therefore, that the Congress (l) 
authorize grants to the States for the construction 
of comprehensive community mental health centers, 
beginning in fiscal year 1965, with the Federal 
Government providing 45 to 75 percent of the 
project cost; (2) authorize short-term project grants 
for the initial staffing costs of comprehensive com- 
munity mental health centers, with the Federal 
Government providing up to 75 percent of the cost 
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in the early months, on a gradually declining basis, 
terminating such support for a project within 
slightly over 4 years; and (3) to facilitate the prepa- i 
ration of community plans for these new facilities k 
as a necessary preliminary to any construction or 
staffing assistance, appropriate $4.2 million for plan- y 
ning grants under the National Institute of Mental 
Health. These planning funds, which would be in 4 
addition to a similar amount appropriated for fiscal 
year 1963, have been included in my proposed 1964 
budget. 

While the essential concept of the comprehensive | 
community mental health center is new, the sepa- ` 
rate elements which would be combined in it are 
presently found in many communities: diagnostic 
and evaluation services, emergency psychiatric units, 
outpatient services, inpatient services, day and night | 
care, foster home care, rehabilitation, consultative 
services to other community agencies, and mental 
health information and education. A 

These centers will focus community resources — 
and provide better community facilities for all as- 
pects of mental health care. Prevention as well as 
treatment will be a major activity. Located in the 


ter would make possible a better understanding of 
his needs, a more cordial atmosphere for his >- 
covery, and a continuum of treatment. As his needs 
change, the patient could move without delay or 
difficulty to different services—from diagnosis, to | 
cure, to rehabilitation—without need to ttansfer — 
to different institutions located in different com- 
munities. 

A comprehensive community mental health cen- — 
ter in receipt of Federal aid may be sponsored 
through a variety of local organizational arrange- < 
ments, Construction can follow the successful Hill- 
Burton pattern, under which the Federal Govern- 
ment matches public or voluntary nonprofit funds, | 
Ideally, the center could be located at an appropri 
ate community general hospital, many of which | 
already have psychiatric units, In such instances, — 
additional services and facilities could be add 
either all at once or in several stages—to fill out 
the comprehensive program. In some instances, aa 
existing outpatient psychiatric clinic might fo: 
the nucleus of such a center, its work exp 
and integrated with other services in the con 
nity, Centers could also function effectively 
a variety of other auspices: as affiliates of Sti 
mental hospitals, under State or local gov n 
or under voluntary nonprofit sponsorship. 

Private physicians, including general practi 
ers, psychiatrists, and other medical 
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would all be able to participate directly and co- 
operatively in the work of the center, For the 
first time, a large proportion of our private practi- 
tioners will have the opportunity to treat their 
patients in a mental health facility served by an 
auxiliary professional staff that is directly and 
quickly available for outpatient and inpatient care. 
While these centers will be primarily designed 
to serve the mental health needs of the commu- 
nity, the mentally retarded should not be excluded 
from these centers if emotional problems exist. 
They should also offer the services of special thera- 
pists and consultation services to parents, school 
systems, health departments, and other public and 
private agencies concerned with mental retardation. 
The services provided by these centers should be 
financed in the same way as other medical and 
hospital costs, At one time, this was not feasible 
in the case of mental illness, where prognosis al- 
most invariably called for long and often permanent 
courses of treatment. But tranquilizers and new 
therapeutic methods now permit mental illness to 
be treated successfully in a very high proportion 
of cases within relatively short periods of time— 
weeks or months, rather than years. 
Consequently, individual fees for services, indi- 
vidual and group insurance, other third-party pay- 
ments, voluntary and private contributions, and 
State and local aid can now better bear the con- 
tinuing burden of these costs to the individual 
patient after these services are established. Long- 
range Federal subsidies for operating costs are 
neither necessary nor desirable. Nevertheless, be- 
cause this is a new and expensive undertaking for 
most communities, temporary Federal aid to help 
them meet the initial burden of establishing and 
Placing centers in operation is desirable. Such as- 
sistance would be stimulatory in purpose, granted 
on a declining basis and terminated in a few years. 
The success of this pattern of local and private 
financing will depend in large part upon the de- 
velopment of appropriate arrangements for health 
insurance, particularly in the private sector of our 
economy. Recent studies have indicated that men- 
tal health care—particularly the cost of diagnosis 
and short-term therapy, which would be major 
components of service in the new centers—is in- 
Surable at a moderate cost. 

ii I have directed the Secretary of Health, Educa- 
tion, and Welfare to explore steps for encouraging 
and stimulating the expansion of private voluntary 
health insurance to include mental health care. I 
have also initiated a review of existing Federal pro- 
grams, such as the health benefits program for 
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Federal personnel, to determine whether further 
measures may be necessary and desirable to increase 
their provisions for mental health care. 

These comprehensive community mental health 
centers should become operational at the earliest 
feasible date. I recommend that we make a major 
demonstration effort in the early years of the pro- 
gram to be expanded to all major communities as 
the necessary manpower and facilities become 
available. 

It is to be hoped that within a few years the 
combination of increased mental health insurance 
coverage, added State and local support, and the 
redirection of State resources from State mental 
institutions will help achieve our goal of having 
community-centered mental health services readily 
accessible to all. 


2, Improved care in State mental institutions 


Until the community mental health center pro- 
gram deyelops fully, it is imperative that the quality 
of care in existing State mental institutions be im- 
proved. By strengthening their therapeutic services, 
by becoming open institutions serving their local 
communities, many such institutions can perform 
a valuable transitional role. The Federal Govern- 
ment can assist materially by encouraging State 
mental institutions to undertake intensive demon- 
stration and pilot projects, to improve the quality 
of care, and to provide inservice training for per- 
sonnel manning these institutions. ‘ 

This should be done through special grants for 
demonstration projects for inpatient care and in- 
service training. I recommend that $10 million be 
appropriated for such purposes, 


3. Research and manpower 


Although we embark on a major national action 
program for mental health, there is still much 
more we need to know. We must not relax our 
effort to push back the frontiers of knowledge in 
basic and applied research into the mental processes, 
in therapy, and in other phases of research with a 
bearing upon mental illness. More needs to be 
done also to translate research findings into im- 
proved practices. I recommend an expansion of 
clinical, laboratory, and field research in mental 
illness and mental health. y 

Availability of trained manpower is a major fac- 
tor in the determination of how fast we can expand 
our research and expand our new action program 
in the mental health field. At present manpower 
shortages exist in virtually all of the key profes- 
sional and auxiliary personnel categories—psychi- 
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atrists, clinical psychologists, social workers, and 
Psychiatric nurses. To achieve success, the current 
supply of professional manpower in these fields 
must be sharply increased—from about 45,000 in 
1960 to approximately 85,000 by 1970. To help 
move toward this goal I recommend the appropria- 
tion of $66 million for training of personnel, an 
increase of $17 million over the current fiscal year. 

I have, in addition, directed that the Manpower 
Development and Training Act be used to assist 
in the training of psychiatric aids and other aux- 
iliary personnel for employment in mental institu- 
tions and community centers. 

Success of these specialized training programs, 
however, requires that they be undergirded by basic 
training programs. It is essential to the success 
of our new national mental health program that 
Congress enact legislation authorizing aid to train 
more physicians and related health personnel, I 
will discuss this measure at greater length in the 
message on health which I will send to the Con- 
gress shortly, 


II. A NATIONAL PROGRAM TO COMBAT MENTAL 
RETARDATION 


Mental retardation stems from many causes, It 
can result from mongolism, birth injury or infec- 
tion, or any of a host of conditions that cause a 
faulty or arrested development of intelligence to 
such an extent that the individual’s ability to learn 
and to adapt to the demands of society is impaired. 
Once the damage is done, lifetime incapacity is 
likely. With early detection, suitable care and 
training, however, a significant improvement in 
social ability and in personal adjustment and 
achievement can be achieved. 

The care and treatment of mental retardation, 
and research into its causes and cure, have—as in 
the case of mental illness—been too long neglected. 
Mental retardation ranks as a major national health, 
social and economic problem. It strikes our most 
precious asset—our children. It disables 10 times 
as many people as diabetes, 20 times as many as 
tuberculosis, 25 times as many as muscular dys- 
trophy, and 600 times as many as infantile paralysis. 
About 400,000 children are so retarded they re- 
quire constant care or supervision; more than 
200,000 of these are in residential institutions. 
There are between 5 and 6 million mentally re- 
tarded children and adults—an estimated 3 per- 
cent of the population. Yet, despite these grim 
statistics, and despite an admirable effort by private 
voluntary associations, until a decade ago not a 
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single State health department offered any special 
community services for the mentally retarded or 
their families, 

States and local communities spend $300 million 
a year for residential treatment of the mentally 
retarded, and another $250 million for special edu- 
cation, welfare, rehabilitation, and other benefits 
and services. The Federal Government will this 
year obligate $37 million for research, training 
and special services for the retarded and about 
three times as much for their income maintenance, 
But these efforts are fragmented and inadequate, 

Mental retardation strikes children without re- 
gard for class, creed, or economic level. Each year 
Sees an estimated 126,000 new cases. But it hits 
more often—and harder—at the underprivileged 
and the poor; and most often of all—and most 
severely—in city tenements and rural slums where 
there are heavy concentrations of families with 
Poor education and low income. 

‘There are very significant variations in the im- 
Pact of the incidence of mental retardation, Draft 
rejections for mental deficiency during World War 
II were 14 times as heavy in States with low in- 
comes as in others. In some slum areas 10 to 30 
percent of the school-age children are mentally 
retarded, while in the very same cities more pros- 
Perous neighborhoods have only 1 or 2 percent 
retarded, 

There is every reason to believe that we stand 
on the threshold of major advances in this field. 
Medical knowledge can now identify precise causes 
of retardation in 15 to 25 Percent of the cases, This 
itself is a major advance. Those identified are 
usually cases in which there are severe organic in- 
juries or gross brain damage from disease. Severe 
cases of mental retardation of this type are natu- 
rally more evenly spread throughout the population 
than mild retardation; but even here poor families 
suffer disproportionately. In most of the mild 
cases, although specific physical and neurological 
defects are usually not diagnosable with present 
biomedical techniques, research is rapidly adding 
to our knowledge of specific causes: German measles 
during the first 3 months of Pregnancy, Rh blood 
factor incompatibility in newborn infants, lead 
Poisoning of infants, faulty body chemistry in such 
diseases as phenylketonuria and galactosemia, and 
many others. 

Many of the specific causes of mental retardation 
are still obscure, Socioeconomic and medical evi- 
dence gathered by a panel which I appointed in 
1961, however, shows a major causative role for 
adverse social, economic, and cultural factors, Fami- 
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lies who are deprived of the basic necessities of 
life, opportunity, and motivation have a high pro- 
portion of the Nation’s retarded children. Unfavor- 
able health factors clearly play a major role. Lack 
of prenatal and postnatal health care, in particular, 
leads to the birth of brain-damaged children or 
to an inadequate physical and neurological develop- 
ment. Areas of high infant mortality are often 
the same areas with a high incidence of mental 
retardation, Studies have shown that women lack- 
ing prenatal care have a much higher likelihood 
of having mentally retarded children. Deprivation 
of a child’s opportunities for learning slows develop- 
ment in slum and distressed areas. Genetic, heredi- 
tary, and other biomedical factors also play a major 
part in the causes of mental retardation. 

The American people, acting through their Gov- 
ernment where necessary, have an obligation to 
prevent mental retardation, whenever possible, 
and to ameliorate it when it is present. I am, 
therefore, recommending action on a comprehensive 
program to attack this affliction. The only feasible 
program with a hope for success must not only aim 
at the specific causes and the control of mental 
Tetardation but seek solutions to the broader prob- 
lems of our society with which mental retardation 
is so intimately related. 

The panel which I appointed reported that, with 
present knowledge, at least half and hopefully more 
than half, of all mental retardation cases can be 
prevented through this kind of “broad spectrum” 
attack—aimed at both the specific causes which 
Medical science has identified, and at the broader 
adverse social, economic, and cultural conditions 
with which incidence of mental retardation is so 
heavily correlated. At the same time research must 
go ahead in all these categories, calling upon the 
best efforts of many types of scientists, from the 
geneticist to the sociologist. 

The fact that mental retardation ordinarily exists 
from birth or early childhood, the highly specialized 
Medical, psychological, and educational evaluations 
which are required, and the complex and unique 
Social, educational, and vocational lifetime needs 
of the retarded individual, all require that there 
be developed a comprehensive approach to this 
Specific problem. 


1. Prevention 


t; Prevention should be given the highest priority 
in this effort. Our general health, education, wel- 
fare, and urban renewal programs will make a 
major contribution in overcoming adverse social 
and economic conditions. More adequate medical 
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care, nutrition, housing, and educational opportu- 
nities can reduce mental retardation to the low 
incidence which has been achieved in some other 
nations. The recommendations for strengthening 
American education which I have made to the 
Congress in my message on education will con- 
tribute toward this objective as will the proposals 
contained in my forthcoming health message. 

New programs for comprehensive maternity and 
infant care and for the improvement of our educa- 
tional services are also needed. Particular attention 
should be directed toward the development of such 
services for slum and distressed areas. Among ex- 
pectant mothers who do not receive prenatal care, 
more than 20 percent of all births are premature— 
two or three times the rate of prematurity among 
those who do receive adequate care. Premature 
infants have two or three times as many physical 
defects and 50 percent more illnesses than full- 
term infants. The smallest premature babies are 
10 times more likely to be mentally retarded. 

All of these statistics point to the direct relation- 
ship between lack of prenatal care and mental re- 
tardation. Poverty and medical indigency are at 
the root of most of this problem. An estimated 35 
percent of the mothers in cities over 100,000 popu- 
lation are medically indigent. In 138 large cities 
of the country an estimated 455,000 women each 
year lack resources to pay for adequate health care 
during pregnancy and following birth. Between 
20 and 60 percent of the mothers receiving care 
in public hospitals in some large cities receive in- 
adequate or no prenatal care—and mental retarda- 
tion is more prevalent in these areas, 

Our existing State and Federal child health pro- 
grams, though playing a useful and necessary role, 
do not provide the needed comprehensive care for 
this high-risk group. To enable the States and 
localities to move ahead more rapidly in combating 
mental retardation and other childhood disabilities 
through the new therapeutic measures being de- 
veloped by medical science, I am recommending: 


(a) A new 5-year program of project grants to 
stimulate State and local health departments to 
plan, initiate, and develop comprehensive mater- 
nity and child health care service programs, help- 
ing primarily families in this high-risk group 
who are otherwise unable to pay for needed 
medical care. These grants would be used to 
provide medical care, hospital care, and addi- 
tional nursing services, and to expand the num- 
ber of prenatal clinics. Prenatal and post partum 
care would be more accessible to mothers. I 
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recommend that the initial appropriation for 
this purpose be $5 million, allocated on a project 
basis, rising to an annual appropriation of $30 
million by the third year. 

(b) Doubling the existing $25 million annual 
authorization for Federal grants for maternal and 
child health, a significant portion of which will 
be used for the mentally retarded. 

(c) Doubling over a period of 7 years the 
present $25 million annual authorization for Fed- 
eral grants for crippled children’s services. 


Cultural and educational deprivation resulting in 

mental retardation can also be prevented. Studies 
have demonstrated that large numbers of children 
in urban and rural slums, including preschool chil- 
dren, lack the stimulus necessary for proper de- 
velopment in their intelligence. Even when there 
is no organic impairment, prolonged neglect and 
a lack of stimulus and opportunity for learning can 
result in the failure of young minds to develop. 
Other studies have shown that, if proper opportu- 
nities for learning are provided early enough, many 
of these deprived children can and will learn and 
achieve as much as children from more favored 
neighborhoods. This self-perpetuating intellectual 
blight should not be allowed to continue. 
- In my recent message on education, I recom- 
mended that at least 10 percent of the proposed 
aid for elementary and secondary education be com- 
mitted by the States to special project grants de- 
signed to stimulate and make possible the improve- 
ment of educational opportunities particularly in 
slum and distressed areas, both urban and rural. 
I again urge special consideration by the Congress 
for this proposal. It will not only help improve 
educational quality and provide equal opportunity 
in areas which need assistance; it will also serve 
humanity by helping prevent mental retardation 
among the children in such culturally deprived 
areas. 


2. Community services 


As in the case of mental illnesses, there is also 
a desperate need for community facilities and serv- 
ices for the mentally retarded. We must move 
from the outmoded use of distant custodial institu- 
tions to the concept of community-centered agencies 
that will provide a coordinated range of timely 
diagnostic, health, educational, training, rehabilita- 
tion, employment, welfare, and legal protection 
services. For those retarded children or adults who 
cannot be maintained at home by their own fami- 
lies, a new pattern of institutional services is needed. 
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The key to the development of this comprehen- 
sive new approach toward services for the mentally 
retarded is twofold. First, there must be public 
understanding and community planning to meet 
all problems. Second, there must be made avail- 
able a continuum of services covering the entire 
range of needs. States and communities need to 
appraise their needs and resources, review current 
programs, and undertake preliminary actions lead- 
ing to comprehensive State and community ap- 
proaches to these objectives. To stimulate public 
awareness and the development of comprehensive 
plans, I recommend legislation to establish a pro- 
gram of special project grants to the States for 
financing State reviews of needs and programs in 
the field of mental retardation. 

A total of $2 million is recommended for this 
purpose. Grants will be awarded on a selective 
basis to State agencies presenting acceptable propo- 
sals for this broad interdisciplinary planning ac- 
tivity. The purpose of these grants is to provide 
for every State an opportunity to begin to develop 
a comprehensive, integrated program to meet all 
the needs of the retarded. Additional support for 
planning health-related facilities and services will 
be available from the expanding planning grant 
program for the Public Health Service which I 
will recommend in my forthcoming message on 
health. 

To assist the States and local communities to con- 
struct the facilities which these surveys justify and 
plan, I recommend that the Congress authorize 
matching grants for the construction of public 
and other nonprofit facilities, including centers for 
the comprehensive treatment, training, and care of 
the mentally retarded. Every community should 
be encouraged to include provision for meeting the 
health requirements of retarded individuals in 
planning its broader health services and facilities. 

Because care of the mentally retarded has tradi- 
tionally been isolated from centers of medical and 
nursing education, it is particularly important to 
develop facilities which will increase the role of 
highly qualified universities in the improvement 
and provision of services and the training of spe- 
cialized personnel. Among the various types of 
facilities for which grants would be authorized, the 
legislation I am proposing will permit grants of 
Federal funds for the construction of facilities for 
(1) inpatient clinical units as an integral part of 
university-associated hospitals in which specialists 
on mental retardation would serve; (2) outpatient 
diagnostic, evaluation, and treatment clinics associ- 
ated with such hospitals, including facilities for 


special training; and (3) satellite clinics in outlying 
cities and counties for provision of services to the 
retarded through existing State and local commu- 
nity programs, including those financed by the 
Children’s Bureau, in which universities will partici- 
pate. Grants of $5 million a year will be provided 
for these purposes within the total authorizations 
for facilities in 1965 and this will be increased to 
$10 million in subsequent years. 

Such clinical and teaching facilities will provide 
superior care for the retarded and will also aug- 
ment teaching and training facilities for specialists 
in mental retardation, including physicians, nurses, 
psychologists, social workers, and speech and other 
therapists. Funds for operation of such facilities 
would come from State, local, and private sources. 
Other existing or proposed programs of the Chil- 
dren’s Bureau, of the Public Health Service, of 
the Office of Education, and of the Department of 
Labor can provide additional resources for demon- 
stration purposes and for training personnel. 

A full-scale attack on mental retardation also 
requires an expansion of special education, train- 
ing, and rehabilitation services. Largely due to 
the lack of qualified teachers, college instructors, 
directors, and supervisors, only about one-fourth 
of the 1,250,000 retarded children of school age 
now have access to special education. During the 
past 4 years, with Federal support, there has been 
some improvement in the training of leadership 
personnel. However, teachers of handicapped chil- 
dren, including the mentally retarded, are still 
Woefully insufficient in number and training. As 
I pointed out in the message on education, legisla- 
tion is needed to increase the output of college 
instructors and classroom teachers for handicapped 
children. 

I am asking the Office of Education to place a 
new emphasis on research in the learning process, 
expedite the application of research findings to 
teaching methods for the mentally retarded, sup- 
Port studies on improvement of curriculums, de- 
Velop teaching aids, and stimulate the training of 
Special teachers. 

Vocational training, youth employment, and vo- 
cational rehabilitation programs can all help release 
the untapped potentialities of mentally retarded 
individuals. This requires expansion and improve- 
ment of our vocational educational programs, as 
already recommended; and, in a subsequent mes- 
Sage, I will present proposals for needed youth em- 
Ployment programs. 

Currently rehabilitation services can only be pro- 
vided to disabled individuals for whom, at the 
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outset, a vocational potential can be definitely estab- 
lished. This requirement frequently excludes the 
mentally retarded from the vocational rehabilitation - 
program. I recommend legislation to permit re- 
habilitation services to be provided to a mentally 
retarded person for up to 18 months, to determine 
whether he has sufficient potential to be rehabili- 
tated vocationally, .I also recommend legislation 
establishing a new program to help public and 
private nonprofit organizations to construct, equip, 
and staff rehabilitation facilities and workshops, 
making particular provision for the mentally 
retarded. 

State institutions for the mentally retarded are 
badly underfinanced, understaffed, and overcrowded, 
The standard of care is in most instances so grossly 
deficient as to shock the conscience of all who see 
them. 

I recommend the appropriation under existing 
law of project grants to State institutions for the 
mentally retarded, with an initial appropriation 
of $5 million to be increased in subsequent years 
to a level of at least $10 million. Such grants would 
be awarded, upon presentation of a plan meeting 
criteria established by the Secretary of Health, Edu- 
cation, and Welfare, to State institutions under- 
taking to upgrade the quality of residential services — 
through demonstration, research, and pilot projects 
designed to improve the quality of care in such 
institutions and to provide impetus to inservice 
training and the education of professional personnel. 


3. Research 


Our single greatest challenge in this area is still 
the discovery of the causes and treatment of mental 
retardation. To do this we must expand our re- 
sources for the pursuit and application of scientific 
knowledge related to this problem, This will re- 
quire the training of medical, behavioral, and other 
professional specialists to staff a growing effort. 
The new National Institute of Child Health and 
Human Development which was authorized by the 
87th Congress is already embarked on this task. 

To provide an additional focus for research into 
the complex mysteries of mental retardation, I 
recommend legislation to authorize the establish- 
ment of centers for research in human development, 
including the training of scientific personnel. Funds 
for 3 such centers are included in the 1964 budget; 
ultimately 10 centers for clinical, laboratory, be- 
havioral, and social science research should be 
established. The importance of these problems 
justifies the talents of our best minds. No single 
discipline or science holds the answer. These cen- 
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ters must, therefore, be established on an inter- 
disciplinary basis. 

Similarly, in order to foster the further develop- 
ment of new techniques for the improvement of 
child health, I am also recommending new research 
authority to the Children’s Bureau for research 
in maternal and child health and crippled children’s 
services. 

But, once again, the shortage of professional man- 
power seriously compromises both research and 
service efforts. The insufficient numbers of medical 
and nursing training centers now available too often 
lack a clinical focus on the problems of mental 
retardation comparable to the psychiatric teaching 
services relating to care of the mentally ill. 

. . . 

We as a Nation have long neglected the mentally 
ill and the mentally retarded. This neglect must 
end, if our Nation is to live up to its own stand- 
ards of compassion and dignity and achieve the 
maximum use of its manpower. 

This tradition of neglect must be replaced by 
forceful and far-reaching programs carried out at 
all levels of government, by private individuals and 
by State and local agencies in every part of the 
Union. 

We must act— 


to bestow the full benefits of our society on 
those who suffer from mental disabilities; 

to prevent the occurrence of mental illness and 
mental retardation wherever and whenever pos- 
sible; 

to provide for early diagnosis and continuous 
and comprehensive care, in the community, of 
those suffering from these disorders; 

to stimulate improvements in the level of care 
given the mentally disabled in our State and 
private institutions, and to reorient those pro- 
grams to a community-centered approach; 

to reduce, over a number of years, and by 
hundreds of thousands, the persons confined to 
these institutions; 

to retain in and return to the community the 
mentally ill and mentally retarded, and there to 
restore and revitalize their lives through better 
health programs and strengthened educational 
and rehabilitation services; and 

to reinforce the will and capacity of our com- 
munities to meet these problems, in order that 
the communities, in turn, can reinforce the will 
and capacity of individuals and individual 
families. 
We must promote—to the best of our ability and 
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by all possible and appropriate means—the mental” 
and physical health of all our citizens. w 
To achieve these important ends, I urge th 
the Congress favorably act upon the foregoing 
recommendations. P 
Jonn F. KENNEDY. 

Tue Wuite House, February 5, 1963. 
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Historical survey of psychiatric 


epidemiology in Asia 


The call for a paper such as this seems to 
be particularly justified when it is given 
the task of dealing with psychiatric epidem- 
iology in Asia. There are a number of 
reasons. 

First of all, no study of this sort has ever 
been attempted, at least has never been 
published, to my knowledge. Second, psy- 
chiatric epidemiology is a new scientific 
discipline. It is only within the last decade 
that this term has appeared frequently in 
medical journals, even in advanced coun- 
tries. The vast majority of works which 
have some bearing on this subject have 
never been classified or indexed under this 
category. Therefore, there is a need to 
search for them and to group them into 
this new scientific discipline. 

Third, Asia is a vast area with complex 
racial, social and cultural admixtures. 
Frankly, I personally have no knowledge 
as to where to draw the boundary of 
Asia precisely. The poor, if any, communi- 
cation of scientific knowledge among the 


countries or research centers in the past 
adds further justification to the need for 
collecting and classifying the information. 

In practice, however, the mere attempt 
to obtain some useful information on the 
major current activities in each country 
has proved a formidable task. A compre- 
hensive survey of all the records and pub- 
lications of present and past, in all the 
countries, is a herculean task which no one 
single individual is able to undertake 
within a short span of time. This is impos- 
sible, ironically enough, for the very same 
reasons that call for such an undertaking. 
The scope of this paper is therefore much 
more limited than the pretentious title 
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would indicate. This paper will merely 
represent the initial effort of the whole 
undertaking, anticipating that others will 
follow, by supplementing more informa- 
tion, correcting the false information, 
establishing more efficient means of com- 
munication for further exchange of expe- 
riences, and making possible the eventual 
publication of a paper which will provide 
a complete historical survey of psychiatric 
epidemiology in Asia. As the German 
proverb says: “Schon begonnen, halb 
gewonnen”—“Once begun, half won.” 
Someone has to make a start. I feel greatly 
honored to be given this task, and I accept 
this challenge on behalf of all of us. 

The introduction of psychiatry—as a 
branch of the medical profession—to most 
Asian countries started toward the end of 
the nineteenth century and most of its work 
was, and still it, in many countries, confined 
to a few mental hospitals and clinics deal- 
ing with psychotic patients and psycho- 
pathic criminals. The primary function of 
these establishments consisted in keeping 
the patients away from the community for 
the protection of society, with the treat- 
ment of the patients being given only 
secondary importance in most cases. It was 
only in the late nineteen thirties and forties 
that modern treatment methods and new 
concepts of comprehensive psychiatric 
services were introduced and, accordingly, 
some new developments started to take 
place in a few countries. 

Improvement of mental hospital services 
and psychiatric clinics, training of psychi- 
atric personnel, teaching of psychiatry to 
undergraduate students, initiation of com- 
munity mental health programs and re- 
search activities, and the co-operation of 
other human science disciplines are making 
headway in several countries. It should be 
noted that the developments are extremely 
uneven among the countries, and very few 
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countries are making progress—just a f 
oases in the desert—although some of 
oases are rapidly developing into produce 
tive villages with a bright future. It 
against the background of psychiatry 
the record of psychiatric epidemiol 
should be viewed and the plans for 
future pursuit be projected. For epidem 

ology of mental disorders cannot exist oF 
develop without psychiatry. 4 

The early records of interest are foun 
among the writings of occidental psych 
atrists who visited Asia for a short peri 
In those days such observations w 
classified under “comparative psychiatry” 
or “Vergleichende Psychiatrie,” and th 
focus was on comparing the psychia 
conditions—frequency or clinical pict 
of different cultural groups. 

It is of great interest to note that 
most important classic in “comparati 
psychiatry,” written by Kraepelin (13), 
was based on his observations at th 
Buitenzorg Mental Hospital in Java. I 
comparing the native and European 
mates of the mental hospital, he discerned 
several differences. For instance, demen 
paralytica (general paresis of insanity) 


while there were 8 of these among 
50 Europeans. 

Dementia praecox (schizophrenia) on 
whole was not infrequently observed amoi 
the native inmates, but showed severa 
characteristic features: for instance, 
catatonic manifestations were rare; 
auditory hallucination played a minor rol 
and the systematic delusion was absent. 
reference to manic-depressive psychosis, 
reported that, while the repeated mai 
excitement was quite commonplace, ¢ 
pression was only observed in a transi 
and mild form and the delusion of 
was totally lacking. Van Wulfften-F 
(31) supported Kraepelin’s observations 


manic-depressive psychosis of the Javanese 
—the relatively infrequent and milder 
manifestation of depression—as compared 
to the Chinese. In the same vein, Seligman 
(24) reported the absence of religious de- 
lusion with guilt among Japanese patients 
and attributed this to the “cheerful” nature 
of Japanese religion. Reports were also 
made on the existence of schizophrenic 
type of psychosis in different racial and 
cultural groups, such as among the Papuan 
of British New Guinea (23). 

There is one more aspect of comparative 
psychiatry which is of great interest to us; 
i.e. the presence of specific types of mental 
disorder peculiar to certain cultural groups. 
For instance, Latah—characterized by 
trance-like state with automatic obedience, 
echolalia and echopraxia—was reported 
among the Malays (13, 31) and imu among 
the Ainus of Japan (29, 32). 

Similar psychiatric conditions were also 
found among other racial or cultural groups 
under different names: mali-mal in the 
Philippines; bah-tsi in Thailand; yawn in 
Burma, etc. (31), Amok or running amok, 
a fierce outburst of violent homicidal 
attacks ending with exhaustion and am- 
nesia, was observed among the Malays (14) 
and elsewhere including Polynesia and 
Africa. Koro or Su-Yang is another peculiar 
type of illness, as reported by Van Wulfften- 
Palthe (31) among the southern Chinese— 
a state of panic accompanied by fear of his 
penis shrinking into his abdomen. Report 
was also made about hsich-ping among 
Chinese, the symptoms consisting of a 
trance-like delirious state during which the 
patient identified himself with a dead an- 
cestor in action and conversation, ending 
with amnesia (17). 

A few attempts were also made to extra- 
polate the number of mental disorders in 
a community or a country from observa- 
tions in the clinics or mental hospitals; 


Psychiatric epidemiology in Asia 


TSUNG-YL LIN 


e.g., by McCartney (18) and Woods (33) in 
China. McCartney estimated that there 
were 1,341,600 mental cases in China, with- _ 
out, however, indicating how he had 
arrived at this figure. Similar reports on 
the early days of psychiatry must exist in 
other countries. 

Several interesting reports were made on 
differential morbidity rates of mental dis- 
orders among patients of different socio- 
cultural backgrounds. For instance, Dhun- — 
jibhoy (6) in India found that people with 
western education had a higher rate of 
schizophrenia and attributed this to the 
difficult adjustments to be made by these 
people. Beaglehole (2) gave a similar 
report on his observation in New Zealand. 
Van Loon (30) discovered in Sumatra that 
major mental disorders were extraordinarily 
frequent in those areas which had recently 
been defeated by the Dutch after a long 
war, whereas the prevalence of major — 
mental disorders was low in the areas in 
which the Dutch administration had been 
most quietly welcomed. i 

Sinclair's visits (25) to Papua, New 
Guinea, led him to submit that western- 
type neurosis is on the increase among 
the urbanized natives there. He attributed 
this increase of neurosis to the disinte- 
gration or stripping of the traditional de- 
fenses against anxiety and frustration 
which are inherent in the native culture 
and society. 

The value of such reports in psychiatry 
is obvious; it is particularly so when these 
call one’s attention to the mass aspect of 
mental disorder, for psychiatry is by its 
nature apt to become individualistic and 
subjective in its approach. These reports, 
however, have their flaws and cannot be 
accepted at face value. They can only be 
regarded as individual observations or 
hypotheses and, in some cases, as anecdotes. 
The same may be said of many other cross- 
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cultural observations, some of which were 
stimulated by these reports and intended to 
prove the “theories.” 

Bowman (3), after making a survey of 
some of the literature on culture and mental 
disease and personally visiting several 
countries in Asia, urged the need for more 
systematic investigations. 

Starting in 1940, several reports of an 
epidemiological study on psychiatric mor- 
bidity began to appear in medical journals. 
For instance, in Japan, inspired by the 
pioneer work of Luxemburg, Riidin and 
their associates, a series of morbidity surveys 
on the populations of an isolated island 
(population 8,330), a town (population 
5,207) and a section of a metropolis (popu- 
lation 2,712) was conducted by Uchimura 
and his associates (1, 26, 28). Many inter- 
esting observations were made: for instance, 
the high prevalence rate of 3.8 per 1,000, 
with the morbidity risk of 9.1 per 1,000 of 
schizophrenics found in the isolated island 
was interpreted as due to the inbreeding of 
the inhabitants, an interpretation which 
also found support in the simultaneously 
conducted genetic studies of a sample popu- 
lation. 

Uchimura and his associates also made 
an attempt to assess the morbidity risks of 
various mental disorders among Japanese, 
through studies of the siblings and parents 
of four different groups of probands con- 
sisting of the spouses of psychiatric patients 
and medical patients. Altogether 3,359 
persons (siblings and parents) of 792 pro- 
bands were included in this study (10, 20, 
21, 29, 36). The morbidity risks of various 
psychiatric disorders were: 0.73 per cent 
for schizophrenia, 0.21 per cent for manic- 
depressive psychosis, 0.32 per cent for 
genuine epilepsy, and 0.64 per cent for gen- 
eral paresis, and these percentages were 
regarded to be very close to those reported 
from occidental countries. 
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Although strongly oriented toward find- 
ing out the hereditary disposition of 
these populations in different living con- 
ditions, these studies also contain valuable 
ecological information which, if examined 
more carefully, would yield more findings _ 
to enable a more comprehensive epidemio- 
logical study. $ 

A nationwide survey of random samples 
of the population was also carried out in 
Japan to determine the needs of psychiatric 
services (11). The prevalence rate of major 
psychoses, mental deficiency and other 
psychiatric disorders was 1.48 per cent for 
the whole sample population (23,993) in- 
vestigated. Another survey of similar 
design was conducted to determine the 
needs for outpatient clinics, but no pub- 
lished data are yet available on the details. 

Three related studies of the continuous 
program of epidemiological research on 
mental disorders in Taiwan will be briefly — 
reviewed here. A sociopsychiatric survey — 
—through census home visits of 19,319 in- 
habitants in three communities, (a rural 
area, a small-town and a section of a city, — 
chosen as representative of the entire 
population of Taiwan)—was conducted 
from 1946 to 1948. The prevalence rates — 
of different types of gross mental disorders _ 
were estimated and their relationship to — 
the ecological factors (sex, age, family size, 
education, occupation, residential distri- 
bution, urban-rural difference, social class) | 
was assessed (17). The over-all prevalence 
rate was 10.8 per 1,000 and that of psy ii 
choses was 3.8 per 1000, the magnitude of a 
which, if calculated against the age com- 
position, was similar to that in the occi- 
dental countries reporting. 

This survey also yielded useful informa: 
tion about the community’s attitude toward 
mental illness, which was of importance 
for the planning of mental health pro- 
grams. From this survey, two other proj- 


ects developed; one is the follow-up study 
of the same communities after a 15-year 
interval, carried out to investigate the fate 
of the psychiatric cases discovered in the 
first survey; and also to study the change 
of different types of mental disorder in 
relation to the sociocultural changes taking 
place during this period. 

The other is the comparative study of 
the Formosan aborigines, using similar 
methods and criteria of psychiatric diagno- 
sis (22). Four aboriginal tribes—a most 
primitive tribe, a most acculturated tribe, 
and two intermediate ones—were chosen 
for study of the differential prevalence 
rates of mental disorders among these tribes 
in relation to their levels of acculturation. 
The data were further compared with 
those of the previous survey on the 
Chinese population. 

It may be pointed out that this study on 
the aborigines and the Chinese is one of 
the few comparative studies on different 
cultural groups carried out by the same 
research team, using the same method and 
criteria. Study was also made on the 
natural history of mental illness in these 
primitive societies, based on the data on 
the onset, duration and outcome, as well 
as on the clinical conditions of the psy- 
chiatric cases. 

Some of the major findings of the survey 
may be mentioned here. The rate of 
psychotic disorder among the aborigines 
was almost identical to that of Chinese (3.9 
per 1,000 as against 3.8 per 1,000) but the 
clinical manifestation differed considerably 
in that the former had more psychomotor 
excitement, frequent visual hallucinations 
and less elaborate delusions. It was also 
found that the psychotic cases, including 
schizophrenics, tend to follow a relatively 
favorable clinical course and prognosis. 

A few research projects of population 
morbidity surveys have been carried out or 


Psychiatric epidemiology in Asia 


TSUNG-YI LIN - 


are in progress in Asia. No published 
material is yet available on these reports. 
The Thai survey, basing its casefinding on 
the reports of the local public health 
doctors, gave the figure of 3.03 per 1,000 
as the prevalence rate of psychotics, and 
all of them were schizophrenics. 

A similar attempt was made in Ceylon 
more recently to identify the mentally ill 
among the villagers by Jayasundera (12) 
who gave the preliminary results of the 
investigation on 2,506 inhabitants as: the 
total mentally ill, 25 (10 per 1,000) and 
the schizophrenics, 13 (5.1 per 1,000). Dr. 
Schmidt’s study on the native population 
in Sarawak should also add more valuable 
information to our body of knowledge. 

Epidemiological studies of a specific dis- 
ease or a special psychiatric manifestation 
have also been done by our colleagues in 
Asia. A socio-statistical study was made of 
suicide and attempted suicide in Hong 
Kong by Yap in 1953 and 1954 (34) based 
on recorded data collected from police, so- 
cial welfare, vital statistics registry, along 
with statistical and demographic data of 
the general population. The crude suicide 
rate per 100,000 total population was 12.0 
and the rate per 100,000 aged 15 and over 
was 23.5, which was comparable to the 
figures reported elsewhere. The incidence 
rate was further studied with respect to age, 
sex, place of birth and immigration, resi- 
dence (rural, urban), marital status, employ- 
ment and occupation, and the main precipi- 
tating factors. A few interesting observa- 
tions were made and interpretations given 
from the sociocultural point of view. 

Although not yet published, the study of 
the Israel survivors of World War II con- 
centration camps supports the hypothesis 
that “the patients who had been in con- 
centration camps should show a symptoma- 
tology not typical of any known psychiatric 


disease, more or less of the same kind as 
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the Norwegian concentration camp survi- 
vors” (7). In Israel, a plan is being formu- 
lated for epidemiological research, with the 
assistance of the World Health Organiza- 
tion, a plan which has an exciting outlook 
because of the unique sociocultural situ- 
ation and the available manpower. 

Murphy (19) made a cross-cultural study 
of Chinese, Malays and Indians in Singa- 
pore, based on the mental hospital admis- 
sions. A couple of interesting observations 
may be cited: the first-born Chinese male 
showed a higher rate of mental breakdown 
than other birth ranks, The older person 
in a simple Chinese family showed more 
risk of mental breakdown than in an ex- 
tended Chinese family or in a simple Malay 
family. The high Indian and low Malay 
rates were interpreted by the author as due 
partly to the difference in childrearing prac- 
tices between these two cultures. 

Collmann and Stoller (5) have recently 
published their painstaking investigation 
on the incidence of mongolism and con- 
genital anomalies in Victoria, Australia. 
Through an exhaustive survey of available 
sources of information between 1942 and 
1957, 1,134 cases of mongolism and 292 of 
congenital malformation—which include 
106 anencephaly, 90 spino bifida and 96 
hydrocephaly—were collected and their an- 
nual and geographical distributions were 
calculated. Among the significant findings: 
while the over-all incidence of mongolism 
(0.145 per cent of live births) was about 
the same as figures reported elsewhere, a 
striking, uneven distribution was observed 
with respect to time and space. Based on 
the observed periodicity in the annual birth 
incidence and rural-urban differences of 
mongol births, the hypothesis of infective 
etiological factors in mongolism was postu- 
lated (this hypothesis was also claimed to 
apply to hydrocephalus). 

The above brief review, although neces- 
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sarily incomplete and sketchy, presents a 
fair picture of the field of psychiatric epi- 
demiology in Asia. This picture may appear 
disappointing to some people, particularly 
to those who are keen on obtaining concrete 
information about differential distribution 
of various types of mental disorders in this 
part of the world. It must be worse for 
those who had entertained the idea of 
collecting data on which to base a theory 
in respect to the etiology of mental dis- 
order. The picture, however, is not en- 
tirely gloomy or discouraging, considering 
the delayed start. Some of the research done 
by our Asian colleagues has already proved 
its worth both in terms of practical, opera- 
tional value and scientific quality. 

The question may be raised: Where do 
we go from here? Or, what should, or can 
be done in the field of psychiatric epidemi- 
ology in Asia where psychiatry is still in 
its infancy and the society in the main is 
undergoing radical socioeconomic and cul- 
tural changes, while retaining, in varying 
degrees, the old traditional patterns of life? 

An objective assessment of the mental 
health needs of the community is a pre- 
requisite of a sound mental health pro- 
gram; and a well-conducted epidemiological 
research should and can provide valuable 
information for this. One may argue that 
the experiences of the advanced countries 
are sufficient enough to be used as 
the basis and, moreover, epidemological 
surveys are very expensive in terms of man- 
power and money. The answer to this 
argument can be given simply by asking the 
following question: Would any one con- 
ceive of a tuberculosis project basing its 
scope on morbidity figures of other com- 
munities that are socioculturally quite dif- 
ferent? Another argument against the need 
for assessing the prevalence of mental dis“ 
eases has often been heard; i.e. the develop- 
ing countries are already too busy with pro- 


grams combating physical diseases, and 
therefore, mental health programs should 
wait. 

One may counter this view by asking: 
“Can we afford to wait?” There must be 
a beginning now which can be made in a 
realistic way by a small group of trained 
people, coupled with a change of orienta- 
tion and attitude on the part of medical 
and public health planning. It should also 
be noted that the study of attitudes of fam- 
ily and community to mental disorder is 
an important subject for mental health 
planning and also for public health plan- 
ning in general. I understand that a re- 
search program on this subject is underway 
in Japan (15). 

Studies of mental hospital statistics and 
planning of regional or national statistical 
systems constitute another area of impor- 
tance. With some efforts in improving 
the record-keeping and reporting, more 
valuable data can be made available for 
operational and scientific purposes. Ac- 
curate data will enable a fair judgment on 
the actual use of the psychiatric services 
and also on the future requirement for 
psychiatric services. 

When carefully designed, hospital sta- 
tistics will also assist in evaluating the ef- 
fects of methods of treatment and improve 
the hospital and administrative policies. 
They will, furthermore, provide a large 
body of clinical data for psychiatric research 
in respect to etiological and ecological fac- 


_ tors. A good example has been recently 


provided by our Australian colleagues (4, 
16). Israel has also started a more sys- 
tematic attempt in this regard (9). 

As mentioned previously, psychiatric 
Services have been very inadequate in most 
countries in Asia and, therefore, new psy- 
chiatric establishments will be installed in 
hitherto unserviced areas. When planned 
in advance, the obtaining of reliable and 
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objective data will provide golden oppor- 
tunities for assessing the effects of modern 
intervention on psychiatric illnesses in 
comparison with their natural courses in 
the specific community. is 

For transcultural and social psychiatric 
research, Asia offers an unequalled oppor- 
tunity. Such factors as the richness in the 
variety of cultures—old and new, and the 
wide range of socioeconomic development 
among the countries—from the stone-age 
primitive community to the highly civilized 
one with features of a modern society in- 
cluding industrialization and urbanization 
—attest to the previous statement. With 
proper leadership and co-operation, plans 
for comparative epidemiological research 
may also be envisaged, in addition to indi- 
vidual researches on sociocultural aspects of 
mental diseases. 

Having come to this point in giving you 
a list of subjects for epidemiological re- 
search in Asia, I suddenly realized that the 
list has already grown too long to be real- 
istic. And, at this instance, I recall the 
remark made by Dr. E. Gruenberg at the 
opening meeting of a World Health Or- 
ganization Conference on Epidemiology of 
Mental Disorder, held in Naples in 1960: 

“We have some very good questions, but 
we have yet to find any very wonderful 
answers.” So I must stop and let us seek 
the answers. Before concluding, I would 
like to add just one more point concerning 
the present and future position of psychi- 
atric epidemiology. 

The recent growth of interest in epidemi- 
ological studies of mental disorder has been 
activated by two elements, On the one 
hand, psychiatrists have realized that the 
results of such studies form an indispensable 
prerequisite to the scientific development 
of psychiatry; on the other hand, public 
health administrators have recognized the 
usefulness of epidemiological methods for 
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the study of chronic diseases and, more re- 
cently, of mental diseases. Obviously, it 
derives its basic technique from public 
health in its attempt to study the distribu- 
tion both in space and time, of a disease or 
condition in a population and of the fac- 
tors that influence this distribution. 

The growing interest of behavioral sci- 
ence in mental health and mental ill health 
has made it possible for psychiatry to en- 
rich its armamentarium of research tools 
by incorporating social science techniques. 
Refined social science techniques will en- 
able the investigator to measure more ob- 
jectively the behavior of individuals, or a 
group of individuals, in their intricate dy- 
namic reaction to their surroundings. The 
future of psychiatric epidemiology hangs, 
therefore, not only on the capacity of psy- 
chiatry to move forward in consolidating its 
scientific foundation, but also on the close 
co-operation and cross-fertilization of psy- 
chiatry with public health and social sci- 
ences. 
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MARVIN REZNIKOFF, PH.D. 


Attitudes of psychiatric nurses 


and aides toward psychiatric 


More and more, attitudinal factors have 
been gaining recognition as playing a signif- 
icant role in the psychotherapeutic process. 
In ongoing research at the Institute of Liv- 
ing, attitudes toward psychiatric treatment 
and hospitals are being studied from a 
number of standpoints. 

As an approach to eliciting attitudes in 
this area, a Psychiatric Attitudes Battery, 
described fully in a previous publication 
(1) has been developed. Briefly, the Psy- 
chiatric Attitudes Battery is composed of a 
projective picture test, a sentence comple- 
tion test, a multiple choice questionnaire 
and an attitudes scale. The rationale under- 
lying this choice of instruments was that 
they would tap both overt and less con- 
scious attitudes, which might differ con- 


siderably. i , 
In employing this battery in assessing the 
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treatment and hospitals 


attitudes of nursing students over their 
three-month psychiatric affiliation, we found 
that their attitudes related to several select 
measures of occupational proficiency (2). 
Important changes in various attitudes on a 
favorable-unfavorable continuum were also 
noted during this period of training in a 
psychiatric hospital (3). 

In light of the interesting attitudinal find- 
ings obtained from a student group, the cur- 
rent study set out to appraise the attitudes 
of more experienced nursing personnel— 
those occupying positions of greater admin- 
istrative responsibility and therefore more 
crucially involved in the success of the over- 
all hospital treatment program. 


PROCEDURE 


The Multiple Choice Attitudes Question- 
naire of the aforementioned battery of tests 
was the instrument utilized in this research. 
This questionnaire consists of twelve items 


divided into three areas of four questions 
each. The areas pertain to attitudes toward 
psychiatrists, psychiatric treatment and psy- 
chiatric hospitals. There are three choices 
for each item, representing favorable, neu- 
tral and unfavorable attitudes, with as- 
signed numerical values of 1, 2 and 3 re- 
spectively. 

The theoretical range of total scores on 
this procedure is, thus, 12 to 36, with lower 
scores representing more positive attitudes. 
Subtotal scores for each of three areas, taken 
separately, have a lower limit of 4 and an 
upper limit of 12. The questionnaire is 
constructed so that the items (in terms of 
areas assessed) and the choices (from the 
standpoint of attitude conveyed) are both 
systematically varied in order of presenta- 
tion. 

The subjects were 44 psychiatric nurses 
and 89 psychiatric aides employed by the 
Institute of Living. Both supervisory and 
staff personnel were represented in each of 
the two groups. The supervisory personnel 
included nurse “supervisors” in charge of 
an entire patient service; “head nurses” and 
“charge aides,” responsible for the manage- 
ment of a single patient unit, and “clinical 
instructors,” supervising the training of 
nursing students. 

While the Multiple Choice Attitudes 
Questionnaire was completed anonymously, 
the following background information was 
obtained from each subject: age, years of 
formal education, years of experience in 
psychiatric hospital work, and present posi- 
tion. Table 1 presents comparative data 
for each of these background factors. 

It will be noted that, apart from the dif- 
ference in the proportion of supervisors 
and staff, the two groups were reasonably 
homogeneous. One additional disparity 
was that there were only three male regis- 
tered nurses, compared with thirty-two 
male aides. A ¢ test comparison of the 
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TABLE 1 


Background characteristics of 44 
psychiatric nurses and 89 
psychiatric aides 


Characteristic Nurses Aides 
Mean age 36.2 33.3 
Mean years— R 

education 12.8 129 
Mean years— 

psychiatric hospital 

experience 5.5 5.4 
Number supervisors 31 14 
Number staff 13 75 


scores of the 57 females and 32 males in the 
aide group failed to demonstrate significant 
attitudinal differences between sexes, how- 
ever. 


RESULTS AND DISCUSSION 


The general plan for the analysis of the data 
entailed a number of separate comparisons 
of mean scores employing t tests of signifi- 
cance. Utilizing total attitude scores, the 
entire nurse and aide groups were con- 
trasted. Supervisor nurses were then com- 
pared with supervisor aides and staff nurses 
with staff aides, again using total scores. As 
a final step in the total score evaluation, 
supervisory and staff personnel were con- 
trasted with one another in each of the two 
groups. 

This five-fold analysis was subsequently 
repeated, working with subtotal scores for 
each of three attitudinal areas considered 
individually. Thus, 20 comparisons in all 
were done involving an over-all attitude 
score, plus three subscores reflecting atti- 
tudes toward psychiatric hospitals, psychi- 
atrists and psychiatric treatment. In addi- 
tion, correlations were computed for both 
the nurse and aide groups between years of 
psychiatric hospital experience and total 
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TABLE 2 s 


Comparison of nurses’ and aides’ scores obtained on Multiple 
Choice Attitudes Questionnaire 


Area Comparison Greater mean * t P 

Over-all attitude All nurses vs. all aides All aides 1.98 -05 
Supervisor nurses vs. supervisor aides Sup. aides -76 ns 

Staff nurses vs. staff aides Staff nurses 26 ns 

Supervisor nurses vs. staff nurses Staff nurses 2.19 05 

Supervisor aides ys, staff aides Staff aides 2.50 -02 

Attitudes toward All nurses vs. all aides All aides 17 ns, 
psychiatric hospitals Supervisor nurses vs. supervisor aides Sup. nurses 2600 ns 
Staff nurses vs. staff aides Staff aides 18 ns 

Supervisor nurses vs, staff nurses Staff nurses 06 n.s. 

Supervisor aides vs, staff aides Staff aides 42 n.s. 

Attitudes toward All nurses vs. all aides All aides 2.07 05 
psychiatrists Supervisor nurses ys. supervisor aides Sup. aides 1.09 ns. 
Staff nurses vs. staff aides Staff nurses 50 ns. 

Supervisor nurses vs. staff nurses Staff nurses $.32 01 

Supervisor aides vs. staff aides Staff aides 1.22 ns. 

Attitudes toward All nurses vs. all aides All aides 2.54 02 
psychiatric treatment Supervisor nurses vs. supervisor aides Sup. aides 1.05 ns. 
Staff nurses vs, staff aides Staff aides 40 ns 

Supervisor nurses ys. staff nurses Staff nurses 1.81 -10 

Supervisor aides vs. staff aides Staff aides 1.07 ns. 


* The greater the mean, the more negative the attitude. 


scores on the Multiple Choice Attitudes 


ing attitudes toward psychiatric hospitals 
Questionnaire. 


per se. However, aides as a whole felt sig- 


Table 2 presents the comparisons between 
and within the groups of nurses and aides. 
It will be observed that six significances and 
one borderline result (P<.10) were ob- 
tained. In examining over-all attitudes, 
we noted that aides were more negative 
than nurses in their general orientation. 
As might be conjectured, the supervisory 
personnel with both groups tended to have 
substantially more favorable general atti- 
tudes. 

Turning to the three specific attitudinal 
areas, it is of interest that there were no 
statistically meaningful differences involv- 


362 


nificantly less positive toward psychiatrists 
and psychiatric treatment than did nurses. 

Furthermore, staff nurses were clearly 
more negative than nursing supervisors 
toward psychiatrists and, to a lesser degree, 
more unfavorable toward psychiatric treat- 
ment. Supervisory and staff aides, by con- 
trast, did not differ significantly in attitudes 
tapped by these two latter areas, 

While the 14 of 89 aides having super- 
visory responsibilities is a proportion seem- 
ingly in line with usual organizational hier- 
archy, with respect to the nursing group, 
the 31 of 44 classified as supervisors indi- 


cates a rather atypical situation. In view 
of the preponderance of nurses in super- 
visory positions in this setting, the staff 
' nurses may be inordinately aware of not 
possessing the status accorded their profes- 
sional colleagues. 
Conceivably, this stimulates less favorable 
feelings on their part toward various as- 
" pects of the work situation, which could be 

reflected by the attitudes questionnaires. 
i Why there should be no differences between 
the attitudes of staff and supervisory nurses 
toward the psychiatric hospital and yet sig- 
nificant disparities in their outlooks on psy- 
chiatrists and psychiatric treatment is not 
readily explainable from the current data. 

In a previous mentioned study (3), which 
contrasts the attitudes of nursing students 
at the beginning and end of their three- 
month psychiatric hospital experience, we 
found that their attitudes toward the psy- 
chiatric hospital underwent a significant 
change in the direction of greater favor- 
____ableness. 

Their attitudes toward psychiatrists and 
treatment, however, shifted insignificantly 
and, if anything, moved in the direction of 
becoming slightly less positive. It would 
appear, then, that psychiatric nursing per- 
sonnel, whether student or staff, are af- 
fected differentially by the general atmos- 
phere of the psychiatric institution, by the 

" Tole of the psychiatrist and the treatment 
procedures. 

Even though these three factors would 
Seem to be closely allied, they are appar- 
ently perceived as having partial independ- 
€nce of each other and, to some extent at 
Teast, elicit separate attitudinal reactions. 

Low but nevertheless significant (P <.05) 
Negative correlations were obtained for 
both groups of subjects between years of 
‘Psychiatric hospital experience and total 
“cores on the Multiple Choice Attitudes 
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Questionnaire. The coefficients were —.33 
for nurses and —.21 for aides. Thus, atti- 
tudes do tend to become somewhat more 
favorable with increasing exposure to a 
psychiatric milieu. It is to be recognized, 
however, that the aforementioned correla- 
tions have errors of estimate so large that 
they would be entirely useless for individual 
prediction of attitudes. 


SUMMARY 


In the present study, attitudes toward psy- 
chiatric hospitals, psychiatrists, psychiatric 
treatment and over-all attitude in this 
sphere were evaluated in a group of 44 psy- 
chiatric nurses and 89 psychiatric aides. 
Using a 12-item Multiple Choice Attitudes 
Questionnaire as the assessment procedure, 
it was found that nurses were more favor- 
able than aides, and supervisory personnel 
in both groups more positive than staff in 
general attitude. 

While comparisons of staff and super- 
visors both within and between groups re- 
vealed no meaningful differences in specific 
attitudes toward psychiatric hospitals, aides 
tended to be more negative than nurses to- 
ward both psychiatrists and psychiatric 
treatment procedures. Furthermore, in 
these latter two areas nursing supervisors 
were significantly more favorable in their 
views than staff nurses, in contrast to the 
aide group where no disparities between 
staff and supervisors occurred. 

Positiveness of over-all attitudes was 
found to be correlated with years of psy- 
chiatric hospital experience in both the 
nurse and aide groups to a rather low but 
still significant degree. 
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Urban mental health services 


and responsibilities of 


mental health professionals 


The chronic difficulties involved in provid- 
ing mental health services in urban areas 
have been highlighted by several recent 
surveys.. One such survey—The Boston 
Mental Health Survey—provides the basis 
for this paper. 

The recent publication of the first volume 
reporting the results of the Midtown Man- 
hattan Project (2) has focused attention 
even more sharply on urban mental health 
problems and the apparent etiological role 
played by conditions and characteristics of 
core city areas. These recent studies have 
begun to stimulate a reformulation of the 
Special problems of urban mental health 
services and this paper attempts to contrib- 
ute to this process of reformulation. 

First, some of the general conclusions of 
the Boston Mental Health Survey are pre- 
sented and then some possible implications 
with respect to the roles and responsibili- 


ties of mental health professionals are dis- 
cussed. The specific design and detailed re- 
sults of the survey are not described. 

The findings of the survey seem to point 
to four basic conclusions or issues which are 
probably applicable—in the general sense— ~ 
to most large cities. These are, first, the 
issue of responsibility for service; second, 
the issue of distribution of personnel; third, 
the issue of referral procedures; and, fourth, 
the issue of planning and co-ordination. 

The first issue, regarding responsibility 
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for service, derives from findings relating to 
lack of services. It is true that there are 
many kinds of service in short supply (nota- 
bly aftercare and rehabilitation programs 
for discharged mental patients and clinical 
and residential treatment facilities for dis- 
turbed children) , and plans for expansion 
of mental health programs should give high 
priority to closing these gaps. 

But even more impressive is the fact that 
there are whole subgroups in the population 
which do not have ready access to help for 
emotional problems. It is a question not so 
much of what services are missing, but 
rather of who is not being served. It re- 
quires no Marxist crystal ball to guess 
that, in general, the unserved are to be 
found among low-income and disadvan- 
taged groups in the population. 

We find, for example, that the caseloads 
of the Welfare Department and the mem- 
bership rolls of neighborhood centers in- 
clude a very substantial number of persons 
with emotional problems, who, for one 
reason or another, cannot be effectively 
referred for more definitive service. Re- 
sponsibility for serving them continues to 
rest on the workers in public assistance and 
on the group leader in the settlement and 
neighborhood center. 

These workers are not, for the most part, 
graduate social workers and very few of 
them have had any formal training in the 
field of mental health. Many of them, of 
course, have natural aptitudes for helping 
the emotionally disturbed and it is likely 
that, for a substantial fraction of emotion- 
ally disturbed persons, group-work tech- 

niques have tremendous therapeutic poten- 
tial. Moreover, it must be recognized that in 
view of the sheer numbers involved, it is 
unrealistic to think of ever developing such 
a wealth of psychiatric agencies so that all 
of these emotionally disturbed persons 
could be given psychotherapy. The point 
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to be stressed is that persons from different 
social classes are accorded differential 
treatment. 

For example, in a referral follow-up 
study which was part of the Boston Mental 
Health Survey, a striking relationship was 
found between class and success of referral. 
While referrals from an information and 
referral service fairly often worked out well 
for middle-class clients, almost every re- 
ferral of working-class clients was unsuc- 
cessful. There were many factors involved 
here, of course, but most of them seemed to 
be class-linked. 

These people seem unaccustomed to ex- 
amining their thoughts and feelings, and 
they are skeptical about what can be ac- 
complished by “just talking” or “just 
counseling.” They see their problems as 
originating outside of themselves, not in- 
side. This is very understandable and is 
perhaps a much more accurate assessment 
of their own difficulties than we who have 
been enchanted by the Freudian vision are 
willing to admit. 

It is necessary to recognize the important 
tole played by a combination of skimpy 
environmental supports and the impact 
of serious life stresses. This segment of 
the population leads a precarious, un- 
certain life. Wages are low and jobs in- 
secure; housing is deteriorated and 
crowded; and there are many additional 
factors, such as discrimination against 
minority groups. Every stress—a layoff at 
the factory, a rent increase, an illness or 
accident—has the potential for setting off 
a major crisis. It is not surprising to find, 
then, that for these people emotional dis- 
turbances are almost always intertwined, in 
a great tangle of causes and effects, with all 
kinds of social problems. 

Who is responsible? Who should take 
care of the mental health needs of low-in- 
come working people? Where should the 


responsibility lie? We are accustomed to 
consider services for the emotionally dis- 
turbed as a psychiatric responsibility, and, 
to a lesser extent, a responsibility of such 
other mental health professionals as psy- 
chologists and psychiatric social workers. 
This does not describe the present situa- 
tion, in which responsibility is maintained 
—usually quite reluctantly—by other 
agencies, and the minimal service which is 
available to these people is most often 
provided in nonpsychiatric settings. 

If mental health services for working 
people are to be improved, the issue of re- 
sponsibility must first be clarified. If we 
are to continue to regard the provision of 
these services as a direct psychiatric re- 
sponsibility, then we must ask that some- 
thing more be done by psychiatrists and 
other mental health professionals to dis- 
charge this responsibility. 

On the other hand, there are compelling 
reasons to suggest that mental health 
Services to persons of low socioeconomic 
Status may very appropriately be removed 
from the province of accepted psychiatric 
responsibility. As has been pointed out, 
these elements of the population do not 
usually adapt well to standard psychother- 
apeutic approaches. In addition, their 
mental health disorders are very often in- 
tertwined with many other kinds of prob- 
lems—more social than psychological— 
Wich can rarely be solved through the 
Skills of the psychiatrist. 

If, for these reasons, mental health 
Services to low-income groups are to be 
Considered the primary responsibility of 
Honpsychiatric agencies and individuals, 
let us make it clear that this is appropriate 
and desirable. We must acknowledge not 
Only that the mental health role of the 
Welfare worker, the visiting nurse, the gen- 
eral practitioner, the clergyman, and many 
Others is a vital one, but also that these 
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individuals are servicing far greater num- 
bers of the emotionally disturbed than are 
the mental health professionals and the 
mental health agencies. 

Perhaps it is time to abandon the myth 
of medical responsibility and to adapt to 
the fact that now and in the forseeable 
future, most mental health problems of the 
lower economic classes are the responsibility 
of nonpsychiatric agencies, and that the 
primary job of mental health people is to 
offer them as much consultation, training, 
supervision and other kinds of direct and 
indirect support as possible. 

This leads to the second issue—very 
closely related to the first—which evolves 
from the fact that most highly skilled 
mental health professionals are physically 
removed from the bulk of those who are 
seriously disturbed. The typical psychi- 
atrist, for example, spends roughly half 
his time in private practice, the other half 
in a psychiatric setting. Psychologists in 
the mental health field for the most part 
tend also to be attached to psychiatric 
agencies. Relatively small amounts of 
psychiatric or psychological time and re- 
sources are made available to other health 
and welfare agencies. 

As was indicated above, it is these other 
agencies which are loaded down with 
mental health problems. Only a minority 
of the emotionally disturbed ever find their 
way to psychiatric agencies, and only a 
highly selected handful ever get into private 
psychiatric treatment. There is clearly a 
need for some redeployment of resources. 
How can we make available a higher pro- 
portion of our mental health resources to a 
greater number of our seriously disturbed 
patients? 

One answer, which is being tried ex- 
perimentally in a number of programs, is 
to provide trained mental health persons 
as consultants to nonpsychiatric agencies 
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and individuals who are involved in deal- 
ing with the emotionally disturbed. The 
solution to the problem, of course, is de- 
pendent on a solution to the previously 
raised question of responsibility, but the 
issue itself cannot be evaded: We have a 
great wealth of mental health resources; 
how can we share this wealth somewhat 
more equitably? 

The third basic issue is the problem of 
referral, Again, this is related to the pre- 
vious two. It is probable that an objective 
observer who saw, first, that there was a 
very uneven distribution of mental health 
professionals, and, second, that we have a 
network of services geared to deal much 
more effectively with some groups in the 
population than with others, would be able 
to predict that our referral system would 
not work. Such a prediction would be 
accurate. As does almost every survey of 
this type, the Boston Survey points up 
serious flaws in the referral process. 

This will come as no surprise to workers 
in the field, for they are very much aware 
that the number of persons with emo- 
tional problems who are sent for help 
is much larger than the number who re- 
ceive help. The pattern is one of steady 
attrition at each step along the way: a 
large number never arrive at the agency 
to which they are referred; some of those 
who do arrive are referred elsewhere; a 
substantial number come to an agency for 
one intake interview but never return; 
others are lost after a second or third visit. 
The final result is very disturbing. Of the 
thousands of emotionally disturbed persons 
referred, a distressingly small proportion 

actually get significant help. 

Part of the reason for this failure lies in 
the technical and administrative area— 
who does the referring, how it’s done, etc. 
But perhaps a more basic reason for the 
general operating failure of the referral 
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system is that we are using an inappropria 
model. We use a medical-public healt 
model: identification of a person as 
with a specific disease, and referral of 
ill person to a source which will provide 
definitive treatment of the disease. This 
seems to work well with the diabetic a 
the tuberculous, and it even works reaso 
ably well with certain kinds of well-defin 
psychiatric disorders (those which 
largely internalized, with clear-cut sym) 
toms). The bulk of mental health prol 
blems, however, do not fit this model. 

In these cases, many different causativ 
factors are at work—intrapsychic factors, 
cultural factors, life stress factors, environ- 
mental factors and many others. And the 
mental health problem is embedded in a 
complex of social problems, health prob- 
lems, educational problems and other kind 
of life problems. To isolate the mental | 
health problem and to deal with it by thi 
classical method of identification and 
ferral is both artificial and unrealistic. 
simply does not work. The third issu 
then, can be very simply summarized: wha 
can be done to stop the referral merry-g 
round? 

The fourth and final issue is the mo 
fundamental one. In a sense, it does not 
require support from the findings of th 
survey, since it was reflected clearly in man 
comments made by scores of people in 
course of the survey—comments abo 
lack of co-ordination, lack of communi: 
tion, the need to make more efficient 
of our professional resources, and so forth 
This is the problem of planning. 

In Boston at present—and in most 0 
our large cities—there is no single plannin 
body charged with co-ordinating 
guiding our complex network of men 
health services. There seems to be 
disagreement that such a mental h 
planning body is an urgent necessity. 


question is one of organization and loca- 
tion. Several quite different models are 
available—in New York, in Philadelphia, 
in Los Angeles. 

A careful evaluation of the experiences 
of these models, together with considera- 
tion of the nature of local conditions, 
should provide a sound basis for develop- 
ing planning bodies in all large cities. The 
question is no longer whether a mental 
health planning body is necessary, but 
rather how should such a body be con- 
stituted and under what auspices should 
it function? The basic issue remains: How 
should we plan for improving mental 
health services? 

Considering these four basic problems— 
the need to fix responsibility, the need to 
share our wealth of mental health resources, 
the need to stop the referral merry-go- 
round, and the need for mental health 
planning—what are the implications for 
mental health professionals? There are 
many, but they can be reduced to three 
kinds of responsibilities—responsibilities to 
ourselves and to our professions, responsi- 
bilities to the community, and responsi- 
bilities for action. 

At the outset, it is necessary to recognize 
where mental health professions stand in 
relation to others. There is a tendency 
to think of mental health as the hub around 
which all life revolves. It may be that this 
is a somewhat autistic perception. It may 
be more realistic to view mental health as 
a subsidiary area within the general field 
of social welfare or, more broadly, within 
the general field of health and welfare. 

It is time for mental health professionals 
to make more of a commitment to this 
field, to think of themselves as a part of it. 
The people in the field of social welfare, 
after all, do most of the work of mental 
health. We must adapt to this and rid 
Ourselves of the persistent and pernicious 
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notion that they are only adjuncts to the 
insiders who have the true word—adjuncts 
who are occasionally useful, but more often 
troublesome. 

Looking at this from another point of 
view, there is an obligation to make certain 
that the mental health professions remain 
real and viable and meaningful. There is 
a small but constant danger that the mental 
health field will deteriorate into a tiny, pe- ` 
ripheral subculture, largely unrelated to so- 
ciety. Everyone who reads this has doubt- 
less heard the complaint that others do not 
understand the mental health professionals. 
This may be heard from probation officers, 
physicians, and teachers—it is not because 
they have trouble understanding English. 

Another example of this tendency to nar- 
rowness and specialization is reflected in the 
legends which grow up about how to get 
someone accepted at a psychiatric clinic— 
legends which, it is to be feared, have much 
basis in truth. If you listen, for example, 
to social workers from a nonpsychiatric 
agency talking about trying to get a client 
“in” at a mental health clinic, you might 
think they were discussing how to fix a 
traffic ticket. 

Still another example—perhaps the most 
telling—is to be found in an examination 
of the phenomenon of private psychiatric 
practice. In the course of the Boston 
Mental Health Survey, it was found that 
4 out of 5 patients in private psychiatric 
treatment are college-educated; the major- 
ity are women; and most are between the 
ages of 20 and 35. Among the patients who 
are Boston residents, 70 per cent live in one 
section of the city which has only about 7 
per cent of the total population. And 50 
per cent of the total number of Boston resi- 
dents in private psychiatric treatment live 
in just 4 census tracts. 

This is getting down to a very small, 
specialized constituency to support a 
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profession. If it gets much smaller or much 
more specialized, a visiting anthropologist 
would be quite justified in calling the 
whole business a cult rather than a serious 
endeavor in community service. 

We also have a responsibility to ourselves 
to develop new professional tools for deal- 
ing with the gross unmet needs we are learn- 
ing about. We need to develop and refine 
and extend the techniques of consultation; 
we need to develop methods of treating 
larger numbers of people, either through 
fewer time-consuming therapeutic proce- 
dures or through increased use of group 
methods; we need to develop not only new 
tools but also a sounder theoretical basis 
for coming to grips with the mental health 
problems of all those people whom we now 

blithely dismiss with the label, “unmoti- 
vated.” 

In addition to responsibilities to our- 
selves and our professions, we have an equal 
responsibility to the community and to pa- 
tients. This is especially true in relation 
to the emotionally disturbed low-income 
people I mentioned earlier, people with 
multiple problems complicating their lives. 
It is true that emotionally disturbed poor 
people can get their lives into a terrible 
tangle. It is equally true that the tangles 
poor people get into can make them very 
emotionally disturbed. In both cases, emo- 
tional disturbance is supposed to be the 
province of the mental health professions, 
and if we do not care, who will? 

We are becoming more and more aware 
of the influence of social, economic and 
other environmental factors on mental 

health. Individually, as citizens, and col- 
lectively, as professions, it is our responsi- 
bility to turn our attention to these factors. 
If slum housing, poverty, unemployment 
and poor educational opportunities are bad 
for mental health, then we have a direct 
responsibility in these areas. We have to 
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expand our frame of reference so that it 
can encompass superhighways as well as 
superegos; redevelopment as well as repres- 
sion; discrimination as well as delusions. 

And, finally, we have to have more than 
a research interest. We have a responsibility 
to act. As mental health professionals, we 
must bring our skills, our concerns and our 
points of view into the central areas of the 
community—to the school boards, the local 
committees of the political parties, the 
boards of local social agencies, the town 
meetings, local mental health associations, 
PTA’s, and other community groups. 

Within the mental health field, we have 
the responsibility to push for the adoption 
of those policies and programs and actions 
which we think are required. If the state 
salary schedules are not high enough to 
attract consistently good people into state 
service, then it is our responsibility to see 
that salaries are raised. We cannot be con- 
tent to grumble and throw up our hands 
and blame everything on the politicians. 
Legislatures will do whatever they think is 
necessary. It is up to us to let them know 
what is necessary. 

We are all aware, for example, that in 
the main, professional personnel in state 
hospitals, particularly those in rural areas, 
are below average in competence. We 
are also aware, from Action for Mental 
Health (1), if not from working in them, 
that state hospitals constitute the keystone 
in the treatment of major mental illness, 
and that they should be staffed with the 
most highly qualified persons. There is 2 
huge gap between what is and what should 
be. Who is responsible for narrowing the 
gap? Mainly we are, we the mental health 
professionals. Lawyers are not going to 
take this as their number one priority, nor 
are housewives or autoworkers or butchers. 
if we do not care, who will? 

Again, if we are all convinced that met- 


ropolitan areas need mental health plan- 
ning bodies, it is up to us to see that such 
bodies are brought into existence. It is 
true that such an enterprise would en- 
counter many problems—problems of ri- 
valry among professions, problems of agency 
jealousy, problems of reconciling public 
and private interests, etc. But we make 
up the professions and we staff the agencies 
and if we think something like this should 
happen, we should start making it happen. 

Any article with the word “responsibil- 
ity” in the title can be assumed to be, in 
some measure, a sermon. So this has been, 
and every sermon should properly have a 
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text. In this instance the text will serve 
for an ending rather than an introduction: 

The great Rabbi Hillel used to say: “If 
I am not for myself, who will be for me? 
But if I am for myself alone, what am I? 
And if not now, when?” 
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The family as a factor in the 
rehabilitation of the mentally ill 


Services to the family of the client of a re- 
habilitation agency have frequently been 
viewed as being auxiliary in nature to the 
main task of the agency in restoring voca- 
tional competence to the primary patient. 

In part, this dichotomy reflects the chang- 
ing status of the family in American society 
in relation to the world of work. This re- 
lationship has become progressively altered 
and narrowed so that the family, on the 
American scene, has only a minimal role as 
a unit in production. The family does, 
nevertheless, significantly influence aspects 
of functioning that pertain to a member's 
level of competence in the world of work. 
As a consequence, we are confronted not 
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with the question of whether the family 
will influence the rehabilitation process, 
but rather how feasible and appropriate it 
may be to engage in direct assessment and 
intervention into the family problems. 
The rehabilitation worker is only too 
often made painfully aware that without 
such intervention into the family situation, 
forward progress at the vocational level 
may in itself induce reactions in the family 
which threaten to undermine or block any 
possible gains with the primary patient. 
In this presentation an attempt will be 
made to suggest a way of approaching and 
thinking about the relationships between 
family structure and pathology and the 
rehabilitation of the individual. 
Relationships between life in the family 
and in the work setting are neither simple 
nor direct, although it is now generally 
recognized that vocational adjustment de- 
pends more on one’s interpersonal compe- 
tence than on any other single factor. Par 


a ‘sons and Bales refer to one of the two 
_ irreducible functions of the family as “the 
stabilization of adult personalities in the 
population.” 

Although the job may perform similar 
nctions, it is not likely that the vocational 
Xperience alone can compensate for defi- 
“ciencies in the individual’s family life 
hich have critically impaired the devel- 
opment of his identity. Yet adults can and 
‘do find opportunities for growth and de- 
velopment outside the family which en- 
able them to take on more mature roles. 
On the other hand, this change may 
‘threaten the family in a way which evokes 
actions potentially harmful to the re- 
ilitation process. 

For the rehabilitation worker to play 
ack and forth skillfully between the levels 
family and work requires intimate 
wledge of the psychological role of each 
of these functions for a particular patient 
“and his family. Furthermore, the strategic 
isions as to how far any given agency 
eady to pursue the problems in either 
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fs has persuaded us of the importance 
f routinely making some assessment of the 

nily’s situation during our early contact 
ith the case—in the screening phase. Al- 
hough the relationship between the fam- 
Hy's situation and the rehabilitation prob- 
is sometimes more, sometimes less evi- 
nt at the outset, we are persuaded that 
tive planning, as illustrated in the case 
W, requires an integration and evalu- 
n of these two levels of functioning. 


While a patient in a large state mental hospital, 
‘Was referred for rehabilitation at Altro. He had 
Ee prior periods of hospitalization for schizo- 
renia. His mother, who had had a history of 
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psychotic depression, made it dear (to the em- 
barrassment of her husband) that she could not 


face the return of her son to the home. Al- 


though there was an unoccupied bedroom, this 
had been assigned to another son who was at- 
tending college out-of-town. There was no- 
room for Mr. R, she said. Even the living room 
could not be spared, since this would interfere 
with the social and business life of the family, 

An initial interview with the father and pa- 
tient, and then with the mother and father to- 
gether, gave us a picture of the family pattern of 
interaction, which clarified not only their role but 
ours. The father’s disparagement of the son’s 
intellectual capacity was so marked that in the 
initial interview the worker had to spend con- 


siderable time dealing with the young man’s hi; 


damaged self-esteem so that he could tolerate 
psychological testing. The testing subsequently 
revealed superior intelligence. 

When the parents, Mr. and Mrs. R, were seen 
together, Mr. R tried to control his wife's ex- 
pressions of overt rejection. She described her- 
self as feeling “very nervous” when her son was 
áround the house, and she gave the impression 
that she feared for her own sanity if he were to 
return. Yet our patient needed whatever support 
he could get from his family. How best to 
achieve this? It was clearly undesirable to en- 
gage in any maneuver which might attempt to 
motivate the parents by playing on, and thus 
intensifying, their guilt feelings. 

Also, on the basis of our appraisal of the posi- 
tive potential within the family, we decided 
against complete separation of the boy from his 
family, since it was our impression that there was 
a substantial degree of positive identification of 
the boy with his father, and that the father had 
more capacity for being supportive than had 
thus far been manifest. On the other hand, the 
mother apparently found it diffcult to tolerate 
the boy within the family and dealt with him 
as though he were an expendable member. 

In collaboration with the hospital, it was 
agreed that the hospital psychiatrist would 
recommend that the boy live in a residence not 
too far from home, that he have dinner at home 
several times a week, and that the family invite 
him for weekends. This arrangement permitted 
the boy to derive some of the positive nourishing 
elements available in this family, while it min- 
imized some of the family’s more destructive 
influences on him, By making the plan an 
authoritative medical recommendation, the par- 
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ents were relieved of some of the guilt which 
might otherwise have impaired their ability to 
participate constructively. 


It is our impression that without this 
type of planning the patient might well 
have returned home only, as in the past, to 
be forced into regression when the family’s 
rejection of him exceeded his tolerance. 
However, by continued contact we were 
able to insure the achievement of successful 
and continued employment of the patient. 
This case illustrates the concrete usefulness 
of initial family assessment and points to 
an extended area of responsibility incum- 
bent upon the rehabilitation worker. 

How extensive the agency’s involvement 
is to be in the treatment of the family is 
often a crucial question. Although the fac- 
tors which determine the level and extent 
of involvement are multiple, we have found 
it useful to employ the following categories: 
(1) No direct treatment relationship to sig- 
nificant relatives; (2) Minimal peripheral 
involvement; (3) Intensive individual treat- 
ment of selected family members; and (4) 
Total family treatment. 

(1) No direct treatment relationship to 
significant relatives: This category appears 
to consist largely of a few cases of individ- 
uals who are separated from their families 
by great geographical distances, where the 
emotional break with the family is of long 
standing and where some degree of family 
cohesion can exist only on the basis of very 
minimal contact. (Geographical distance 
in itself is, of course, no criterion and we 
have, in some instances, enabled patients 
to reunite with significant relatives even in 
other continents.) 

Another possible contraindication to es- 
tablishing a firmer relationship with the 
family may be the existence of extreme 
pathological complementarity between the 
primary patient and his relatives. Where 
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nontreatment of the family is to be the 
course, it is essential that the patient have 
resources which enable him to tolerate iso- 
lation from the family. In some instances, 
even when extreme pathological comple- 
mentarity exists, a treatment relationship 
must nevertheless be established with the 
family. This is essential if one is not ulti- 
mately to abandon the primary patient to 
forces with which he cannot cope without 
assistance. In the categories which follow, 
illustrations will be given of conditions and 
techniques which permitted us to engage 
such families in treatment. 

(2) Minimal Peripheral Involvement: 
The second group includes those where 
minimal peripheral involvement is neces- 
sary. These cases generally involve parents 
with a fair degree of strength who are ready 
to permit separation, either because the 
symbiotic ties were never very great or 
where other sources of gratification are 
available to them. In other instances, the 
patient himself may have already mani- 
fested enough strength to attain a relatively 
good degree of ego-integration, as mani- 
fested in job, school, or heterosexual ad- 
justment. 

For example: 

Mr. B had reached the point where he had 
attended a graduate school of economics away 
from home by the time of his first psychotic 
breakdown. After his second, he had been en- 
couraged to go to work and succeeded in ob- 
taining a well-paying job, but one which made 
excessive demands on him in terms of interper- 
sonal relationships, As his anxiety increased and 
catastrophe seemed inevitable, he was referred 
for rehabilitation. 

A home visit with his elderly parents, who had 
been partially dependent upon his income, was 
necessary to help them understand and accept 
the meaning of his transitional experience in 3 
workshop. It was arranged that the economic 
needs of the parents be met by other children. 
Thus, in a single visit it was possible to obtain 
the parents’ co-operation and avoid any undue 
pressure on the patient from that source; aS @ 


result, at no time did these parents seriously 
impede the course of Mr. B’s rehabilitation. 


In a different way, by intervention at crucial 
points, it was possible to ally a brother and 
sister-in-law in helping a 40-year-old schizo- 
phrenic woman maintain herself on a function- 
ing level in the community. Miss S was the 
youngest of five siblings. One brother, chrono- 
logically next to her in age, and with whom 
there had been considerable destructive involve- 
ment, had married shortly before her discharge 
from the hospital. This brother had lived with 
her in a one-room apartment after the death of 
the parents. 

Whatever his motivation, he was able and 
willing to be helpful financially, enabling Miss S 
to live in a women’s residence and to have 
psychotherapy. During the course of the con- 
tact, the worker could help her see that her 
expectations and dependency on her brother 
were displaced from the dead parents, thus 
minimizing the destructive impact of these in- 
fantile needs. Concurrently she was encouraged 
to remain in psychiatric treatment so that even- 
tually her intense dependency needs could be 
further resolved. 

However, there were points of crises where 
the caseworker needed to involve the brother 
and sister-in-law in order to help Miss $ remain 
accessible to our rehabilitation efforts and to 
support her will to live rather than to retreat. 
Furthermore, the contact with the family per- 
mitted the worker to engage in more active con- 
frontation with the patient because of the sup- 
Porting nature of the family relationships. 

In addition, the family contact provided oppor- 
tunities for the examination of misperceptions 
and distortions which were parallel in both the 
family and workshop situations, When the client 
complained that she was unable to participate in 
family parties, the worker pointed out that at 
Altro, too, she felt she was timid and unable to 
communicate with other people. Yet she had 
been observed at lunches and in the Clerical 
Service Bureau to be assertive with others. 

Our knowledge of her family relationships, her 
desire for closeness and her fear of it, made it 
Possible for us to manipulate the environment 
at the workshop, moving her away from a co- 
Worker who had made physical overtures of af- 
fection to her and whom she identified with her 
sister, Contact with the family in this case pro- 
Vided useful knowledge of family dynamics and 
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permitted constructive, goal-directed use of both 
their concrete and psychological support. 


(3) Intensive individual treatment of 
selected family members: The decision to 
engage in intensive work with members of 
the family must be based not only on an 
estimate of the level of maturity and psycho- 
sexual development of the primary patient, 
but also on some attempt to appraise the 
nature and level of functioning of other 
family members and of the family group as 
a whole. Such appraisal, not infrequently, 
may reveal that one or another member of 
the family may be in the sort of crisis which 
seems to demand that attention be given to 
their own individual concerns. 


Mr. G was experiencing a real crisis in suffer- 
ing from loneliness and rejection at the time his 
schizophrenic son was referred to us. Donald 
had been hospitalized twice and was diagnosed 
as suffering from catatonic schizophrenia with 
paranoid thinking. In intake, he was described 
by the screening psychiatrist as a chronically ill 
young man who still showed residues of recent 
overt malignant mental illness. Much to our 
surprise he tested in the superior range, although 
he appeared for the test “unshaven, uncombed 
and almost stuporous.” Our psychologist con- 
sidered him far from being in full remission. We 
accepted him for the Clerical Service Bureau at 
the workshop while he was still at the hospital. 

Although discharge was imminent, he could 
not be expected to live alone. His mother, (who 
remarried while we were in the process of 
screening him for admission), was a talented 
musician, much younger than the father. The 
father was a wealthy industrialist who had 
bought his way through life and was crushed 
by his wife’s deserting him for a much younger 
man. Both parents apparently were frequently 
involved in extramarital affairs. 

The father brought home young girls, os- 
tensibly for our patient. He arranged double 
dates for his son and himself, and he assured 
the patient of an income for the rest of his 
life. The father’s need for help at the time of 
his wife’s remarriage was great, as was his need 
for the son who had been the pawn between 
them. He was willing to involve himself in a 
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professional relationship with the worker, who 
could be supportive, but at the same time 
directly challenged such values as his basically 
disparaging attitude toward women and his de- 
moralized exploitative use of money. He had 
a low regard for the kinds of jobs his son could 
be expected to secure. The worker, in this in- 
stance, continued to see the patient as well as 
the father, although the patient ultimately began 
to see a psychiatrist. She kept open the chan- 
nels of communication between father, son, 
mother and psychiatrist. 

It soon became evident that the father, from 
motivations that operated at many levels, had a 
need both to infantilize and to deal very de- 
structively with the son under the guise of such 
helpful proposals as “fixing up” the son 
(sexually) as noted above. Such behavior re- 
flected both conscious and preconscious wishes to 
strike back at the wife who had deserted and be- 
trayed him, as well as reflecting a kind of free- 
wheeling superego which seemed almost psycho- 
pathic-like in character. 

The continuing intervention of the worker un- 
doubtedly served as a restraining influence on 
the father, by giving him a feeling that some re- 
sponsible person was holding him under sur- 
veillance. However, this aspect of the contact 
would probably not have been successful had it 
not also been coupled with a sense that he, too, 
was viewed as having needs. Also, the worker 
served to provide some support and recognition 
to a man who was becoming progressively lonely, 
isolated and frantic in his efforts to reconstruct 
his crumbled world. 

The worker's regular contact with the father 
helped provide the needed breathing space for 
the son to reconstitute himself. On the other 
hand, the mother was seen only intermittently, 
especially during the period of the new marriage 
and until she began to feel more secure in this 
relationship and somewhat freer to extend herself 
to the patient. 

After a year at the workshop, during which this 
young man acquired some clerical skills despite 
numerous crises and a few serious regressions, he 
was able to obtain employment. With great 
pride he reported that he had saved $600 in the 
first six months, That this boy was able to 
achieve satisfaction from his relatively lowly job 
was testimony not only to the help he received 

from the worker, the workshop and the psychia- 
trist, but also to the changed expectations of his 
parents. 
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The second case in this category illus- 
trates the usefulness of attempting regular 
continued contact with a significant mem- 
ber of the family, even where efforts appear 
initially to be unproductive. This may oc- 
cur, for example, where the significant rela- 
tive is himself functioning on a borderline 
emotional level, and where the focus on 
optimal goals for the primary patient may 
constitute a substantial threat to the tenu- 
ous equilibrium of the relative. 

For example: 


In the process of continued contact with the 
disturbed mother of a schizophrenic daughter, 
the mother was able to give verbal approval and 
initial financial support for the latter to move 
away from a pathological home situation into a 
women’s hotel. However, as Miss D, the primary 
patient, seemed to adjust more or less comforta- 
bly to the separation, her mother became in- 
creasingly hysterical and paranoid, to the point 
where her functioning capacity in all areas 
seemed at stake. 

It was apparent that separation could not be 
sustained both because of the emotional cost to 
the productive member of the family and the 
difficulties of obtaining support for separate 
maintenance in a situation where legally re- 
sponsible relatives all have considerable financial 
resources. Furthermore, the patient herself was 
not ready to assume much responsibility for her- 
self. 

Nevertheless, in the interviews which occurred 
shortly before Miss D moved back into her 
mother’s home, the daughter’s psychological 
fragility was pointed out to her and it was 
recognized that the client might have to return 
to a hospital. When this actually did occur there 
appeared to be some evidence that the previous 
work with the mother had not been entirely 
unproductive, 

Upon Miss D's release from the hospital there 
were changes in the mother’s attitude, which 
were at least in part a reflection of our earlier 
contact with her. She appeared to be more 
aware of the consequences of her own behavior 
toward her daughter and somewhat less con- 
trolling in regard to such matters as the use of 
the girl’s earnings as well as in regard to her 
behavior in relation to her daughter’s boy 
friends. 


Throughout our contact with this mother and 
daughter we were aware of the symbiotic nature 
of the tie and the mutual patterns of patho- 
logical dependency. Continuing access to the 
family situation provided us with a view both of 
the pathology inherent in the relationship itself 
and the fluctuation of the illness pattern of the 
member of the family who was not the primary 
patient. 

This type of endeavor is entirely compatible 
with the work of an agency which views itself 
as part of the network of community mental 
health services and assumes responsibility for the 
total pathological process in which the primary 
patient may be the initial applicant for service, 
but not the only one requiring continuous diag- 
nostic appraisal and access to the treatment fa- 
cilities of the agency. 


(4) Direct treatment of the family group 
as a whole: In all of the above categories 
it will be noted from the illustrations given 
that although the family was viewed as a 
unit, the casework techniques generally fol- 
lowed the pattern of individual and sepa- 
rate interviews with each member of the 
family. 

In part, this approach is sometimes dic- 
tated by expediency and sometimes by the 
traditional training and orientation of the 
personnel utilizing such techniques. How- 
ever, in many instances where it is possible 
to view the symptomatology of the primary 
patient as a reflection of a decompensating 
process accompanying a break in the home- 
ostatic balance of the family as a whole, it 
is often pertinent to employ techniques 
which are derived from this view. The case 
of the R family is given in some detail be- 
Cause it illustrates an instance in which we 
believe that only by direct total treatment 
of the family was it possible to adequately 
appraise the situation dynamically, as well 
as to offer the most pertinent mode of inter- 
vention. Indeed, it is doubtful if any al- 
ternative approach would have been pro- 
ductive. 


Ackerman has said: “To keep one’s 
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health, one must share with other healthy 
people.” In the case of the R family there 
were none around. 


Miss R, the primary patient, had had, by the 
age of 22, three hospitalizations, 48 days of in- 
sulin, 38 shock days, and was discouraged and 
hopeless about the prospects of further treat- 
ment. She had had two years of college but only 
a few brief clerical jobs and no real skills. Mr, 
R, the father, was in his middle forties, and had 
a work history that was sparse, intermittent and 
nonlucrative. He had had one period of hos- 
pitalization some 20 years before we knew him, 
and he was diagnosed as a paranoid schizophrenic. 
He was known to almost every agency in the 
city, and the employment agencies, voluntary 
and state, had literally barred him because of 
his disruptive behavior and abusive language, 

He was hoarding a few thousand dollars and 
living with his wife and daughter in two hor- 
ribly dirty, disorganized, ill-equipped rooms where 
no stranger had been for decades. His wife, who 
had maintained him, had been working dur- 
ing the early years of their marriage and again 
from the time Marguerite, our patient, was aged 
5 to 14, and had literally given up on all scores, 
She had been in a depression for years, was al- 
most inert, and it required heroic efforts on the 
part of the worker to mobilize her into minimal 
participation at crucial points. Literally and 
figuratively she was beaten down by her husband 
and saw herself as helpless and defenseless. 

It was evident from the outset that no inter- 
vention on the part of the agency providing 
service to the primary patient, the daughter, 
could be carried on without having its re- 
percussions on the seething pathological family 
equilibrium. Because the father seemed to repre- 
sent the spearhead of the total family’s resist- 
ance to intervention, an early interview was ar- 
ranged with the father alone. 

In this first interview he told the worker that 
he was carrying a knife, had stolen hundreds of 
books and that he had contrived two accidents 
for insurance collection purposes. The worker 
finally told him she was convinced that he was a 
scoundrel, but a likable one. The father was 
obviously thrown off balance by this challenging 
but respectful approach, and, while he was still 
off balance, the worker utilized the opportunity 
to achieve his collaboration in permitting her 
access to the rest of the family, of which he was 
the absolute but threatened monarch. 
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In essence, the worker was viewed by him as 
a combination parent, concubine, wife and sub- 
stitute daughter. To put it more simply, the 
worker was forced into the position of carrying 
on treatment of a family which, viewed as a psy- 
chosocial entity, was operating at a primitive, 
infantile level. As sometimes occurs in casework 
with children, it was actually necessary for the 
worker to temporarily fill the life-space vacuum 
induced by the agency's intervention until a new 
level of integration could be achieved by the 
family. 

The worker became a mothering, giving per- 
son for the entire family; but was also the 
watchful parent, especially in regard to the ever- 
present threat of open and flagrant incestuous 
contacts between father and daughter. To stop 
her father, Marguerite had only to say she would 
tell the worker. Because of what she could give 
to Mr. R, and in a lesser way to Mrs. R, because 
she knew this girl could not be abruptly severed 
from these parents (since their world revolved 
around her), they were willing to let the worker 
try to help the girl. 

Nevertheless, the mother was clearly ambiva- 
lent about this because as Miss R gained in 
autonomy, her role as a buffer, in protecting the 
mother from the father’s violent, hostile sexual 
aggression, was impaired. The mother felt lit- 
erally threatened by imminent physical attack 
as well as by loss of the daughter. To this she 
reacted with intensified depression which became 
so severe that the father almost succeeded in 
persuading the admitting doctor at the city hos- 
pital to hospitalize her. 

It required a fine sense of timing, judgment 
and extensive psychiatric support and consulta- 
tion to continue to take the very considerable 
risks associated with the only type of interven- 
tion which seemed capable of producing results; 
namely, assisting this family to permit the in- 
creasing autonomy of the daughter. Such auton- 
omy was reflected both in the attempt to 
establish vocational competence and a stable 
heterosexual relationship. 

In the past the father had always interfered 
with his wife’s and daughter’s attempts to work. 
However, he appeared increasingly able to tol- 
erate the daughter's functioning at the workshop 
and her ultimate transition to private employment 
until she met a young man with whom there 
seemed prospects of marriage. At this point 
the father’s incestuous behavior toward Miss R, 

as well as his hostile, bullying, violent behavior 
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toward the mother, became sharply intensifi 
This, coupled with the threat represented by 
marriage to the girl herself, produced a sit 
tion in which she moved in and out of her p 
chosis with alarming ease and frequency. 

At one point shortly before the wedding, the 
worker wrote: “I am concerned with how long 
can maintain this family without something com> 
ing apart at the seams.” 

While we were concerned with the mother's 
needs as well as the father’s, we had to g 
his controlling role. The mother was supporte 
in many ways and was protected from the father 
abuse, but it became clear that we could no 
liberate mother and daughter simultaneous! 
and the father’s self-esteem had to be pr 
if the daughter was to be extricated, 

When the threat of loss to the father becam 
very acute and his behavior threatened to 
stroy them all, he was, nevertheless, able on 
“friendly basis” to permit the daughter to mo 
out of the home for a period of weeks bel 
the marriage. The worker became a substit 
mother and daughter whom he could call 
home every night during this period. He 
then able to permit his daughter to remain ol 
her job in private industry without interf 
With the active help of the worker and her 
volvement in the myriad necessary details, 
family was able to endure the tensions of 
informal wedding attended by more than i 
diate relatives. 4 

Miss R then moved into a role as a wife and 
homemaker with reasonable success. However 
the worker had to literally teach her this 
since she had no model at home. Curiously 
enough, the father, who could never work when 
she was at home, subsequently secured a j 

It would be unreasonable to expect a rehabi 
tation agency to invest as much as was inves 
in this situation across the board. However, 
is evident that no successful rehabilitation effo 
could have been carried on without direct, 
tensive intervention into the family situation; 
that, secondly, this situation had to be vi 
and dealt with as a comprehensive, dynamic psy 
chosocial entity. 


In all of the above material we ha’ 
stressed and emphasized the crucial 
of the family in the rehabilitation of 
psychiatric patient. The structure of Ol 
agency generally permits access to both 


individual members of the family and the 
family as a whole, so that it is possible to 
make a dynamic appraisal of the family 
situation in most instances and to intervene 
where it appears relevant. 

We are, however, cognizant of the fact 
that frequently such factors as definition of 
agency functions, administrative organiza- 
tion, family resistance, and training and 
competence of professional people play de- 
termining roles in perpetuating the treat- 
ment of individuals apart from their family. 
Our experience persuades us that where 
these circumstances exist, rehabilitation 
efforts frequently are undermined or dis- 
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sipated by counter forces within the family 
situation. 

Despite many unresolved questions as to 
techniques and approach, it seems clear that 
in many if not most instances, attention to 
family dynamics enables us to draw on the 
family as a potential source of strength in 
reinforcing and facilitating the rehabilita- 
tion of people who have suffered a mental 
illness. 
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The volunteer program 
and community relations 


“The volunteer is in an excellent position 
to develop in her friends and associates 
sound attitudes toward mental illness and 
to disabuse their minds of the many prev- 
alent misconceptions of mental illness and 
of mental hospitals.” 

So stated Dr. Winfred Overholser in an 
article in Mental Hygiene. This statement 
leads us to ask a number of questions. 
What factors influence the reactions of 
volunteers to mental illness and mental 
hospitals? What role does the behavior of 
patients and staff toward volunteers play? 
How much satisfaction do volunteers get 
from their work? Do volunteers communi- 


Dr. Anderson is co-ordinator of counseling, Psy- 
chology Service, and Miss Leinbach is director of 
yolunteer services, Veterans Administration Hos- 
pital, Perry Point, Md. 


1See Overholser, Winfred, “The Volunteer in Psy- 
chiatric Rehabilitation,” Mental Hygiene, 45(April, 
1961), 163-66. 
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cate their reactions to their friends? Is it 
likely that this will affect community atti- 
tudes toward mental illness? 

A questionnaire completed by volunteers 
at three Veterans Administration neuro- 
psychiatric hospitals provided answers to 
some of these questions. The results of 
the questionnaire led us to conduct a series 
of interviews with the volunteers at Perry 
Point Hospital, an experience which gave 
us answers to the other questions. We ate 
not aware of any studies which have €x- 
plored the ways in which psychiatric hos 
pital volunteers may bring about changes” 
in the community’s attitude about mental 
illness and hope that this paper may throw 
some light on the problem. 

We will present some findings on how 
patients and staff react to volunteers. we 
will then attempt to suggest how this 1m 
fluences volunteers and leads to better com 
munity understanding and acceptance © 
mental illness and mental hospitals. 


Volunteer program and community 


PATIENT REACTIONS 

At Perry Point VA hospital, we adminis- 
tered—anonymously—a 13-item question- 
naire to 65 patients who had been chosen 
at random from representative wards. 

For the most part, patients (84 per cent) 
recognized that volunteers were represent- 
ing the community and were not paid for 
their services. Most patients (84 per cent) 
said that they enjoyed activities more when 
volunteers were present, and 93 per cent 
stated that they would like to see more 
volunteers coming to the hospital. When 
the patients were asked about their favorite 
activities with volunteers, 31 per cent said 
dancing; 19 per cent, talking with volun- 
teers; and 15 per cent, playing cards. The 
others indicated a variety of activities. 

Because we feel that the personal in- 
teraction with patients is important, we 
asked additional questions about talking 
with volunteers. Eighty-six per cent of the 
patients stated that they liked to have 
volunteers talk with them on the ward. 
Ninety-one per cent stated that volunteers 
do not ask too many questions; (surprising, 
because volunteers state that in talking 
with patients, they sometimes feel afraid 
they might offend by bringing up the 
wrong subject.) Seventeen per cent of the 
patients wrote additional comments on the 
questionnaire, indicating their desire to 
have more time to talk with volunteers. 

A further analysis of the written com- 
ments shows that most of the patients had 
favorable feelings about their experiences 
with volunteers, and a number went to 
Some length to point out how the program 
helped them. That this feeling of goodwill 
$ communicated to the volunteers is indi- 
cated by their own comments: “I feel 
needed,” “The patients really miss us when 
We can’t get here,” etc. 

y _ The indication here is that patients ex- 

Pect volunteers to respond to them in 
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rather normal ways—in ways which should 
allow volunteers to see them as individuals 
with individual problems and not simply as 
a mass of people with weird behavior. 


STAFF REACTION 

It is more difficult for us to write about staff 
and volunteer interaction. From our inter- 
views with both groups we have received 
reactions which vary all the way from very 
favorable to unfavorable. Most hospital 
sections, however, continue to ask for more 
volunteer help rather than less, so we may 
assume that the staff sees the volunteers as 
making a recognizable contribution. We 
have some additional information avail- 
able from 50 questionnaires filled out by 
hospital staff who work directly with yolun- 
teers. 

Seventy-five per cent of the staff claim 
to have encouraged others to volunteer 
their services to the hospital, and 88 per 
cent feel that volunteers enjoy their assign- 
ments most of the time. Ninety-eight per 
cent of the staff feel that it is good for 
volunteers to talk to their friends about 
what they are doing at the hospital. These 
percentages certainly suggest a favorable 
attitude toward volunteers and indicate 
that volunteers are benefiting from this 
experience. 

Is there any reciprocal effect? Probably, 
since 77 per cent of the staff polled state 
that volunteers felt free to make sugges- 
tions about their work. Volunteers indi- 
cated, however, that the staff did not always 
listen carefully to what they had to say 
about patients. We gained some feeling 
that perhaps the volunteers tended to 
identify more closely with patients than 
they did with staff and that this occasion- 
ally caused conflict. 

Most of the reaction to volunteers on 
the part of the staff is favorable, however, 
and we presume that these feelings are 
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communicated to volunteers and create a 
favorable attitude toward the hospital. 


VOLUNTEERS 


Although it is impossible, admittedly, to 
measure in any direct manner the impact 
of volunteers upon community attitudes, 
much may be inferred from what the volun- 
teers report. We have questionnaires ad- 
ministered anonymously to 253 volunteers 
from three VA neuropsychiatric hospitals. 
In addition, we interviewed a number of 
representative volunteers working in a 
variety of situations in the hospital. 

Eighty-nine per cent of the volunteers 
stated that they feel that it is good for 
them to talk to their friends about what 
they are doing at the hospital (6 per cent 
withheld judgment). Since most volun- 
teers (85 per cent) indicated that they 
enjoy their assignments most of the time, 
it is probable that the impression given 
is a favorable one. That these conversa- 
tions may result in a better understanding 
of mental illness is indicated by the fact 
that 51 per cent said they often meet people 
outside the hospital who have miscon- 
ceptions about mental illness and mental 
patients. Only 4 per cent said they never 
meet people who have wrong ideas about 
mental illness or mental hospitals. 

Previous interviews had given us some 
idea of the questions asked and the types 
of conversations that volunteers had with 
their friends, but to gain a clearer picture, 
20 volunteers were interviewed more for- 
mally. The responses of friends fell into 
three main categories. 

The first group of responses were those 
questions which indicated that the hospital 
was dangerous: “Is it safe to be around a 
hospital?” “Hasn’t everyone there kind of 
gone wild?” 

The second group of questions concerned 
the worthwhileness of working at a hospi- 
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tal: “Do you think it does any good?” 
“Do any of them ever stay out of the 
hospital?” 

The third group of questions concerned 
the volunteers’ reaction: “How do you 
find the patience to do it?” “Doesn't it 
stay on your mind when you leave?” 

We got the impression that our volun- 
teers handled these questions rather well. 
Most questions do not call for facts or 
statistics; they can be answered on the 
basis of the volunteers’ observations. As 
we noted earlier, the observation made by — 
the volunteer is that the patients are indi- 
viduals with individual problems. Their 
experiences with patients alleviated much 
of the volunteers’ anxiety concerning 
mental illness. 

They then go on to report to their 
friends that they enjoy their assignments 
and are relaxed about dealing with pa- 
tients. The volunteers state that they have 
a sincere belief that if they could only 
persuade other people to visit the hospital, 
they too would become interested in this 
kind of service. It was our impression that 
the volunteers’ enthusiasm for their work 
and the relaxed attitude toward patients 
can do much to correct their friends’ mis- 
apprehensions about the mentally ill. 

A further illustration of how volunteers 
can serve to improve public relations for 
a hospital program is found in a series of 
letters to the editor in a major newspaper. 
The first letter starts: “Sir: Recently I had 
the shocking experience of visiting the 
Veterans Hospital at Perry Point. If this 
is an example of how the government 
maintains its hospitals, then the shame in 
our local institutions was certainly minor 
indeed.” The letter then goes on to paint 
a rather dismal picture of conditions at 
our hospital. 

A number of letters by volunteers fol- | 
lowed this, pointing out the real conditions 
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which exist at the hospital. One volunteer 
pointed out: “Now I can truthfully say 
that in all the time I have worked at the 
hospital, I have never seen a condition 
such as Mr. claims exists. . . . Now 
I am not alone in thinking as I do. We 
have hundreds of volunteers from many 
organizations, and not once have I ever 
heard anything but praise for the way Perry 
Point Hospital is managed.” If volunteers 
show the same ardor in conversation as 
in writing, we have operating a potent 
factor for education in the community. 
The material presented above leads us to 
suggest that those responsible for volun- 
teer programs should examine their orienta- 
tion and training programs to be sure that 
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these programs are receiving proper atten- 
tion. What the volunteer learns could 
be quite important in building community 
relations. 


CONCLUSIONS 

l. The over-all reaction of staff and 
patients to volunteers is favorable. 

2. Most volunteers discuss their work 
with friends in the community and 
in so doing probably correct many 
false impressions about mental illness 
and mental hospitals. $ 

3. Persons responsible for the training 
of volunteers should recognize this — 
and organize volunteers’ training and 
abilities accordingly. 
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The motivation-hygiene concept 


In a previous article (6) the authors of 
this paper presented a theory of mental 
health that arose out of some recent re- 
search findings in the area of job satisfac- 
tion, It is our purpose now to comment on 
how this theory would alter present con- 
cepts and practices in the treatment of 
mental disorders. 

To guide the reader, we shall first 
synopsize the motivation-hygiene concept 
of mental health. Then we shall suggest 
the implications this theory has for 
psychotherapy. Following this, we hope to 
relate our suggestions for therapy to the 
premises and practices of current ap- 
proaches to treatment—specifically physical 
therapies for mental illness and dynamic, 
ego and social psychotherapies. Finally, 


Dr. Herzberg is professor and chairman, Depart- 
ment of Psychology, Western Reserve University, 
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and psychotherapy 


we shall offer a few principles for a 
psychotherapeutic approach more in tune 
with the conceptions offered in the motiva- 
tion-hygiene theory of mental health. 

The motivation-hygiene concept grew out 
of the study of job attitudes. In that study, 
engineers and accountants reported two 
kinds of experiences: a period in their pro- 
fessional career when their job satisfaction 
was very high, and a period when it was 
very low. They reported the factors which 
caused this satisfaction or dissatisfaction, 
their attitudes at the time and the effects on 
their adjustment. 

In general, they talked about one set 
of factors leading to satisfaction, and 4 
distinctly different set leading to dis- 
satisfaction. The satisfaction or motivator 
factors included achievement, responsi- 
bility, and goal-directed effort. The dis- 
satisfaction or hygiene factors included 
supervision by others, interpersonal re- 
lations, working conditions, salary, an! 


company policy and administrative prac- 
tices. 


“When the respondents reported feeling happy 
with their jobs, they most frequently described 
factors related to their tasks to events that indi- 
cated to them that they were successful in the 
performance of their work, and to the possibility 
of professional growth. Conversely, when feelings 
of unhappiness were reported, they were associ- 
ated with conditions that surrounded the doing 
of the job. These events suggest to the individual 
that the context in which he performs his work 
is unfair or disorganized and as such represents 
an unhealthy psychological work environment” 
(7, p. 118). 


The motivation-hygiene concept of job 
attitudes suggests that satisfaction on the 
job depends on task-oriented factors, 
whereas, dissatisfaction depends on context 
factors or surrounding conditions. ‘The 
factors that lead to satisfaction do not in- 
fluence dissatisfaction, and vice versa. One 
set of factors is not the opposite of, or the 
absence of, the other set. Nor is one set 
primary to the other. Each of the factors 
serves different functions—one to avoid 
unpleasantness and the other to actualize 
the individual self. 

Reproduced below is the figure from 
the book The Motivation to Work (7) which 
led to the construction of the above hy- 
potheses. Much more substantiating data 
describing the study is presented in the 
book; this figure, however, does portray the 
essential dual nature of job attitudes. The 
factors listed in this figure are a kind of 
shorthand for summarizing the “objective” 
events that each respondent described. 

The length of each box represents the 
frequency with which each factor appeared 
In the events presented, and the width of 
the box indicates the duration of time the 
good or bad job attitude lasted, in terms 
Of the classification of short duration or 
long duration. A short duration was 
Usually not longer than two weeks, while 
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a long duration attitude change may have 
lasted for years. 

A further word is required on the factor 
of recognition. When it appeared in a 
sequence of events describing a job-satisfied 
period, it usually referred to recognition 
for a task rather than recognition as a 
human relations tool divorced from any 
accomplishment. This latter type of recog- 
nition does not often serve as a satisfier. 

The importance of the two distinct sets 
of factors to research in job satisfaction 
can hardly be overestimated. Traditional 
research in job attitudes has consistently 
emphasized the betterment of surrounding 
conditions, largely neglecting the self-act- 
ualization factors. On the other hand, 
there are a number of reservations to the 
job study. These include: (1) The study 
depends on verbal reports of past events; 
(2) The reports considered satisfaction in 
the work situation only; and (3) The re- 
spondents were limited to engineers and ac- 
countants. 

A number of studies have subsequently 
been completed on a variety of different 
populations and with significant alterations 
in methods, suggesting that the motivation- 
hygiene concept has a considerable degree 
of general validity. The two sets of factors 
emerge with air force personnel (9), nonpro- 
fessional workers (4), general managers (9), 
schizophrenic patients (5), and physical re- 
habilitation patients (3). Age, job tenure, 
place of work and other demographic vari- 
ables show no substantial effect on these re- 
lationships. 

In the previous article, referred to above 
(6), the authors undertook to generalize the 
motivation-hygiene concept to broader 
problems of mental health. Briefly, that 
article made the following points: 

First, it suggested a break with the tradi- 
tion of a single continuum of mental illness 
to mental health and argued that we should 
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Figure 1 


Comparison of Satisfiers and Dissatisfiers 


Percentage Frequency Percentage Frequency 
Low High 
40 30 20 10 q 10 20 30 40 


AAASASSN USSANRSARSRANERRRSS 


vat Itself 


Key 
\\] Short duration 
SS greater |than 


Working] Conditions | Long duration 


Short duration 


properly think of each—i.e., mental illness 
and mental health—as two distinct con- 
tinua. It defined the mental illness con- 
tinuum in terms of the success with which 
an individual avoids unpleasantness in his 
life. The mental health continuum, in 
contrast, is defined in terms of the success 
with which an individual approaches psy- 
chological growth. 

Second, it listed distinct factors which 
determine the potential adjustment of an 
individual on each continuum. The men- 
tal illness factors described essentially the 
environment or extraindividual stimuli. 
Included in environmental factors are 
interpersonal relationships, such social- 
psychological influences as status, as well 
as the more tangible aspects of the physical 
environment. The mental health factors 
referred to occurrences which provide op- 
portunity for  self-actualization or psy- 
chological growth—task challenges, task 
achievements, responsibilities. The former 
factors essentially describe the attractive- 
ness of the context of an individual's life 
space and the latter factors serve to describe 
what is happening to the psychological 
capabilities of the individual. 

Third, the theory indicates that the 
environmental factors can only provide for 
the absence of mental illness and that they 
have no power to bring forth mentally 
healthy states. They also only help to avoid 
Mental illness for a short time and must 
constantly be replenished and improved 
an order to keep the individual from being 
sick. This description of the factors as 
environmental and preventive has led us to 
use the term “hygiene factors” in analogy 
with its medical usage of environmental 
and preventive. 

Fourth, the mental health factors serve 
primarily to promote mental health while 
having little effect in producing mental 
illness. No one is made sick by lack of 
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growth potential, just as no one is made 
healthy by an abundance of hygiene factors. 
In order to emphasize the individual's 
active responsibility for psychological 
growth, in contrast to the passive avoidance 
nature of the response to hygiene factors, 
we choose to call mental health factors, 
the motivators, 

Fifth, while all organisms seek to satisfy 
both their avoidance-hygiene needs and 
their approach-motivator needs, the men- 
tally ill person seeks to achieve positive 
meaning in life via the hygiene factors. 
Since the hygiene factors do not possess the 
qualities to provide for psychological 
growth, such individuals have a patho- 
logical inversion of their motivations. It 
is this inversion which defines the mentally 
ill rather than the actual environmental 
circumstances or growth opportunities. 

What are the implications of such a 
theory for psychotherapy? It seems to sug- 
gest that therapy has emphasized hygiene 
factors and mental illness. The motivator 
factors and mental health have been con- 
sistently neglected. It becomes apparent 
that therapy oriented toward the removal 
of unpleasantness coming from either en- 
vironmental sources or interpsychic sources 
can achieve only a temporary nonillness 
state. The task of therapy is more funda- 
mentally the correction of an inversion of 
motivation—specifically, the redirection of 
a person’s goals for proper satisfaction away 
from the hygiene factors to the motivator 
factors. 

It is not necessarily the achievement of 
psychological growth that is the primary 
goal of therapy, but the instilling within 
the patient of the desire to seek growth. 
It is this motivational change that is es- 
sential. Perhaps circumstances make it 
impossible for the patient to achieve 
growth, and consequently he will not 
achieve a place on the mental health con- 
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tinuum. However, if the desire for growth 
is there and he seeks his satisfaction from 
growth, an adverse hygiene will only have 
a noxious effect on him rather than the 
mental illness effect. 

The mental illness stems from the com- 
bination of the noxiousness and the desire 
for happiness from its avoidance. If 
therapy can eliminate the latter—the seek- 
ing of happiness from avoidance of un- 
pleasantness—it will serve first to vitiate 
the effects of unpleasantness and secondly, 
it will bring the individual to a state 
whereby it becomes possible for him— 
given the opportunity—to become mentally 
healthy, as distinct from rising merely to 
the state of no mental illness. We suggest 
that neither the resolving of psychological 
psychic conflicts or the environmental coun- 
terparts nor the achievement of psycho- 
logical growth is the primary goal of psy- 
chotherapy. 

Instead, the primary goal is to bring 
about a motivational pattern which cor- 
responds to the expectations that the two- 
dimensional motivation-hygiene concept of 
mental health suggests—i.e., the satisfac- 
tion of the hygiene needs to serve only 
the avoidance—defensive, negative results. 
Only in the hygiene seeker is there a patho- 
logical dependence on hygiene needs and a 
lack of striving for positive approach, hap- 
piness, and growth results. It is only the 
satisfaction of the motivator needs that will 
bring about these latter consequences. 
The task of psychotherapy is to bring about 
this nonoverlapping, two-dimensional mo- 
tivational pattern within the patient. 

Let us use an analogy here. A child 
learning to ride a bicycle perhaps offers an 
illustration of what we mean. We can 
provide the most sanitary conditions where 
the child attempts to master the riding of 
a bicycle. We can also provide as much 
encouragement and love as the most con- 
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is that the child will never learn to ride 4 
bicycle unless you give him a bicycle! 
needs the substance of the task to achie 
this growth; hygiene improvement will 
do it. Safeguarding him from inj 
from failure, loss of parental affectior 
serves no effective purpose without the 
means by which he can accomplish 
achievement—the bicycle, in this case. 

It is so obvious in this illustration, but 
think for a moment of the lack of tasks thal 
is endemic in so many life situations (par 
ticularly the job) and in which we expect 
the person to behave in mentally mature, 
self-actualizing ways. This overobvious 
point has major implications for menta 
health, for we tend to forget the ingredients 


health. We expect the hygiene factors to 
accomplish both goals. 

Now let us give the child his bicycle. 
wants to learn to ride because: he | 
avoid the unpleasantness of Dad’s disap: 
pointment, the unpleasantness of peers’ 
derision, the unpleasantness of his 
ability to participate in play activities. 
What is the child’s motivation to learn and 
grow? Avoidance! Is he seeking happiness 
because by learning to ride he avoids un- 
pleasantness? Which factors are involved 
in his satisfaction? Good relationshi 
acceptance, or, satisfactions with being 
more capable than he was before he learned 
to ride? From a child we expect mostly 
the former and hope for some of the latter. 
We accept the transitory nature of most of 
his hobbies, interests and play. But from 
an adult, the significance of the task should 
have a much greater meaning. 

Music lessons for children provide an 
other good example, for they are raré 
complied with because of the intrin 
maturational potentialities, but rather be 


cause of the satisfactions derived from the 
avoidance of unpleasant consequences. 
The child who complies because he delights 
in the task and achieves satisfactions from 
accomplishment and mastery is so very psy- 
chologically different. We say that he has 
a healthy approach to his music lessons as 
opposed to the avoidance of unhealthy con- 
sequence from failure to comply. Now 
should we wish to instill love and desire 
for his music, can we be effective by increas- 
ing the hygiene surrounding his practice? 
All that this would accomplish is to make 
the task less unpleasant—not more reward- 
ing. 

By reinforcing those factors which serve 
the avoidance-hygiene needs, we do not 
reinforce the growth-motivator needs. The 
child may become accomplished on the 
piano by attention to hygiene needs alone 
because he happens to have talent and is 
capable of learning with negative motiva- 
tions. The point is that his accomplish- 
ment represents no psychological growth. 

If the aim of the music lesson is ac- 
complishment for accomplishment’s sake, 
to provide a mechanism for psychological 
growth, then the purpose of the lessons 
Must be the channeling of his motivation 
to seek satisfactions from piano playing 
rather than the accomplishment as a means 
of satisfying avoidance motivations. The 
attempt to do just this is psychotherapy, as 
defined here. Whether the child achieves 
satisfactions from piano playing or not is 
4 specific matter. Not all children’s activ- 
ities must lead to growth; however, for 
Proper health, the distinction of what mo- 
“vations lead to growth and what motiva- 
tons lead to the avoidance of difficulty, 
Must eventually become internalized by a 
child before he can become an actualizing 
adult, 

We have said that the goal of psycho- 
therapy is the reorientation of an indi- 


Motivation-hygiene concept 


HERZBERG AND HAMLIN 


vidual’s sources for satisfaction. We hasten 
to emphasize that hygiene needs are im- 
portant, but we recognize what their limi- 
tations are. At this point, perhaps it 
might be helpful to review some major 
therapy philosophies within the framework 
of the comments already made. The pre- 
sentation will cover: (1) Physical therapies 
for mental illness; (2) Dynamic, ego and 
social psychotherapies; and (3) Some guid- 
ing principles for psychotherapy based on 
the motivation-hygiene concept. 


PHYSICAL THERAPIES 


The physical, or organic, therapies have 
achieved a few impressive successes with 
mental illness. Paresis and cretinism stand 
out as classical examples, and recent prog- 
ress with phenylketonuria follows the clas- 
sical model. Shock, lobotomy and tran- 
quilizers represent newer electrical, surgi- ’ 
cal, and chemical approaches. 

The basic premise involves a therapist 
who takes responsibility, solves a problem, 
and performs a cure. The motivator 
factors of achievement, responsibility, and 
goal-directed effort lie clearly with the 
therapist, not with the patient. Pro- 
cedures, as well as the premise, foster the 
patient’s passive hygiene role. The patient 
can only concern himself with factors over 
which he has no control-hygiene factors. 
His self-actualization tendencies are neg- 
lected or even systematically extinguished. 
The chains that Pinel struck from his 
charges are replaced by even stronger 
bonds, and the unhealthy mental condition 
is perpetuated, becomes fixed and chronic. 
At best, the patient’s capacity for mental 
health is taken from him at the same time 
that his mental illness is alleviated. 

The physical treatment of certain phys- 
ical conditions accords more attention to 
motivator considerations than is the case in 
most psychotherapies. Two of these phys- 
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ical conditions will serve to illustrate the 
point. 

First, progressive methods of treating the 
physically disabled, such as paraplegics and 
the blind, have placed responsibility with 
the patient and have emphasized motivator 
factors. Even here, a certain reluctance 
and lack of explicit acceptance have char- 
acterized the shift to positive self-actualiza- 
tion. The label “rehabilitation” sets the 
procedures apart from psychotherapy. 
Therapy comes first and is basic; rehabilita- 
tion comes later and enjoys less status. The 
possibility that the motivator factors play 
a major role from the beginning clashes 
with the organic approach to mental ill- 
ness. Yet, particularly with neuroses and 
psychoses, this possibility (of deficient “ego 
strength” as a major consideration) de- 
serves attention. 

The second physical condition—not gen- 
erally regarded as disease—which deserves 
mention is pregnancy. Here the patient 
retains responsibility, achievement and 
goal-directed labor. The therapist ranks 
somewhere along with the husband, often 
indispensable but not the star performer in 
self-actualization. The model may serve 
for much of psychotherapy. The focus is 
on bringing forth healthy life, rather than 
on removing disease. Only the mental 
patient can take responsibility for and 
achieve mental health. The therapist 
eliminates or lessens hygiene interference 
along the way. 

With physical therapies for mental dis- 
ease, the extensive use of tranquilizers in 
schizophrenia over the past six years pro- 
vides the best single illustration of the mo- 
tivation-hygiene thesis. In the paper al- 
ready mentioned (6), the authors referred 
briefly to the research picture in regard to 
chemotherapy and motivator therapy. 
Since that paper was published, Hordern 
(8) has presented a scholarly and thoughtful 
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review on the tranquilizers, reaching re- 
markably similar conclusions. a 

The ataractic drugs have had striking 
success chiefly in larger hospitals, with. 
limited staff, where little attention could 
be given to activating and socially stimulat- 
ing long-neglected patients, The drugs | 
have tremendously lessened social distur- 
bance on hospital wards, and have favorably 
altered the attitude of staff toward patients. 
At the same time, the tranquilizers do not 
deprive patients of the capacity to respond. 
In well-staffed, progressive hospitals the 
value of the newer drugs has been less ap- 
parent: in these settings, self-actualization 
had already been fostered. The major 
contribution of the drugs may well be that 
they create a situation which frees time and f 
energy for motivator therapy: emphasis 
on personal responsibility, achievement, 
purposeful effort, and progressive advance- 
ment. 

The physical therapies focus on alleviat- 
ing mental illness. They establish condi- 
tions which lessen distress-hygiene condi- 
tions. These conditions, however, have 
little positive effect in developing mental 
health which depends on motivator or self f 
actualization factors. The importance of — 
psychotherapy along with physical thera- — 
pies has been repeatedly emphasized, as _ 
with the various shock therapies. The _ 
psychotherapies that have been advocated, 
however, have put the same overemphasis — 
on hygiene factors—surrounding condi 
which determine the patient’s behavior. 
The patients own self-actualization has” 
been relatively neglected. These tradi 
tional models for psychotherapy may be 
considered next. 


DEPTH, EGO, AND SOCIAL THERAPIES 
The basic premise of the dynamic or depth 
therapies holds that the patient attains men j 
tal health by resigning himself to determi”: ” 


nts. Two classes of determinants govern 
behavior: biological constitution and child- 
hood experience (instincts and the uncon- 
y scious). These are hygiene factors—sur- 
rounding conditions under which the 
individual must perform his life tasks. No 


The method of these depth therapies, as 

well as the premise, focuses on hygiene. 
The therapist directs the patient's atten- 
‘ ‘tion to infantile conflicts, to defenses against 
anxiety, and to interpersonal relations. 


hese hygiene aspects. The patient learns 
to seek satisfaction in surrounding con- 
“ditions, and by escape from stress. The 
" positive health factors of responsibility, 
_ achievement, and purposeful effort receive 
secondary attention. 

At best, self-actualization is a bonus 
which automatically follows once the in- 


and the mistakes of his mother. At worst, 
and more typically, initiative and action 
are seen as evidences of pathology. The in- 
“dividual has not yet resigned himself to 
‘the determinants of his behavior. He is 
" Still sick because he is still trying to achieve, 
_ take responsibility, and impose purpose on 
his efforts. This hygiene bias in depth 
therapies leads to the embarrassing neces- 
_ sity of labeling effective behaviors by nega- 
" tive terms: the well-adjusted man who earns 
a million dollars is overcompensating; the 
Star professional football guard is a maso- 
chist; and the man who loves his wife is 
‘Yeliving an Oedipus complex. 

The concept of scientific determinism 
olded early psychotherapy. Essentially, 
€ thesis is that biological drives and un- 
Conscious urges control the individual. He 
Ín turn has little control over these forces 
Or over his own destiny. The individual 
erson's achievement, responsibility, and 
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effort have insignificant importance. They 
are, indeed, an illusion stemming from 
the outmoded Age of Reason and the idea 
of The Rational’ Man—Science demon- 
strates that evolution and irrational forces 
determine man’s behavior. Man’s respon: 
sibility and achievement are myths. His 
efforts are healthy and free of anxiety only 
when they conform to biological and cul- i 
tural forces. Any deviation, originality, or 
initiative represents mental illness. 

The degradation of the individual came 
about in logical steps. Galileo destroyed 
the illusion that man’s world was the center _ 
of the universe. Darwin exploded the — 
myth of man’s divine origin. Finally, 
Freud debunked the idea of man’s rational — 
mind. Rather rapidly, man lost his world, 
his soul, and his mind. Science reduced 
man to a puppet. In effect, man was no 
longer responsible for his behavior, for 
his thoughts, for his soul, or for his fellow 
man. Laws of physics, evolution, and un- 
conscious instincts ruled the individual. 

Dynamic therapy developed under the 
influence of such scientific determinism. 
The tremendous impact of psychoanalysis 
on literature, art, and cultural institutions: 
speaks for itself. As psychotherapy, the 
contribution has been less astounding, — 
Yet, in spite of the lack of firm evidence, i 
there can be no serious doubt that psycho- 
analytic therapy has helped many indi- 
vidual patients. It may well be that these 
successes occur only with patients who are 
highly motivator-oriented to begin with. 
These strong egos persistently seek satis- 
faction in responsibility, achievement, and 
effort. The prolonged focus on hygiene 
during the course of psychoanalysis does 
not undermine their basically healthy ori- 
entation, and does alleviate hygiene stresses. 
Thus, analysis succeeds chiefly with edu- 
cated, financially solvent neurotics, not 
merely because they can pay the fees but 
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also because they have positive assets ini- 
tially. With psychotics, and with those 
neurotics where motivator factors and ego 
strength are primary considerations, the 
results of psychoanalysis are disappointing. 
Two recently completed investigations 
lend support to this thesis. The first, by 
Hamlin and Nemo, was conducted on a 
population of chronic schizophrenic pa- 
tients at the Danville Veterans Administra- 
tion Hospital in Illinois (5). Twenty-three 
improved subjects were compared with 
twenty-three unimproved subjects on a test 
presumed to measure a motivator vs. hy- 
giene orientation. Scores were obtained 
by a manifest content analysis of the ver- 
bally stated reasons given by each patient 
for his choice of 40 activity preference 
items. The results and conclusion were 
as follows: 
“The improved subjects obtained higher moti- 
vator scores than the unimproved (p-. 001). 
These scores reflect a tendency to seek satisfaction 
in self-actualizing behaviors: achievement, re- 
sponsibility, and goal-directed efforts. The 
improved subjects also obtained lower hygiene 
scores (p-. 001). An incidental comparison 
showed that college students obtained higher 
motivator and lower hygiene scores than either 
schizophrenic group.” 
The second study concerned patients in 
a rehabilitation hospital (3). Each patient 
was given a motivator-hygiene score based 
upon the factors which he used in describ- 
ing events when he felt exceptionally 
happy or unhappy in the hospital. The 
patients were divided into two groups—the 
motivator seekers and the hygiene seekers 
—based upon the number of sequences 
which were classified as motivator oriented 
and the number of sequences which were 
classified as hygiene oriented. Predictions 
were made as to which of the two groups 
would have more patients in an improved 
category after physical therapy training. 
‘The criterion was an index of Improve- 
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ment in Activities of Daily Living. 
results showed a significant differen 
(p—.02) between the two groups in fa 


most of the self-actualization and 
vator factors. However, two difficultit 
impede progress. First, the concept í 
determination holds on, like the Old Ma 
of the Sea riding the back of Sinbad. 
ond, the basic approach fosters a hygi 
orientation: the patient learns to seek | 
isfaction by escaping from surround: 
stress, rather than by achievement or s 
actualization. The motivator person g 
in new behaviors of which he was fo 
incapable; the hygiene person develops 
sight into stresses of which he was form 
not aware. The dynamic therapies 
only appeal to the hygiene seeker; 
make hygiene seekers out of more heal 
motivator seekers. 

From the very beginning, the psyd 
analytic movement carried the seeds £c 
motivator therapy. “The highest ment 
achievement that is possible in a m 
that of struggling successfully against 
inward passion for the sake of a cause 
which he has devoted himself.” Thi: 
from Freud’s The Moses of Michela 
has not caught on among his disciples. 

Only when the hygiene bias began 
submerge the individual, the self, and t 
motivator factors did Adler go off on 
separate course. His Individual Psych 
passed through stages of depth therapy, í 
therapy, and social therapy in a som 
wavering fashion. For convenience, } 
approach may be considered an ego 
apy, although his early emphasis on 
feriority was more dynamic and his la 
concept of social interest more social. 

The guiding feature of Adler’s 
therapy centered around the individ 


the self or ego. His major thesis clashed 
with Freud’s from the beginning. This 
clash can be stated simply: Freud saw man 
as the victim of determinism, whereas Adler 
saw man as capable of determining events. 
Freud’s patient could only resign himself 
to his fate. Adlers patient could do 
something. 

Adler’s ego or self-actualization psychol- 
ogy, however, never threw off the hygiene 
considerations of nineteenth century de- 
terminism, Context conditions had to ex- 
plain any positive tendencies in the 
individual. Organ inferiority, masculine 
protest, order of birth, and a “style of 
life” based on childhood experiences cause 
the individual to strive and develop pur- 
pose. Man never achieves or puts forth 
effort except as a reaction to maladjust- 
ment or distress, Only in his later writings 
did Adler move toward the obvious possi- 
bility that life is a positive force in itself, 
that man has the potentiality for achieve- 
ment, responsibilty, and purposeful effort 
as a fundamental characteristic. 

The problems of self-determination, “free 
will,” and teleology turned Adler to philos- 
ophy. The relatively recent emphasis of 
science on cultural evolution as distinct 
from gene evolution had only an early 
glimmering of influence on Adler's con- 
cepts. Integrators of scientific thought to- 
day Suspect that the species of man has 
discarded biological evolution, and has re- 
placed this all-oppressive determinant by 
culture, accumulative knowledge, and 
Science, 

Man does not evolve wings; he builds 
Planes. He does not breed diabetes out of 
the species; he discovers drugs. So potent 
are the achievements of his ingenuity that 
ta “ea or cancel out, biological evolu- 
the wea wings offer no survival value. 
Ai €st, who do not have diabetes, sur- 

€ and breed no more successfully than 
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the diabetic. Some see the Gétterdimerung 
of the species in this violation of nature. 
An equally tenable view holds that man, 
as a species, has assumed responsibility 
for his own destiny. Like the second stage 
of a space rocket, cultural evolution has 
taken off on its own, dropping behind the 
burned-out launching equipment of Dar- 
winian evolution. 

This cultural evolution, or science, in- 
corporates the contributions of an increas- 
ing number of individuals. Nevertheless, 
it is the achievement, responsibility, and 
purposeful effort of single individuals that 
determine man’s behavior. These are the 
motivator factors. No longer can man ad- 
just by resigning himself to the powerful 
determinants imposed upon him. He can 
only attain mental health, and survive, 
insofar as he achieves and takes responsi- 
bility. The accomplishments of one in- 
dividual are still insignificant in terms of 
10 million years, or of cosmic distances. 
Yet cultural evolution draws its strength 
from no other source than individual 
achievement, responsibility, and purpose. 

If there is one self-contained energy unit 
in the known universe that can lay claim 
to something comparable to the outmoded 
concept of free will, it is the individual 
person. The whole idea of determinism 
is, of course, circular; but the individual 
human, as a small unit in a tremendous 
force, can well hold his own with any 
other determinant of his own size. 

It was logical that Adler should grope 
toward a somewhat hazy concept of “social 
interest.” He saw this, however, not so 
much in its relationship to cultural evolu- 
tion, but more as another hygiene factor: 
man’s behavior is determined by social 
forces. The individual is still a puppet, 
dependent on society and culture for his 
mental health. 

The obverse of this view may state the 
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situation more appropriately: society and 
culture are determined by the achieve- 
ments and deviations (maladjustments, to 
Freud) of human individuals. Be that as 
it may, Adler moved tentatively toward 
the social psychotherapies, loosely identi- 
fied with the Harry Stack Sullivan group, 
and also foreshadowed the laissez-faire ego 
psychology of such therapists of Carl 
Rogers. The latter may be set aside for 
the sake of brevity: in his clearest formula- 
tion, Rogers advocated an encouraging sit- 
uation (nondirection, simple reflection of 
affect, etc.) which relied on lessening hy- 
giene pressures so as to let the individual 
grow on his own, with no specific’ tech- 
niques for introducing positive achieve- 
ment, responsibility, and effort. The social 
therapies require more comment. 

The social psychotherapies have devel- 
oped steadily toward motivator emphasis, 
but largely within the traditional hygiene 
premise: mental health depends on escape 
and resignation, Thus, Fromm and Hor- 
ney extend depth therapy by adding one 
more determinant of man’s behavior. The 
individual cannot afford to spend his life 
in appeasing only evolution and the un- 
conscious; he must also watch out for a 
new monster, Culture. Interpersonal rela- 
tions generate conflict, and the healthy 
person is, at best, one whose distress is 
minimal. Man creates society to satisfy 
hygiene needs (instincts, unconscious). 

However, the society which he has 
created turns on him and makes demands 
contrary to his nature; society warps and 
frustrates man. The “creative individual” 
does, indeed, play an increasing role, but 
chiefly in a futile struggle to alleviate 
surrounding conditions. 

Sullivan employs two intriguing strat- 
egies to break even further with depth 
therapies: a completely new vocabulary and 
a definition of the “person” in terms of 
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interpersonal operations only. He succeeds 
in de-emphasizing past determinants by 
stressing current realities. He also elimi- 
nates the individual as a person in his own 
right. Social variables do not determine 
the individual’s behavior; the person is 
nothing more than a way of looking at 
interpersonal events. Sullivan’s over-all 
view need not conflict with a realistic bal- 
ance between motivator and hygiene con- 
siderations in therapy. The basic premise, 
however, emphasizes surrounding condi- 
tions. Achievement and action, Sullivan’s 
“energy transformations,” serve only to 
reduce the threat of nontask factors. 

Although the basic premise of social 
therapies stresses hygiene, to the neglect of 
self-actualization, these therapies do move 
away from historical determinants and to- 
ward present action. This trend has led 
inevitably to motivator elements in tech- 
nique. The progress toward a motivator- 
hygiene balance is clearly illustrated in 
group therapies. It is common practice to 
divide group procedures roughly into two 
major classes: depth and activity. 

The former emphasize the value of group 
interaction in alleviating conflicts, inter- 
personal stresses, and other anxieties stem- 
ming from surrounding conditions. The 
activity group, on the other hand, often 
centers procedures around a task. Achieve- 
ment, role responsibility, and productive 
effort play a major part. 

Typically, the distinction between allevi- 
ating stress and fostering self-actualization 
is not sharp. In role playing and psy- 
chodrama, for example, action and output 
of effort are exploited, but they are seen 
as a means to hygiene ends. The par- 
ticipants develop insight into surrounding 
persecutions and practice new defenses ap- 
propriate for the long-suffering puppet: 
Indeed, when an activity group is spe 
cifically so labeled, it is not generally re- 
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garded as psychotherapy. Anker and Walsh 
(1), for example, compare group psycho- 
therapy with a “special activity program;” 
the implication is that only hygiene therapy 
is psychotherapy. By traditional definition, 
psychotherapy excludes task-oriented self- 
actualization. 

In line with the same hygiene bias, other 
activity programs are called milieu therapy. 
That is, the milieu or surrounding condi- 
tions are improved; this is traditional or 
hygiene therapy. The focus on achieve- 
ment, responsibility, and effort is often 
obvious, but these positive health factors 
are not formally recognized as part of 
psychotherapy. 

The results of Anker and Walsh deserve 
a further comment. Within the limits of 
the study, group psychotherapy (hygiene 
therapy) accomplished essentially nothing 
with chronic schizophrenic patients. The 
activity program produced changes “with 
compelling strength and consistency.” 

The group activity task was chosen to 
meet the following criteria: (1) The group 
should have a definite goal or finished 
product which may be achieved in a rela- 
tively short period of time; (2) The goal 
should be periodic so that once the im- 
mediate goal is achieved, another similar 
one—but one presenting new challenges— 
takes its place; (3) There must be a suffi- 
cient range of demand so that patients at 
all levels of adjustment may contribute 
meaningfully to the goal; (4) The activity 
must be complex enough so that it will 
pose meaningful problems to be resolved 
by the group; and (5) This activity must 
be of such a nature that patients are cap- 
able of maintaining it with a minimum 
of staff intervention, particularly profes- 
sional staff. 

In these criteria, we find the motivator 
factors specifically spelled out: achieve- 
ment, responsibility, goal-directed effort, 
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and continuity of growth, That self-actual- 
ization takes place in a social setting, and 
receives social recognition, as the job atti- 
tudes book on The Motivation to Work 
clearly recognizes. i 

Certain developments in the social 
psychotherapies have moved toward con- 
sideration of the motivator factors, at least 
in techniques. Basic premises cling stub- 
bornly to a hygiene bias. This discrepancy 
between (isolated) practices and theory 
retards development of an effective moti- 
vator-hygiene balance in psychotherapy. It 
is a balance that is called for. Certainly, 
stress, anxiety, biological constitution, trau- 
matic childhood experiences, and the 
demands of culture and society cannot be 
dismissed as unimportant. But psycho- 
therapy does not cure 10 million years of 
evolution, 10 thousand years of culture, or 
6 years of childhood long since past. 

Therapy changes the behaviors of rather 
insignificant individuals, now and in the 
immediate future. In this context, the 
insignificant person becomes significant. 
His achievements, his responsibilities, and 
his efforts should be accorded at least 
as much respect at the other (rather hazy) 
determinants which furnish a background 
against which he performs his life tasks. 
Therapy can help him evade stress or move 
toward self-actualization. His mental ill- 
ness can be alleviated or his mental health 
fostered. 

There is much evidence that healthy 
positive achievement reduces anxiety as 
effectively as avoidance of stress and adroit 
defenses. There is no reason to suppose 
that hygiene considerations come first and 
are primary, and that self-actualization 
comes later and is secondary. In fact, 
psychotics and severly impaired neurotics 
may be the patients most in need of a 
motivator focus. These are the individuals 
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MOTIVATION-HYGIENE THERAPY 

It is premature to specify a detailed model 
for motivation-hygiene therapy, but at 
least a tentative sketch can be offered. 
From what has already been said, four 
principles for psychotherapy emerge: First, 
the objective of therapy should be the 
reorientation of the individual’s motiva- 
tion to seek satisfactions from psycholog- 
ical growth and not the alleviation of 
psychological distress. 

Sensitivity to psychological stress is as 
much a function of the orientation of the 
person as it is of the nature of the stress 
itself; and a hygiene orientation can only 
magnify and constantly create new stresses. 
Some psychological discomfort must be 
borne—not so much in the stiff upper lip 
tradition, but rather in the sense that it 
does not need to bar growth activities, 
We have already emphasized that the 
satisfaction of avoidance needs does not 
necessarily precede the satisfaction of 
actualizing needs. 

Second, satisfaction from experiencing 
growth can only arise when there is op- 
portunity to achieve on some task. The 
concept of “task” needs to be more broadly 
interpreted than in the job situation: the 
healthy organism “responds to that which, 
through past experience, is immediately 
significant (2).” The task at hand may 
be recovery from psychosis, obtaining 
food, or making friends. The distinction 
is not a difference in goals or needs, but 
lies rather in the approach—a task-ori- 
ented approach in the face of difficulties, 
or a difficulty-oriented approach in the 
face of a task. 

Third, the therapist must make abso- 
lutely clear the distinction between hygiene 
therapy and motivator therapy. Hygiene 
therapy can provide alleviation for some 
pain—some supportive base to maintain 
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the individual while he climbs aboard a 
task. It cannot, however, make him 
mentally healthy. The motivator side of 
therapy stresses that the firepower and the 
growth urge has to come from the patient; 
but the therapist does more than reassure, 
explain, sit and wait, provide affection and 
acceptance. This is where the early Rog- 
erians fell into the “self-actualization is a 
bonus” trap. 

The major shift calls for specifying what 
the therapist can do to bring about a self- 
actualizing need within the individual, 
The therapist cannot do the patient's be- 
having for him; but he can set, program 
and manipulate the motivator factors— 
responsibility, effort, and sequence of 
achievement steps. He can orient his per- 
ceptions to the positive assets of the 
patient, at least in addition to surveying 
all that is warped, bound, and sick. In 
order to direct the patient to task achieve- 
ment and growth, it is essential that the 
therapist see the potentials that exist. 

Fourth, as a corollary to the third prin- 
ciple, the therapist must avoid teaching or 
encouraging the patient’s view of his ill- 
ness as determined by forces beyond his 
control. Psychodynamic explanations of 
symptomatology, focusing on the early 
origins of emotional problems, and the 
repeated assertions that the patient is a 
victim of unconscious and infantile needs, 
can only serve to reinforce his resigned 
attitude toward his difficulties, and to a 
personal definition of an avoidance or- 
ganism. 

How these principles are formed into 
a specific technology of psychotherapy is 
the task and challenge for the mental 
health professions, The ingredients for 
the technology lie dispersed among all the 
current approaches; and perhaps what is 
required is not new methods, but a re- 


| 
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building of psychotherapy out of planks 
from the many structures that have proved 
architecturally unsound. 
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Roads to the mental hospital 


The modern therapies utilized in mental 
hospitals unquestionably speed the patient's 
return to his home community. Through 
these procedures we have taken a big step 
toward the conquest of the devastating 
effects of mental illness. 

Perhaps the next step is to prevent, for 
at least some patients, the necessity of hos- 
pitalization away from their home area. 
At present, hospitalization for a psychiatric 
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illness often requires the patient to leave 
his home surroundings; this is particularly 
prevalent in such states as Washington 
where hospital beds for the mentally ill are 
situated almost entirely in the three state 
hospitals. Although the population has 
grown in these areas, the hospitals are still 
semi-isolated. The necessity of moving from 
familiar settings and disrupting work and 
family relationships usually means trau- 
matic changes which can impede recovery 
of the patient. 

It is appropriate, therefore, that the 
Mental Health Research Institute 1 look at 
the roads to the hospital used by our 
patients. If we can learn what is involved 
on these roads and ascertain common ele 
ments, the information can be utilized not 
only by hospital personnel for understand- 
ing the patients but also by the home com- 
munities involved. 

Additional emphasis on learning what 


occurs within the community comes from 
the recommendations of the Joint Com- 
mission on Mental Illness and Health: 


“Persons who are emotionally disturbed—that is 
to say under psychological stress that they cannot 
tolerate—should have skilled attention and help- 
ful counseling available to them in their com- 
munity if the development of more serious mental 
breakdowns is to be prevented. This is known 
as secondary prevention, and is concerned with 
the detection of beginning signs and symptoms of 
mental illness and their relief; in other words, the 
earliest possible treatment” (3). 


When we determined to start our study, 
we discovered that this topic—the route by 
which patients arrive at a mental hospital— 
appeared to be one of concern in other areas 
of the United States. Information indicat- 
ing the amount and type of resource utilized 
by patients and their families prior to hos- 
pitalization is now available through studies 
in at least three other areas: Washington, 
D.C., Connecticut, and Texas (1, 4, 5). 

We are aware of the advances made in 
our communities and of the increasing con- 
cern of physicians, ministers, and social 
agencies to provide services for the emo- 
tionally ill. We are assuming, however, 
that patients may enter a state hospital be- 
cause of some breakdown in the services of 
the community. Is this caused by gaps in 
Tesources, inadequacy of resources, Or 
ignorance on the part of patients and their 
families of available resources? Knowing 
the answer to these questions would help 
all people concerned in continuing efforts 
toward prevention of state hospitalization. 

With this background in mind, therefore, 


| We embarked on our study. This report will 


concentrate on two aspects of the informa- 
tion we obtained: 


1. What factor or what combination of 
factors precipitated the necessity for 
hospitalization? 

2. What resources, if any, were utilized by 
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the patient or family prior to hos- 
pitalization? 


METHODOLOGY 


The population for study was selected 
according to the following criteria; white, 
male, Western State Hospital patient, aged 
21 to 55, married and living with spouse at 
time of admission (or separated for less than 
six months prior to admission), first hos- 
pitalization for a mental disturbance, enter- 
ing diagnosis of a functional illness, residing 
in King, Pierce or Thurston Counties, and 
sequentially admitted during the study 
period of July 15, 1960, to July 15, 1961. 
The counties were selected because of 
proximity, since it was decided that the 
wives of these patients would be the primary 
source of information. 

Information was obtained from an inter- 
view with the wives, scheduled as soon as 
practicable after the admission. A semi- 
structured set of questions allowed for the 
wives’ free expression in the interview. 
Identifying information was obtained from 
the hospital charts. 

This report is on the results of the first 
phase of the study; the second part, as yet 
not started, will be an interview with the 
community resource people involved. At 
that time an assessment can be made of the 
possible bias in utilizing only the informa- 
tion from the wives. 

However, we believe that two factors 
operated to eliminate much bias. The first 
was that the wives, from the first contact, 
knew the information was for a research 
project and was not to be of immediate help 
to their husbands. The first approach to 
the wives was made by a uniform letter, 
followed by an explanation over the tele- 
phone and an interpretation of the research 
plan at the start of the interview. The 
second protection was the wording of the 17 
questions in the interview. Effort was made 
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to keep the wording from being emotionally 
charged or answer-leading, with emphasis 
on freedom of response. 

Each interview, conducted by one of four 
interviewers, ran from one-and-one-half to 
four hours, with the average time about 
two-and-one-half hours. It was recorded, 
utilizing recall with the help of complete 
notes taken during the interview. The 
interviews were analyzed in a number of 
areas. This paper, however, will report 
the findings in the two areas mentioned 
previously. 


DESCRIPTION OF POPULATION 


A total of 34 men admitted during the 
period of study met the criteria. Analysis 
of what can be called identifying character- 
istics reveals the following information: 

Sixty-four per cent of the men were age 
40 or younger; the age range was 22 to 54. 
Forty-seven per cent had two or three 
children; the range was none to six. Sixty- 
one per cent had been married for 5 to 20 
years; the range was from 7 months to 
36 years. Eighty-five per cent had been 
married once; the remainder had been 
married twice. All had some grade school, 
44 per cent had completed some high school 
work, and 24 per cent had some college or 
post-high school education. Educational 
level ranged from completion of the fourth 
grade to the completion of 17 years of 
school. Fifty-six per cent had some military 
service, 

The regular employment of 52 per cent 
of these patients was semi-skilled or skilled 
labor; 21 per cent, unskilled; 15 per cent, 
foremen or white collar workers; and 12 
per cent, professional. These figures on 
type of employment are like those on the 
general population. The high percentage, 
however, of men in white collar, foremen, 
or professional classifications is unlike the 
stereotyped picture of those patients who 
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are hospitalized in state mental hospitals. 

Fifty-six per cent of the men entered on a 
voluntary admission; 38 per cent, court 
commitment; and 6 per cent entered as 
voluntary patients after being ordered to 
do so by a court. Thirty-five per cent of the 
men were given a diagnosis of one of the 
psychotic disorders, such as involutional 
psychosis, schizophrenic reaction, manic 
depressive, or psychotic depressive; 50 per 
cent, or 6, of this number were diagnosed 
as schizophrenic. The other 65 per cent 
were given nonpsychotic diagnoses such as 
psychoneurosis, character disorder, and 
personality or personality trait disturbance. 
The notable point, which will be dis- 
cussed more fully later, is the high per- 
centage of men diagnosed as nonpsychotic. 

As of September 13, 1961, 53 per cent of 
the men in the study had been released 
from the hospital after two months or less 
(of this figure, 38 per cent or 13 were re- 
leased in one month or less); 26 per cent 
had been released after 3 to 8 months; 15 
per cent or 5 were still in the hospital, in- 
cluding 3 who where transferred to and 
remained in a VA hospital; 1 was returned 
to jail as non-psychotic; and 1 was on un- 
authorized leave. 

From these figures, the average man who 
met our criteria for study may be described 
as: white, 3514-years-old, married once for 
15Y years, has two children, is a skilled 
worker, had some military service, com- 
pleted at least the tenth grade in school, 
entered the hospital voluntarily, had a non- 
psychotic disorder, and stayed in the hos- 
pital two months or less. This description, 
of course, is that of a very middle-of-the- 
toad man, an average citizen—perhaps de- 
scriptive of the “family next door.” 


RESULTS OF STUDY 


Wives of 29 of the 34 men who met our 
criteria were interviewed. Of the five who 


, 


were not interviewed, two wives were un- 
interested in participating. Their husbands 
were already discharged from the hospital 
when letters were sent, which may explain 
their lack of interest in the project. Two 
others of the five were not sent letters be- 
cause their husbands were also already out 
of the hospital before the hospital records 
were perused to verify our criteria. One 
wife never responded to our letter, and we 
could not locate her by telephone. Of the 
29 interviews, 28 were used for the analysis 
of the findings. We did not use one of the 
interviews, since the wife herself was very 
ill emotionally and we did not believe that 
the material she gave was accurate. 
Although we made no attempt to evaluate 
the wives in terms of emotional stability or 
personality, all four of the investigators 
agreed that the wives were interested in the 
study, were responsive, and tried to give the 
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Several of the wives agreed to the interview 
at some personal sacrifice, since travel to 
the Institute was complicated for some and 
babysitting problems occurred as well. It 
was noted that one of the wives interviewed 
was currently under psychiatric care at a 
private hospital, and two had been released 
within the last six months from psychiatric 
care, one in a private hospital and the other 
in a state hospital. 

Table 1 reports the precipitating factors 
prior to hospitalization from the point of 
view of the wife as well as the time period 
described from the date of her husband's 
admission. Twenty-two of the 28 cases re- 
ported a combination of three factors, all 
occurring at approximately the same time. 
These were: a change in the husband's usual 
employment pattern, the appearance of 
unusual or different behavior on the part 
of the husband, plus a change in the wife's 


information as they perceived the question. health (largely emotional problems). In 
TABLE 1 
Precipitants as described by wives 

8 mos. year More than 
Precipitant Total or less or less 1year 
Employment changes of husband 25 17 19 6 
Appearance of “different” behavior on part of husband * 23 23t 23 0 
Changes in emotional and/or physical health of wife { 22 18 18 4 
Physical illness of husband 12 5 8 4 
Trouble with relatives 10 2 4 6 
Emotional problems of children 9 8 9 0 
Wife went to work 8 6 8 0 


* “Different” behavior described as follows: 


Increased nervousness and/or compulsivity 
Sleeping and/or eating disturbances 
Delusional thinking or talking 
Severe withdrawal 
Sudden and unusual outbursts of temper 
Increased interest in religion 
Suicidal talk and/or attempt 
Increased use of alcohol 
Homicidal talk and/or attempt 

In eleven cases these were noted 1 month, or l 


a In 15 cases the wives described this as “nerves;” 
Td had it.” 


Number men noted 


12 
12 
11 
10 
10 

9 


9 
8 
7 
ess from date of admission. 
3, physical illness, the others made such statements as 
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50 per cent of the cases these three factors 
occurred eight months or less from the date 
of admission to Western State Hospital. 
Mrs. Courtney (2) first mentioned this com- 
bination of similar factors in her study of 
14 of these same cases, and this fuller report 
supports these initial findings. 

Changes in the husband’s employment did 
not necessarily mean loss of usual employ- 
ment or decrease in earning, although in 
most cases it did mean this. In at least four 
cases, this change was an upward one, such 
as the husband suddenly taking on a second 
job or, as in one case, unexpectedly giving 
up his teaching position and deciding to 
become a salesman, with a greater income. 

The wives’ description of the appearance 
of the different behavior was preceded fre- 
quently by an expression such as “He’d 
always been nervous, but this was different.” 
Changes in the wife’s health did not always 
mean a severe illness, such as the breakdown 
were noted if expressed in such ways as “I 
went to the doctor for my nerves,” or “I’d 
had it,” “I told the doctor I couldn’t keep 
watching out for my husband 24 hours a 
day.” This latter was in relation to a 
potential suicide threat on the husband’s 
part.) 

It is our impression that, although the 
two factors of changes in husbands’ employ- 
ment and behavior were combined to pre- 
cipitate hospitalization, it was the third 
factor—the change in wives’ emotional 
capacity—that was the crucial event. It was 
this latter factor that seemed to lead pri- 
marily to the search for help. This is not 
surprising, particularly in view of the length 
of the marriages of these couples. 

Our study supports the statement by 
Clausen and Yarrow (1) that where married 
men are concerned, it is the wives who 
initially make the definition that something 
is wrong, and it is they who are of the 
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greatest influence in attempting to get help. 

Fifteen of the informants cited pre- 
cipitating factors as having gone on longer 
than one year, although the eight-month 
period prior to hospitalization appears to 
be the crucial one. Two of the factors 
which were mentioned by the wives as 
occurring for longer than one year were 
difficulties with relatives and physical ail- 
ments of the husband. Trouble with 
relatives was mentioned by 10 wives, but it 
does not seem to have the force of other 
factors, since in only four instances had this 
started a year or less prior to hospitaliza- 
tion. The same is true of physical illness 
of husband, since it was mentioned by 12 
wives, but in only four cases had it been a 
factor less than a year prior to hospitaliza- 
tion. 

As mentioned before, we also were in- 
terested in learning about the resources in 
the community that were utilized by the 
family prior to hospitalization. Because of 
the indication that the year prior to hos- 
pitalization—and particularly the last eight 
months—becomes the period perceived by 
the wife as the time when changes occurred, 
most of the contacts listed in Table 2 are 
for that period. In only a few instances 
was a contact noted prior to a year. 

Two points need to be taken into consid- 
eration in discussing this table. The first 
is that some of the approaches to helping 
persons were made by the wives on their 
own behalf. For example, of the 41 contacts 
with the physicians, 36 were directly with or 
on behalf of the husband; the other 5 were 
attempts on the part of the wife to get help 
for her own health needs. However, these 
were listed because they appeared to be 80 
interrelated with the husband's illness. 

The other point is that all approaches 
were listed, whether a successful appoint- 
ment was secured or not. An example of 
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TABLE 2 
Contacts made to secure help as stated by wives 


Total number 


Source contacts reported No. of families Per cent families 
Physicians ane 22 79%, 
Psychiatrists 18+ 11 39%, 
Clergy 16 12 4207, 
Social agencies t 14 10 36%, 
Hospitals § 12 11 39%, 
Mental illness court and prosecuting attorneys u 7 25% 
Attorneys 5 5 18% 
Uncertified psychologists 5 5 18%, 
Other 4 4 14%, 
126 


* 36 of these were directly with or on behalf of husband. 

+15 of these were directly with or on behalf of husband. i 

t Includes 6 attempts to make appointments which were unsuccessful because of agency “waiting lists,” 

§ Includes general hospital, VA hospital, and county hospital contacts prior to admissions and does not 
include the hospitalization at the county hospital for observation prior to the actual admission, j 


this is the 14 contacts with social agencies. 
Six of these 14 resulted in no appointments 
because of waiting lists, but they are listed, 
since they were an attempt to secure help. 

The contacts per family ranged from one 
to nine; the median was four. In sep- 
arating these into approaches to different 
types of sources—physician, attorney, social 
agency, etc.—we noted that the range ran 
from one family who utilized one type of 
source to one family who utilized seven 
different sources in their attempt to get help. 
The average number per family was three 
different sources. This is comparable to the 
findings of the previously mentioned 
Connecticut study that on the average the 
families studied went to three different 

sources for the help they needed (4). 

_Our families turned first of all to phy- 
Sicians, then to psychiatrists and then to 
hospitals other than the state hospitals. 
They had only a minimum of successful con- 
tacts with social agencies. This is the same 
Toute as that utilized by the informants in 


the Washington, D.C., and Connecticut 
studies (1, 4). The one difference in our 
study was that a relatively higher number 
of our families turned to the clergy for help 
than was noted in the other studies. 

Of the wives who made contact with the 
clergy, seven said marital counseling was 
recommended, and six said they received 
“comfort.” In only one case did the clergy- 
man recommend the possibility of the need 
for psychiatric care for the husband, It 
was interesting to note that the figure of 
42 per cent of our families seeking help from 
clergy is the same percentage as the figure in 
the Joint Commission Report (3) which 
indicates that 42 per cent of families seek 
help from clergy for problems involving 
marriage, personal adjustment, or children. 

The breakdown of the 36 separate con- 
tacts with physicians made by 22 of these 
families reportedly resulted in the follow- 
ing recommendations: 13 recommendations 
for state hospitalization; 7, medication; 5 
referrals to psychiatrists, 2 referrals to other 
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physicians; 9, other or unknown. In only 
50 per cent of the 22 families reportedly 
seeking medical help had the physician seen 
the husband before the contact listed. 

We cannot properly evaluate these calls 
on the medical professions without talking 
with the physicians first and ascertaining 
the results as they saw them. We can report 
the expressions of feelings of frustration on 
the part of some of the wives when they 
talked about the visit to the physicians. In 
two of the seven instances of prescription 
for medication, the wives reported this was 
authorized by telephone and the patient 
was not seen. In four instances of the 
thirteen reportedly recommending hospital- 
ization this, too, was done without seeing 
the husband at the time. 

In considering the contacts by 11 families 
with psychiatrists, it was especially im- 
portant to note three cases where the wives 
were told that the psychiatrist could be of 
no help unless the husband were willing. 
Adding these three to the three where the 
husband had brief contact and then quit 
going, we see that in 55 per cent of the cases, 
the husband either did not continue at all 
or continued only briefly the contact with a 
psychiatrist. This disregard of advice be- 
comes especially pertinent when we look 
at the contacts with the mental illness court 
and prosecuting attorneys. For five of these 
seven families who had contact with this 
source, it was through the wife’s asking for 
help because of threatened violence to her- 
self or the children or because of a suicidal 
threat on the part of the husband. 

All five of these resulted in answers such as 
“we can do nothing unless he actually does 
this.” It becomes evident that there is a 
serious gap in providing services for the 
emotionally ill person who does not see him- 
self in need of treatment. This is of special 
concern when the person may be of danger 
either to himself or to others. Clausen and 
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Yarrow (1) in their study also noted this 
same problem. 


DISCUSSION 


There are at least three points we believe 
need emphasizing from the information 
gained from the study. The road to the 
hospital, at least as described by the wives, 
is a rocky and circuitous one, involving 
attempts to get help through more than one 
source. This same thought is expressed by 
Clausen and Yarrow (1) in their statement: 
“paths to the hospital were beset with ob- 
stacles and traumata for husband and wife.” 

We wonder, however, if state hospitaliza- 
tion was really necessary or the treatment of 
choice for at least some of these men. This 
question is raised by looking at the facts. 
Sixty-five per cent of these men were diag- 
nosed as having one of the nonpsychotic dis- 
orders; 53 per cent remained in the state 
hospital two months or less; 38 per cent 
stayed in the hospital one month or less; 
and 56 per cent entered as voluntary pa- 
tients. 

We are not questioning the need for hos- 
pitalization. We are wondering if hos- 
pitalization in a general hospital in their 
home communities might have been pos- 
sible. Less disruption of family and friend- 
ship ties plus the additional factor of a more 
acceptable hospitalization than that still 
associated with state hospitalization are im- 
portant considerations. As one wife ex- 
pressed it, “Let's face it; there still is a 
stigma attached to mental illness.” To 
many, state hospitalization means this 
stigma. We wonder if even those men most 
reluctant to accept the need for treatment 
might have been more accepting if the hos- 
pitalization were in their home town and 
in a general hospital? Impetus for the idea 
of opening hospital beds in general hos- 
pitals is given by the Joint Commission 
report: 
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“No community general hospital should be re- 
garded as rendering a complete service unless it 
accepts mental patients for a short-term hospi- 
talization and therefore provides a psychiatric 
unit or psychiatric beds. Every community gen- 
eral hospital of 100 or more beds should make this 
provision. A hospital with such facilities should 
be regarded as an integral part of a total system 
of mental patient services in its region” (3). 


The second point for discussion is the 
sources of help utilized by these families. 
Our study, along with others, has shown that 
a general practitioner, whether he is the 
regular family doctor or not, is utilized as 
the major source of help when problems 
arise. As mental health workers, we need 
to look at this in relation to attitudes of 
physicians. Again referring to the Joint 
Commission Report: 


“General practioners as well as other members 
of the medical profession have been found in a 
Majority of instances to be both uninformed and 
unsympathetic when they are confronted with 
mental illness” (3). 


If this is true, then it appears to us that 
More interpretation is necessary in the 
Medical field as well as in others. 

Another question raised in relation to 
sources of help is why social agencies are so 
little utilized by families in times of trouble. 
One explanation, of course, comes from our 
Study. By the time the family asks for help, 
it is too late because of waiting lists. 
Further concern and solution to this prob- 
lem on a community level is of prime im- 
Portance. For some of our families, the 
Waiting list was not the reason they did not 
turn to social agencies. In at least six cases, 
| the wives responded to our question. about 
their contacts with social agencies by state- 
4 ments such as “I didn’t even know they 
_ might have been of help.” 

We also wonder, from our study, if 
‘mployers may not be neglected as a group 
that could be of greater help in the identifi- 

“ation of potential breakdown. This pos- 
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sibility seems particularly pertinent when 
we realize that in 25 of our 28 cases, employ- 
ment changes were a major factor cited by 
the wives as precipitants of hospitalization. 
In at least five of our cases, the employer 
aided in the decision by suggesting that the 
husband seek medical help, and in one of 
these cases the employer suggested psy- 
chiatric help. This leads us to believe that 
more public mental health education could 
be directed toward employers. 

The third and final point for discussion 
is the gap in services for the person who be- 
comes a threat to himself or to his family but 
will not seek help voluntarily. We suggest 
that community action should be directed 
toward finding a solution to this problem. 
An excerpt from the recorded interview 
with one of the wives illustrates the feeling 
of helplessness engendered by this problem. 

“Last spring I thought my husband was sick, 
that he needed help from a psychiatrist. I asked 
him if he wouldn’t go to a psychiatrist, and he 
got angry and refused. At that time I went to 
the telephone directory and called “Mental 
Health” and after asking questions of several 
people, finally talked with the court. I didn’t 
give them my name but got a lot of information, 
but it didn’t do very much good because they 
said that unless he committed an action so they 
could legally come and pick him up there was 
nothing that they could do. 

“I also called the psychiatric clinic but they said 
if he would not come in willingly they couldn’t 
help him. It just seems too bad that you have to 
wait until they get so very sick before you can 
actually do anything.” 


We cannot suggest an easy solution to this 
problem, but we can emphasize from our 
interviews with the wives that it is a serious 
one, one that leads to panic and in- 
creasing frustration in this road to the 
mental hospital. Perhaps the community 
could consider offering more services to 
family members in helping them with their 
own feelings and attitudes when faced with 
this type of situation. 
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SUMMARY 

This is a preliminary report of information 
obtained from interviews with the wives 
of 28 men who were hospitalized at Western 
State Hospital on a first admission for a 
functional illness during the study period 
July 15, 1960, to July 15, 1961. A typical 
man of this group was 3514-years-old, 
married once for 1514 years, has two chil- 
dren, is a skilled worker who has completed 
at least the tenth grade in school, entered 
the hospital as a voluntary patient with a 
nonpsychotic disorder, and stayed in the 
hospital two months or less. 

Twenty-two of the 28 cases reported a 
combination of three factors occurring at 
approximately the same time to precipitate 
hospitalization. These were: a change in 
the husband’s usual employment pattern, 
a change in the wife’s health, plus the 
appearance of unusual or different behavior 
on the part of the patient. In 50 per cent of 
the cases these three factors occurred eight 
months or less from the date of admission. 

On the average, these families made 
four contacts in the search for help and 
approached three different professional 
sources. Seventy-nine per cent of the 
families sought help from physicians; 42 
per cent from clergy; 39 per cent from 
psychiatrists; and an equal percentage from 
hospitals, such as veterans’ hospitals, general 
hospitals or county hospitals. 

Although 36 per cent of the families 
attempted contacts with social agencies, in 
6 of the 14 approaches made, the social 
agency could not help them because of 
agency “waiting lists.” Of the seven fami- 
lies who sought help from the mental ill- 
ness court or prosecuting attorneys, five of 
these were by wives asking for assistance 
in relation to threat of violence to self or 
others on the part of their husbands. 

Because of the high percentage of men 
who were hospitalized for nonpsychotic dis- 
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orders, who entered as voluntary patients, 
and who remained for two months or less, 
the question was raised in the discussion as 
to whether state hospitalization was the 
preferred treatment for some of them. 
More use of general hospitals in home com- 
munities was suggested as one solution. 

The study also raised questions in relation 
to the need for more acceptance of mentally 
ill persons and better education about 
symptoms on the part of physicians, clergy, 
and employers. Included in the discussion, 
as well, was the importance of increased 
provision of treatment resources, including 
social agencies within the home com- 
munities. The final discussion referred to 
the gap in services and need for solution 
of the problems for those ill people who 
are becoming of danger either to themselves 
or to their families but have little insight 
into their condition. 

In conclusion, it appeared to the investi- 
gators that the path to the hospital is a rocky 
and circuitous one, at least as described to 
the interviewers by the wives of the patient 
population in this study. 
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The middle-class professional 


and the 


Unpalatable as the concept of relatively dis- 
tinct and meaningful socioeconomic class 
differences may be to the professional work- 
ing in the mental health area, these differ- 
ences should nevertheless be reckoned with. 
It must be realized that members of one 
class may not actually understand what 
members of another class need or want, 
what values they cherish, and what facets of 
society and family are dear to them. 

i Psychiatrists, psychologists, social work- 
ers, and other professional personnel work- 
ing in a mental health setting are almost 
invariably from the large and powerful 
American middle class. Although the mid- 
dle class also produces its shares of patients 
—in some instances a disproportionate share 
—many mental health workers are con- 
fronted with lower-class patients. In fact, 
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lower-class patient 


since mental health facilities are typically 
maintained by state or local government 
funds, many more lower-class patients are 
probably in contact with mental health pro- 
fessionals than with any other single class 
of medical specialists. 

Because of the frequently different class 
membership of the mental health profes- 
sional and his patients, the two often fail to 
communicate with one another. The psy- 
chiatrist, for example, fails to understand 
what, in his patient’s story or behavior, is 
really important to the patient himself. 
The patient, in turn, frequently fails to 
comprehend the nature of the questions 
(or their importance) evolving from the 
psychiatrists middle-class background. 
Consequently, the lower-class patient 
listens with faint heart and half an ear t0 
the psychiatric intonations, and the psy- 
chiatrist hears with cynical and paternal 
indulgence the recital of the lower-class 
patient. 


—————— Se Oe 


To a considerable extent, the communi- 
cation failure may be traced to the different 
values and attitudes typical of the two 
classes. The middle class is oriented toward 
thrift, work and achievement. Undoubt- 
edly, the middle-class professional has at- 
tained his status through hard work, serious 
study and intelligent planning. 

His intellectual ability and motivation 
have provided him with the rewards of pres- 
tige and recognition as well as a stable and 
comfortable income. The middle-class pro- 
fessional shares with his fellow socioeco- 
nomic group members a distaste for strongly 
expressed emotion. He shuns aggression 
and hostility, and physical combat is, of 
course, completely repugnant. Sexuality is 
clinically admissible but is carefully circum- 
scribed lest it be abused or too openly 
flaunted. The middle class is clean, well- 
shaven, neatly dressed, moderate and tem- 
perate in its habits; it respects authority and 
pays homage to the significant symbols of 
state and church; it respects the institutions 
which it has carefully constructed, and it 
seeks a virtuous and successful existence. 

Although adhering to some of the values 
of the middle class, the lower class places 
much less emphasis on education, for exam- 
ple, than does the middle class and as a 
Consequence, is very unlikely to have fin- 
ished or to have continued beyond high 
school. Neither is the lower class espe- 
cially impressed with achievement through 
hard work, solvency through thrift, etc. 
Cleanliness, order, and thrift, are not as 
valued by the lower class as by the middle 
class. 

The lower-class father who earns a living 
doing day labor, working on a monotonous 
assembly line, etc., cannot be expected to 
feel that his source of income is a matter of 
Pride or respect. The lower class frequently 
Works very hard indeed; physically, the 
Work may be brutally difficult, but its re- 


Middle-class professional 


HAAS 


wards are slim, its continuance question- 
able, its justification coming only when the 
work day is over. 

The lower-class child is much less re- 
stricted in expressing impulse or strong feel- 
ing. Aggression, physical combat, hostility 
and emotionality are permissible in larger 
degree than in the middle class. Physical 
punishment, for example, is frequent. 

For the lower class, material rewards are 
few and recreational opportunities are lim- 
ited. Possibly as a consequence, basic and 
immediate physical needs are more likely to 
be sources of satisfaction for the lower class 
than for the middle class. Alcohol can 
provide a kind of quick escape for the lower- 
class male; this, the middle class profes- 
sional finds difficult to understand. As the 
studies on male sexual behavior by Kinsey 
and his associates dramatically illustrated, 
sexual stimulation is far more direct and ex- 
tensive in the lower class then in the middle 
class. In language as well as behavior the 
lower-class child, for example, evidences de- 
grees of sexual sophistication the middle- 
class parent finds horrifying. 

These sketchy descriptions cannot do 
justice to the different standards and values 
of the lower and middle class. They pro- 
vide only a glimpse of the extensive and 
complex inter-class differences. In view of 
these cultural differences, however, the mid- 
dle-class professional should be guided by — 
remembering the following. ti 

It is a hopeless job for the middle-class 
professional to attempt to change the entire 
structure of a home, a family or a way of 
life. The lower-class patient cannot be 
turned into a middle-class psychiatric image. 
He cannot be taught sobriety when alco- 
holic indulgence is a way of life; thrift and 
achievement have little meaning for a lower- 
class family whose job status varies from 
day to day. Expression of sexuality, illicit 
pregnancy and profanity are related to a 
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way of life, not necessarily pathognomic, 
and are not particularly influenced by mid- 
dle-class moralizing. 

The mental health worker is too ready to 
label as a psychiatric case many a lower- 
class patient whose behavior is not particu- 
larly inappropriate in a lower-class family 
context. Worse, however, efforts at reha- 
bilitation keep middle-class rather than 
lower-class goals in mind. 

Much has been said about the intricacies 
of the patient-doctor relationship in general. 
Unquestionably, almost every such lower- 
class, middle class contact is filled with 
misunderstanding and disappointment. 
The psychotherapist may focus on sexual 
and emotional inhibition and control. 
These his patient willingly talks about, but 
he is really little concerned; chances are he 
has suffered from fewer inhibitions than has 
his psychiatric mentor. The therapist may 
explore the relationship of alcoholism to 
deep-seated personality traits and needs. 
Again, the lower-class patient co-operates, 
but, frankly, he recognizes these are the 
psychiatrist's needs, not his own. The pa- 
tient drinks because all of his friends do; 
sometimes more, other times less. It de- 
pends largely on environmental circum- 
stances. 

The lower-class patient beats his wife, 
abuses his children, pilfers from his em- 
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ployers. The middle-class therapist may 
long seek the wellsprings of this kind of be. 
havior within his patient’s personality or in 
parental circumstances. He fails, however, 
to look in the proper place; namely, the 


lower class and its accustomed way of life. 


The lower-class patient is fatigued, lacking 
in ambition, sullen and depressed. His be 
havior, again, can only be understood in its 
context. It is simply of no use to treat these 
symptoms as though they were found ina 
well-educated middle-class housewife. 

The part played by the professional in 
the mental health area needs careful con- 
sideration. The lower-class patient needs 
to be understood and treated, not as a group 
of symptoms but as a single human being 
emerging from a culture which, in many 
ways, is different from and frequently in 
conflict with the background and under- 
standing of the middle-class professional. 
In fact, the lower-class patient, just like all 
other patients, seeks to be understood in 
terms of his own needs and his own ac 
customed way of life. 
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Problems and directions for the 
day treatment center 


The idea of the day treatment center— 
where seriously disturbed persons can be 
treated on an outpatient basis more €x- 
tensively than at a mental hygiene clinic, 
but with less cost and perpetuation of a 
“sickness” concept than in a hospital—is 
receiving widespread attention. 

It seems to offer hope for more specific 
rehabilitation—social, vocational and per- 
sonal—than does intensive individual or 
group psychotherapy, and for avoiding 
some of the problems of dependency, great 
Coys chronicity, isolation from community 
activities, and rehabilitation, that arise from 
hospitalization (1). It has been defined as 
a form of “milieu therapy” (2). The “open 
door” hospital (8) utilizes many similar 
ideas but labors under the seemingly un- 
necessary handicap of the hospital label and 
Setting, 

The Veterans Administration has taken 
national leadership in the day center move- 
ment (4). Thirteen VA centers are already 


in operation, and at least five more are 
scheduled to open during each of the 
next three years. Service programs have 
progressed much more rapidly than eval- 
uation and research on the programs and 
effectiveness of centers, but the latter are 
being planned. 

The Veterans Administration has en- 
couraged diversity and experimentation in 
the programs of its various centers, in the 
hope that good new ideas can be imple- 
mented, and the best ways of treatment 
winnowed out of the variety. It provides 
the framework for this discussion, 

The author has been able to visit several 
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Eprror’s Note: Since this article was accepted for 
publication over one year ago, there are significant 
omissions (resulting from the rapid expansion of 
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of the centers, and to obtain data on all of 
the others. 

A new center attempting to get underway, 
or an old center wishing to innovate, can 
profit greatly from information about other 
programs. This prospectus is intended to 
provide an over-all view of some of the 
problems encountered, some current pro- 
gram innovations, and one (among many) 
model for a center and an integrated 
research and evaluation program. 


PHYSICAL FACILITIES 


Floor space in current VA day centers 
ranges from around 1,500 to 14,000 square 
feet, with a median of about 3,000 to 4,000 
square feet. Since all centers have ex- 
panded fairly rapidly and expect further 
expansion soon and, furthermore, since it is 
often very difficult to expand quarters after 
original quarters are remodeled, it seems 
desirable to obtain initially as large a space 
as possible, larger than has been common in 
the past. Perhaps 4,000 to 6,000 square feet 
should be considered minimal to avoid 
acute problems and uneconomical modifi- 
cation of the original plans soon after 
opening. 

The kinds of rooms laid out are fairly 
standard, usually including a medium-sized 
occupational therapy room, a fairly large 
group meeting and/or recreational activity 
space, a small kitchen and eating area, a 
library room, a class or lecture room, and 
three to five staff offices. The rooms must 
be near rest rooms, should be near an out- 
side entrance (since the center may be open 
during weekend or evening hours when 
other activities in the building are closed) 
and should have good soundproofing for 
occupational therapy. 

Incidentally, many furnishings and even 
equipment have been provided by com- 
munity service organizations. 
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STAFF 

Most of the centers began operation with 
part-time staff from mental hygiene clinics 
and volunteers. As rapidly as possible, 
staff has been added, to a typical comple- 
ment of a full-time psychiatrist, psycholo- 
gist, social worker, occupational therapist, 
and secretary. 

Three to eight volunteers from service 
organizations are usually utilized, under 
the direction of staff; they require careful 
selection and training. The proper selec 
tion and use of volunteers is a difficult 
problem, but one that is considered worth- 
while since volunteers can contribute both 
special skills and liaison with the com- 
munity, neither of which can be provided 
as well in any other practical way. 

Additional part-time personnel are often 
used—such as staff employed elsewhere; 
they may have special talents to teach; they 
may be psychology trainees or research 
personnel, or other medical staff, as needed. 


PATIENT LOAD 


The size and selection of patient load is 
highly variable. The range of total num- 
ber of patients carried is roughly 15 to 60, 
the lower figure often characterizing the 
center which is less than six to eight months 
old. The median seems to be 30 to 40 
patients after the center has been in opera- 
tion a year or more. Roughly half, on the 
average, attend the center on a typical day: 

Patients primarily are chronic schizo- 
phrenics who have been carried previously 
by the mental hygiene clinic, with oc 
casional hospitalizations; there are also 
some episodic schizophrenics, character 
disorder cases, and severely neurotic p% 
tients who can be arrested or maintained 
without hospitalization; and an unex 
pectedly small number of trial visit patients 
(fewer than is generally expected) referred 


from mental hospitals upon discharge. 

A major issue here is the importance 
given to the chronic schizophrenic load. 
If it becomes the major part of the center 
population, and if there is no obvious 
success or hope in returning the chronic 
schizophrenic to effective community life, 
the center may become nothing better than 
individual therapy of a maintenance type, 
designed only to prevent worsening of the 
poor condition. 

To meet rehabilitation goals, the center 
should probably take more acute schizo- 
phrenics, severe neurotics and severe char- 
acter disorders, as well as more trial visit 
patients who would not be as likely to be 
sent out on trial visit status unless they 
could be referred to an extensive treatment 
program such as that conducted at the day 
center. 

A practical suggestion, which must also 
affect the nature of the caseload, is that of 
patient residence; that is, since treatment 
is continuous through the week and pa- 
tients are expected to attend on that basis, 
they must be within commuting distance of 
the day center, and they also must have 
convenient transportation. 

Decentralization, through the medium of 
small centers throughout the state, is there- 
fore vital so that the patients can live in 
communities appropriate for them—in 
view of their ties to society—and still com- 


Mute to day centers for continuing treat 
ment, 


HOURS OF PROGRAM 


Most of the day treatment centers function 
on a conventional 40-hour week, approxi- 
mately 8:00 a.m. to 5:00 P.M., Monday 
through Friday. Some are open one 
Evening a week. While conventional hours 
are the most convenient for staff, and often 
for the unemployed patients—which most 
Mà of the center patients are, at least initially 
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—the usual schedule poses several ques- 
tions: í 

1. If center patients can obtain part-time 
or full-time daytime employment, should 
they have to terminate contact with the 
center and, if so, can such a situation dis- 
courage them from taking such em- 
ployment? May they not profit from some 
continuing center contact after taking a 
job? 

2. Do the conventional hours permit 
optimum use of volunteers employed full- 
time in the community, such as school- 
teachers, skilled tradesmen and professional 
people who might otherwise be willing to 
teach specialized classes at the center on a 
voluntary basis? Otherwise, volunteers 
tend to be housewives not otherwise em- 
ployed. 

8. If one of the treatment goals is to get 
patients to participate more actively in 
extracurricular activities in the community, 
should not staff personnel be available to 
help make such arrangements, even to 
going with the patient, if necessary, on 
evening and weekend hours when such. 
community groups usually meet? 

4, Are not evenings and weekends often 
the most trying times for isolated patients, 
and should not special attempts be made 
to break through their isolation at such 
times? 

In summary, there are likely to be several 
advantages in having a center function dur- 
ing some evening and weekend hours, 
particularly during the transition period of 
the patient's rehabilitation from chronic 
care to integration into the community. In 
addition, since practically no patients at- 
tend the center more than two or three 
days a week, why should a 40-hour week be 
maintained at all? 


THE TREATMENT PROGRAM 
The crux of effective day treatment cen- 
413 


ter planning is, of course, the treatment 
program. It varies widely (and inten- 
tionally) from one center to another, de- 
pending upon the theoretical orientation of 
the staff, the physical facilities, and volun- 
teers available, but, more than upon these 
considerations apparently, upon the special 
interests and skills of the center personnel. 

In some centers there is emphasis on 
group therapy; in others, little or none; in 
some there is stress upon recreational ac- 
tivities, and in others, little. Medication is 
prescribed by the center psychiatrist for all 
patients at some centers, while at others 
mental hygiene clinic personnel write the 
prescriptions. Varying emphases are placed 
upon psychodrama, music appreciation, 
vocational planning, and mental hygiene 

lectures, 

Planning itself varies greatly. In some 
centers a team meeting of the staff is held 
in which patients are accepted or not; a 
program for the individual patient is tenta- 
tively outlined; and an individual therapist- 
supervisor on the center staff is assigned. 
At others, the center director makes all 
therapist-supervisor assignments. In some 
centers there is no therapist-supervisor for 
each patient. The therapist-supervisor may 
be on the mental hygiene clinic staff, and 
day center personnel act as his auxiliaries. 

The planning problem here would seem 
to be one of goal orientation more than 
anything. If center activities are considered 
only auxiliary to individual psychotherapy, 
then the individual therapist should prob- 
ably make and follow-up on the treatment 
plan involving the center. 

If the center is considered more or less 
autonomous, either a team or an individual 
should do the planning and follow-up for 

each patient. But here, as in other forms of 
treatment, the crux of the matter would 
seem to be having someone specify and keep 
in mind the goals for each patient, and 
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utilize and adjust the center's resources, as 
necessary, to reach these goals. Otherwise, 
the center can rapidly become just another 
conventional treatment resource with no 
demonstrable advantages or disadvantages 
over hospitalization or individual psycho- 
therapy. 


GOALS 


If the crux of all problems of center plan: | 
ning involves goals, it becomes extremely 
important to define goals ahead of time, 
The goals of current centers obviously vary 
greatly. It seems apparent that a number | 
of centers function as if a sufficient goal 
were to maintain patients whom they as 
sume would otherwise be more likely to be 
hospitalized. 

Such a goal is much the same as the 
mental hygiene clinic purpose for the 
“chronically schizophrenic,” but it might 
be sufficient to justify the new program 4 
on an economy basis. If the center patient 
load shakes down largely to chronic schizo- 
phrenics, this “maintenance” goal is likely 
to become increasingly prevalent. 

A second kind of goal is to provide neces 
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sary supplements to the patient's ordinary 
diet in the community so that his deficien- 
cies in social activity are made up and he 
can get along better, although he still may 
be something of a disabled person. In this 
sense, he may take on part-time employ- 
ment; he may be able to live more congen 
ially with his family; he may no longer b¢ — 
a menace to society; he may not need 
(as frequent) hospitalization. But centet 
treatment in such a case is likely to be 
permanently required, continuously © 
intermittently. i 
A third goal is rehabilitation. This 18 
the toughest, most idealistic and least com 
monly expressed goal. That is, although 
general applause is given to the idea, thet® | 
is little indication of specific attempts t° g 
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implement such a goal through rigorous 
treatment with new and original proce- 
dures. If this goal of rehabilitation is to 
have any hope of realization, it is necessary 
to do a good deal more than—and a good 
deal that is different from—the conven- 
tional treatment program. For example, 
paying for helper labor; making specific 
job placements in the community; having 
staff personnel, if necessary, take the pa- 
tient to meetings of conventional com- 
munity groups; arranging for and giving 
close supervision to patients taking classes 
in public or private schools in the com- 
munity for vocational or educational pur- 
poses; tutoring in exactly how to make 
dates, eat at a table, talk with a stranger— 
these are just a few of many possible new 
approaches offering more hope for funda- 
mental rehabilitation. 


EVALUATION AND RESEARCH 


The acute need for evaluation and research 
at day treatment centers, particularly of 
new and different approaches to treatment, 
is generally recognized. Many research 
plans are being formulated. Almost all of 
them, however, are of the descriptive type 
rather than of a rigorous kind which would 
indicate whether the center is doing some- 
thing different from or something more 
than the conventional modes of treatment— 
or no treatment. The latter kind of re- 
search, then, is the most vitally needed 
today to sharpen up thinking about any 
unique role the day treatment center can 
Play in rehabilitating emotionally disturbed 
patients. 

So important is research at the beginning 
of this program, before commitments to one 
Procedure or another become encrusted— 
and so rare is even serious consideration of 
the basic elements of good research design 
—that we wish to sketch one model for an 
‘valuation project, one among many that 
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could be outlined, We hope that such a 
model can provide the basis for discussion 
and other plans wherever centers exist or 
are planned. 

Absolutely basic is a control group. 
Without it, the attempt to determine 
whether and how the day center is effective, 
is meaningless. This first requisite can be 
met by assigning prospective referrals ran- 
domly to either the day center or to one or 
several alternative groups, such as, “no 
treatment,” the mental hygiene clinic, or 
“remain in hospital.” While the control 
group concept is often attacked as “cruel,” 
we truly do not know whether day centers 
help patients more than the alternatives. 

“Experimental” treatment, such as the 
day center program is here, also is often 
attacked as “cruel” since its value relative 
to conventional treatment programs is un- 
known. The truth of which is the best 
treatment, and for whom, is simply not 
known. 

A second essential element in proper 
evaluation is the objective definition of day 
center treatment, and its goals. To study 
the treatment effectively, we cannot let its 
definition pass as one of well-intentioned 
people doing everything they can to help 
all patients. If it is intended to help 
people get jobs, we must try to describe 
exactly what it is doing toward this end, 
and how many jobs are obtained. If social 
rehabilitation is an aim, the criterion should 
be more than verbal fluency with therapists 
and other patients; it should involve social 
relationships in the community, not (neces- 
sarily) in the day center. 

A third essential element is integrity of 
research design and attitude. Once the 
research design is determined, it should 
be maintained; whatever flexibility it has 
must be stated ahead of time. 

Good evaluation is hard to do, but if it is 
not done, then we have no reason to be any 
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more optimistic about day center treat- 
ment than about any other that jams the 
history of the mental hygiene movement. 


SUMMARY AND CONCLUSIONS 


1. The concept of the day treatment 
center providing extensive daytime out- 
patient treatment up to 40 hours a week is 
well-established and growing rapidly in the 
Veterans Administration and elsewhere. 

2. Major advantages which, it is hoped, 
will accrue from this new program include: 
less frequent and briefer hospitalizations, 
better integration into the community, 
lower treatment costs, higher probability 
of vocational and social rehabilitation, 
smoother transition from hospital to com- 
munity, and less chronicity and dependency 
in treatment. 

3. Most centers begin with too little floor 
space, then are faced with cramped quarters 
and difficulty of expansion. Standard lay- 
out includes rooms for group meetings, oc- 
cupational therapy, classes, recreation, 
snack-eating, and private interviews. 

4. A typical yearly budget of about $50, 
000 provides a standard staff pattern of 
full-time psychiatrist, psychologist, social 
worker, occupational therapist, and secre- 
tary; and the minimal requisites of space 
and equipment. Service organizations of- 
ten donate furniture and other equipment 
and supplies—an economy to the agency 
and a valuable link to the community. Vol- 
unteers are usually used—mainly house- 
wives—and other staff for teaching a class 
or two a week. Care in selection and use 
of volunteers is advised. 

5. Patient load, after a year of operation, 
generally settles at around 40 patients, only 
half (or fewer) of whom, on the average, 
are in attendance on a typical day. Drop- 
out rates are high among initial referrals— 
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perhaps 40 to 60 per cent—but not sub. — 
stantially greater, perhaps, than for mental 
hygiene clinic referrals generally. Nor is 
any reason readily at hand; no selection 


factors are known to make a difference, 


other than that omnipresent one called 
motivation. 


6. Patient selection concentrates primar 


ily on chronic schizophrenics who have a 
long-time treatment history, and second: 
arily, on trial visit patients who, however, 


have furnished a disappointingly small part — 


of the total load. The character disorders, 
severe neuroses, and acute schizophrenics 
constitute variable but small additions. 

7. All centers function at regular office 
hours and, after full operation is achieved, 
for 40 hours a week. Serious question can 
be raised as to whether regular hours, 
rather than an evening and weekend sched- 
ule, are best suited to the needs of socially 
isolated patients or those encouraged to 
begin work; or to the best use of com- 
munity resources such as groups or pro- 
spective volunteers. Furthermore, since 
half or fewer of the patients attend activities 
at the typical center on an average day, 4 
40-hour week may not be necessary. 

8. The crux of an effective treatment 
program would seem to be comprehensive 
initial planning for each patient and fol- 
low-up to insure results or necessary modi- 
fications to produce results. Initial plan 
ning is accomplished in a variety of ways 
but follow-up and modification to keep å 
drive on toward goals of change require 
constant emphasis, 

9. The basic Struggle in mental hygiene 
treatment—to accomplish the rehabilitation 
of patients, rather than maintenance of a 
poor adjustment without deterioration—S 
developing in the day center movement. 
Most centers are rehabilitation-minded, 
but there is an obvious tendency and dan- 


e for, rather thal rehabilitate, a chron- 
disabled population. 
. Finally, there is a pressing need for 


UPS, to evaluate the the best modes of 
‘tre: atment and the most amenable kinds of 
ents. Such evaluation can most easily 
| profitably be done now, when the pro- 
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‘The development of a social group 


by schizophrenic patients within a 


Historically, society's appraisal of the 
schizophrenic patient has included the 
estimation of a very limited ability to 
participate in any meaningful and pro- 
ductive fashion in co-operative endeavors 
with others. 

Even further, the presence of the schiz- 
ophrenic person in the ordinary affairs of 
living has been viewed as so deleterious 
and distracting that he has often been 
isolated and confined in order to reduce 
the possibilities for such taxing demands 
upon the other members of society (5). 
Even within the confines of psychiatric 
hospitals, the schizophrenic patient has 
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therapeutic milieu 


been viewed as presenting a task or chore 
rather than as being a contributing partner 
in the enterprise of operating a hospital 
(4). He has been the object of the en- 
deavors of others, who have undertaken to 
provide for his custodial care. 3 

To a remarkable extent, the therapeutic 
efforts that have been expanded on the 
schizophrenic patient have not required 
the active personal engagement of the 
patient for their efficacy (3). Studies of 
the premorbid social adjustment of the 
schizophrenic person have similarly shown 
a failure to engage meaningfully in CO 
Operative endeavors with others (3). 

A milieu therapy ward for the treatment 
of schizophrenics had been established in 
an Army hospital. This type of thera 
peutic endeavor depended upon a mote 
active participation by the schizophrenic 
patient in his treatment processes. / 
the patients treated within this setting 
were members of the active Army; eah 


had received a diagnosis of schizophrenia 
and subsequently had been evacuated to 
a large treatment center within the Army. 
The therapeutic endeavors with these 
patients provided a continual confronta- 
tion of the patient with the reality of his 
illness and hospitalization. Also created 
was an expectation that the patient would 
attempt a correction of his aberrant 
ideation and behavior in the direction of 
the commonly-defined reality (2). These 
conditions of the therapeutic milieu were 
maintained constantly, except during the 
time that the group was engaged in patient 
government. 

The utilization of patient government 
for the extension of the social skills of 
psychiatric patients has occurred most ex- 
tensively with those with less severe psy- 
chiatric disturbances (6). The presence of 
the schizophrenic patient in the delibera- 
tions of such a group was noted to have a 
deleterious effect (1). The schizophrenic 
patient, then, has usually been regarded as 
particularly poorly endowed with the skills 
required for adequate social functioning. 
The patient government group under 
discussion was distinctive, since it was com- 
posed totally of patients who had been 
diagnosed as schizophrenic. ‘There was 
evidence in the histories of these patients 
of a common lack of social facility, which 
had been contributory to their having been 
5 so identified. The only directions given 
this group were that they would be re- 
Sponsible for the housekeeping of their 
Ward unit and for the planning of the 
leisure-time activities of their group. 

The investigator was present at the 
Meetings of the group in a participant 
Tole of adviser. He was minimally active 
and did not participate in the decision- 
| Making activities. He was not a member 
i therapeutic staff and did not func- 

s an intermediary between the patient 


_— 
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group and the staff. The patient group 
made its representations to the staff 
through its elected leaders; the staff 
similarly addressed itself to these spokes- 
men on matters pertaining to the group. 

The operations of the patient govern- 
ment group were observed for a six-month 
period. The group process recording 
techniques developed by social group work 
were used to accumulate the data of these 
observations. There was a consistent 
finding that the members of this group con- 
structed and maintained a social experi- 
ence that was distinct from their con- 
current experience in group psychotherapy. 

In contrast to the therapeutic ex- 
perience—in which there were continuous 
controls of pathologic behavior, to the 
extent that such behaviors became foci 
of therapeutic endeavors—there were no 
such controls in the patient government 
situation, because no members of the 
therapeutic staff were present. 

In this latter situation, there did not 
occur the rampant presence of pathological 
behavior; rather, there was an almost total 
absence of such behavior. When it did 
occur, it was quickly labeled as inappro- 
priate by the group. Even when an in- 
dividual patient might be combative and 
inaccessible in the therapeutic situation, 
he would be a contributing member of the 
patient government group, sometimes even 
occupying a position of leadership. 

Although all members of this group 
were lacking in past successful experience 
in social situations, and had been extruded 
from a number of functioning social 
bodies, the operations of this group fol- 
lowed the usual, small, democratic pattern. 
Leaders were selected by popular choice, 
and served at the pleasure of the group. 

It was found that the leaders of the 
group played a significantly dominant role 
in determining the affairs of the group 
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(p<0.01) in comparison with the followers. 
However, when the dominance of direction 
of the group was analyzed, distinguishing 
between patients who recovered sufficiently 
to return to duty and those who did not, 
it was found that there was no significant 
difference (p>0.80). 

An analysis of the activities of the group 
was made to determine the general social 
direction of the group; i.e., isolation versus 
increased relevance to the larger society. 
It was found that of 101 plans presented, 
96 contained elements of more extensive 
social contact on the part of the group. 
These plans ranged from broader, more 
complex transactions with the staff, to ex- 
tensive excursions into the community in 
which the group had to deal with diverse 
segments of society and in ways in which 
their illness and current disabilities were 
not factors. 

Within the patient government situa- 
tion, this group of schizophrenic patients 
created a central reality that was in con- 
Sonance with the perceptions and stand- 
ards of the environing society. This was 
observable both in the group's dealings 
With its therapeutic staff and with larger 
and more diverse societal segments, It is 
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suggested that this greater relevance to its 
society by the group, as compared with the 
individual patients, invites both further 
inquiry and treatment endeavors. 
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Of Polish Birth 


On January 1, 1930, there were 350,383 
| foreign-born whites of Polish nativity in 
_ New York State. In 1940, there were 281,- 
080, and this fell still further to 254,065 
1950.: Other foreign-born groups have 
so declined in number, due primarily to 
‘Testrictive immigration laws enacted since 
1920. In the case of Poland, however, 


emigration, resulting from the closing 
‘of borders. 
_ The decennial census of the popula- 
tion of the United States offers limited 
ta with respect to racial composition. 
foreign-born whites are defined by 
ity. But certain of these nationalities 
ch as, Italian, Irish, Scandinavian— 
s degrees of ethnic homogeneity suf- 
ent to justify inferences with respect to 
ethnic distribution of mental disease. 
EIR the case of Polish-born, living in New 
otk State, there is no such complete ethnic 


Mental disease among Polish-born and 
native whites of Polish-born parentage in 
New York State, 1949-1951 | 


unity. A very large proportion are Jews, 
and a further large proportion are Slavs. 
They are not differentiated by the census. 
Hence, the analysis of the distribution and 
frequency of mental disease among Polish- 
born must be regarded as essentially a study 
of nativity and not of racial groupings. 
This investigation is concerned with the 
Polish-born population, living in New York 
State. No comparisons will be made with 
the frequency of mental disease in Poland. 
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search Foundation for Mental Hygiene, Inc., Albany, 
N. Y. 


This investigation was supported by a research 
grant from the National Institute of Mental Health 
(Grant M-1140C4). 


This is the third of a series of eight studies de- 
scribing the frequency of mental disease among 
ethnic and national groups in the United States. 


1Uniled States Census of Population, 1950. New 
York (Washington, D. C.: U. S. Government Print- 
ing Office, 1952), Report P-B 32, pp. 82-64. 


421 


TABLE 1 


First admissions, born in Poland, 


to all hospitals for mental disease 


in New York State, 1949-1951, classified according to mental disorders 


Mental Number 
disorders Males Females Total 
General paresis 11 3 14 
Alcoholic 51 6 57 

With cerebral 

arteriosclerosis 222 197 419 
Senile 89 149 238 
Involutional 107 186 293 
Manic-depressive 23 37 60 
Dementia praecox 103 146 249 
Other 86 87 173 
Total 692 811 1503 


Average annual rate per 


Per cent 100,000 population 

Males Females Total Males Females Total 

1.6 0.4 0.9 2:9 0.8 1.8 

7.4 0.7 3.8 13.4 1.6 14 
32.1 24.3 27.9 58.4 51.5 55.0 
12.9 18.4 15.8 23.4 39.0 31.2 
15.4 22.9 19.5 28.2 48.6 38.4 

3.3 4.6 4.0 6.1 9:7 7.9 
14.9 18.0 16.6 27.1 38.2 32.7 
12.4 10.7 11.5 22.6 22.8 22.7 
100.0 100.0 100.0 182.2 212.1 19⁄2 


For various reasons, international compari- 
sons of such frequencies are not reliable. 
Among other reasons, it may be accepted 
that the incidence of mental disease, as 
measured by hospital admissions, varies 
among nations because of historical atti- 
tudes toward the meaning of mental 
disease, and the need for hospitalization. 

Some early statistics indicate a relatively 
low incidence of mental disease among 
Polish-born. In 1910, the rate of total 
admissions to mental hospitals in the 
United States was 45.7 per 100,000 Polish- 
born, compared with 116.3 for total white 
foreign-born.? The rate for total whites 
was 68.7.3 

In 1922, Polish-born had a rate of 93.9 
first admissions per 100,000, compared with 
113.2? for all white foreign-born. How- 
ever, both exceeded the rate of 69.5 for the 
total white population.? 


2 Cited in Patients in Hospitals for Mental Dis- 
ease 1923 (Washington, D. C.: Bureau of the Census, 
1926), p. 25. 


3 Insane and Feebleminded in Institutions (Wash- 
ington, D. C.: Bureau of the Census, 1914), p. 25. 
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There is uncertainty, therefore, as to 
the frequency of mental disease among 
Polish-born in relation to the total popula: 
tion. A more detailed analysis is presented 
in the following study, which is based upon 
Statistics of first admissions among Polish- 
born to all hospitals for mental disease m 
New York State from October 1, 1948, to 
September 30, 1951. This period was 
selected because the midpoint, April 1, 
1950, coincided with the date of the census 
of population, and made it possible 
compute annual rates of first admissions. 

There were 1,503 Polish-born first admis- 
sions to all hospitals for mental disease ™ 
New York State during 1949-1951. Of this 
total, 419, or 27.9 per cent, were psychoses 
with cerebral arteriosclerosis, and 238, % 
15.8 per cent, were senile psychoses. Involu- 
tional psychoses included 293 cases, OF 19. 
per cent. Dementia praecox included 249, 
or 16.6 per cent. 

This distribution differs significantly 
from that for native whites. The percent 
ages for psychoses with cerebral arterio 
sclerosis, senile psychoses, and involution 
psychoses were 14.9, 10.4, and 7.6, respe™ 


tively. Dementia praecox, however, in- 
cluded 33 per cent. 

Differences of a similar order occurred 
with respect to average annual rates of 
first admissions per 100,000 population. 
Thus, the rates for psychoses with cerebral 
arteriosclerosis were 55.0 and 15.4 for 
Polish-born and native whites, respectively. 
The rates for senile psychoses were 31.2 
and 10.8, respectively. However, with re- 
spect to dementia praecox, the rates were 
32.7 and 34.3, respectively. 

The differences are related to the age 
structures of the two populations. The 
Polish-born had a median age of 56.4 years, 
compared with 29.0 years for native whites. 
Of the Polish-born, 21 per cent were aged 
65 and over, compared with only 6 per 
cent of native whites. On the other hand, 
14 per cent of Polish-born were under 40 
years, compared with 69 per cent of native 
whites. The older age level of Polish-born 
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raised the proportion of arteriosclerotic and 
senile disorders, whereas the younger age 
level of the native-born influenced the 
proportion with dementia praecox. 

As a result of these age differences, 
Polish-born had an average annual crude 
rate of 197.2 per 100,000, compared with 
103.9 for native whites. The former was 
in excess by 90 per cent. More appropri- 
ate comparisons come from ratios of corre- 
sponding rates. (See Table 3.) 

Such rates were computed directly from 
data available for native whites, but had 
to be derived indirectly for Polish-born, 
Age data were not given by the federal 
census for Polish-born in 1950 for individ- 
ual states, but are available for the Mid- 
dle Atlantic division (New York, New 
Jersey and Pennsylvania). There were 


-413,025 Polish-born in this division on 


April 1, 1950, of whom 254,065, or 62 per 
cent, were living in New York State. 


TABLE 2 


First admissions, 


born in Poland, to all hospitals for mental disease 
in New York State, 1949-1951, classified according to age 


Average annual rate per 

Number Per cent 100,000 population 
a BRA Ee ee 
Males Females Total Males Females Total Males Females Total 
1 2 3 0.1 0.2 0.2 49.0 106.3 76.2 
10 14 24 1.4 1.7 1.6 247.4 282.1 266.6 
15 22 37 2.2 2.7 2.4 154.3 196.8 177.0 
19 21 40 27 2.6 2:1: 196.2 191.7 192.2 
30 40 70 4.3 4.9 4.7 131.8 170.2 151.3 
36 51 87 5:2 6.3 5.8 121.7 173.6 147.6 
33 69 102 4.8 8.5 6.8 96.6 184.4 142.5 
64 99 163 9.2 12.2 10.8 140.2 172.8 158.3 
73 108 181 10.6 13.3 12.0 105.1 155.7 124.4 
122 81 203 17.6 10.0 13.5 184.0 141.6 164.4 
126 94 220 18.2 11.6 14.6 283.8 232.2 259.1 
71 88 159 10.3 10.9 10.6 817.6 452.7 880.4 
91 121 212 13.2 14.9 14.1 545.3 735.1 639.5 
1 1 2 0.1 0.1 0.1 hrai S a 
i ; i 182.2 212.1 197.2 


TABLE 3 


Average annual rates of first admissions to all hospitals for mental 
disease in New York State, per 100,000 population, 1949-1951, 
among native whites and Polish-born, classified according to age 


Native white Born in Poland * Ratio to 
Age _ — 

saat Males Females Total Males Females Total Males Females 
Under 15 7.3 3.4 5.4 3 ois +e as +. 
15-19 81.1 71.1 76.0 49.0 106.3 76.2 1,66 0.67 
20-24 141.6 94.7 117.0 247.4 282.1 266.6 0.57 0.34 
25-29 128.3 111.5 119.6 154.3 196.8 177.0 0.83 0.57 
30-34 105.8 114.9 110.6 196.2 191.7 192.2 0.54 0.60 
35-89 107.4 121.1 114.4 131.8 170.2 151.3 0.81 0.71 
40-44 114.2 122.2 118.3 121.7 173.6 147.6 0.94 0.70 
45-49 123.7 125.2 124,4 96.6 184.4 142.5 1.28 0.68 
50-54 135.2 124.8 129.8 140.2 172.8 158.3 0.96 0.72 
55-59 159.3 132.7 145.2 105.1 155.7 1830.4 1.52 0.85 
60-64 186.7 151.2 167.7 184.0 141.6 164.4 1.01 1.07 
65-69 236.8 180.9 206.1 283.8 232.2" 259.1 0.83 0.78 
70-74 868.8 313.4 836.9 317.6 452.7 380.4 1.16 0.69 
75 and over 740.1 683.4 705.7 545.3 735.1 639.5 1.36 0.93 
All ages 104.8 103.1 103.9 182.2 212.1 197.2 0.58 0.49 


We therefore assumed that age and sex 
proportions of the Polish-born in New 
York State were similar to those for the 
entire Middle Atlantic division. On this 
basis, age-specific rates were computed for 
the Polish-born, and are compared with 
native-born in Table 8. 

In general, Polish-born had higher rates 


TABLE 4 


Average annual standardized * rates of 


for mental disease in New York State, per 100,000 population, 
1949-1951, among Polish-born, 


Males 
Ratio 
Nativity Rate to native 
Poland 167.3+7.78 1.06 
All foreign-born 168.2+2.50 1.07 
Native 157.141.35 1.00 


* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of | 


taken as standard. 
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at corresponding ages, but the excess 
from 10 to 40 per cent, compared 
excess of 90 per cent on the basis of a 
rates, It was therefore necessary to 
the summary rates to a standard age 
sex distribution, The results ar a 


marized in Table 4. i 
Polish-born had a standardized ra 


first admissions to all hospi 


and selected nativity groups 


Females Total 
—S eee : 
Ratio 
Rate to native Rate 
207.6+8.64 1.46 191.83+5.87 
180.54+2.57 1.27 178.7+1.82 
141.841.22 1.00 152.0+0.91 


a 


191.3 per 100,000, compared with 178.7 
for all foreign-born whites. They also had 
a higher rate than native whites, the excess 
amounting to 26 per cent, compared to 
the excess of 90 per cent on the basis of 
crude rates. 

A further adjustment is necessary with 
respect to the urban-rural distribution of 
the two populations, since the incidence 
of mental disease is higher in urban areas, 
Unfortunately, this distribution is not 
available for Polish-born in New York 
State. The comparison was therefore lim- 
ited to New York Gity, inasmuch as 71 
per cent of the Polish-born were living in 
that city. In order to standardize the rates, 
the age distribution of the latter popula- 
tion was essential. 

The census did not give such data, but 
they were assumed to be the same as the 
distribution for Polish-born in the urban 
areas of the Middle Atlantic division. This 
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appeared reasonable, since almost half of 
the latter were living in New York City. 
Age-specific rates were computed on this 
basis, and then employed in standardizing 
the summary rates. 

Polish-born in New York City had a rate 
of 199.6 per 100,000. This exceeded the 
rate for all foreign-born whites, due to a 
high rate among Polish-born females. The 
rate for Polish-born was in excess of that 
for native whites (168.8) by 18 per cent, 

It is thus clear that Polish-born had a 
higher rate than native whites. Of the 
1,503 Polish-born first admissions, 700 were 
Jews and 776 were Slavs, It has been 
shown that Jews in New York State had 
a rate of first admissions less than the aver- 
age for the white non-Jewish population.* 


4 Malzberg, Benjamin, Mental Disease Among Jews 
in New York State (New York: Intercontinental 
Medical Book Corp., 1960), Part I. 


TABLE 5 


First admissions with general paresis, born in Poland, to all kostaa 
for mental disease in New York State, 1949-1951, classifie 


according to age 
Average annual rate per 


Number Per cent 100,000 population 

Age Le fel a Rs Tee ol ae 
(years) Males Females Total Males Females Total Males Females Total 
Under 20 Ti rae RU i T s VA A aR 
20-24 . . .. .. . oe ” * - 
25-29 . - a - .. » » » 
80-34 .. .. . . - - - 
85-89 . - .. . oe ” - - 
oe SE y, 1 9.1 AIEA 3.0 Sete i i 
45-49 +. oe oe . . .. . b Pd 
50-4 x i i RE T Aaa E ESUE 
a 6 1 7 s5 88.8 50.0 relearn ys Ween K] 
N-t 4 1 5 36.4 $8.3 35.7 60 01.740 
65-69 - .. .. . . - - .» 
10-74 . oe . . - . - .. . 
15 and over .. . .. . . . . .. oe 

Total nl 3. «(OM 10.0 100.0 100.0 29 08 L8 


TABLE 6 


Average annual standardized * rates of first admissions with general 
paresis to all hospitals for mental disease in New York State, per 
100,000 population, 1949-1951, among Polish-born 
and selected nativity groups 


Males Females Total 
Ratio Ratio Ratio 
Nativity Rate to native Rate to native Rate to native 
Poland 1.340.70 0.50 0.4+0.37 0.83 0.8+0.39 0,42 
All foreign-born 3.140.384 1.19 1.040.19 0.83 2.040.19 1.05 
Native 2.6+0.17 1.00 1.20.11 1.00 1.9+0.10 1.00 


* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 years) 


taken as standard. 


Since the rate for Polish-born was in excess, 
it follows that the Polish-born of Slavic 
ethnic origin must have a rate above the 
average. 


General Paresis 


There were 14 Polish-born first admis- 
sions with general paresis during 1949- 
1951, or an average annual rate of 1.8 per 
100,000 population. Native whites had a 
corresponding rate of 1.1. 

These rates are influenced by the pro- 
portions of the populations within age 
limits of 85 and 64. Thus, of the Polish- 
born, over 70 per cent were within this 
age Tange, compared with 33 per cent of 
native whites. It is therefore necessary 
to standardize the rates. These are sum- 
marized in Table 6. 

With this adjustment, Polish-born had 
an average annual rate of 0.8 per 100,000, 
significantly less than the rate of 1.9 for 
native whites. Polish-born also had a 
significantly lower rate than all foreign- 
born whites. Because of the few Polish- 
born females with general paresis, it is 

desirable to verify the differences on the 
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basis of indirect standardization. For this — 


purpose, the age-specific rates of general 
paresis of the native white population of 


New York State, in 1949-1951, beginning — 


at age 15, were used as standard, The 


revised rates were 1.0 for Polish-born, 18 _ 
for all foreign-born whites, and 1.6 for | 


natives whites, 

General paresis is more frequent in cities 
than in the state as a whole, and is espe 
cially high in New York City. Of the 
Polish-born in New York State, 71 per cent 
were living in New York City, compared 


with 47 per cent of native whites. It is 
evident, therefore, that further adjustments 


were necessary, and these were limited to 
New York City. Because of the few Polish- 
born first admissions with general paresis 
from New York City, we shall employ indi- 
rect standardization, using the same stand- 
ard as for the state. We then obtain a rate 
of 0.5 for Polish-born, and 1.7 for native 


whites, All foreign-born whites also had a 


rate of 1.7, 

Thus, although foreign and native whites 
did not differ in the relative frequency 0 
general paresis, Polish-born had a rate 
significantly less than either. Of the 14 


fi 


Ni 
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TABLE 7 


First admissions with alcoholic psychoses, born in Poland, to all 
hospitals for mental disease in New York State, 1949-1951, 
classified according to age 


Average annual rate per 
PA Number Per cent 100,000 population 
(years) Males Females Total Males Females Total Males Females Total 
Under 20 š. .. . a +. . 
20-24 . . . a ae at k i cs 
25-29 on +. os . we es 4 S Z 
30-34 = Oss UTEE AREE oe ee 
35-39 1 . 1 . a 1.8 4.4 oo 2.2 
40-44 2 2 4 ` 33.3 7.0 6.8 6.8 6.8 
45-49 5 . 5 . . 8.8 14.6 . 7.0 
50-54 13 2 15 25.5 33.3 26.3 28.4 3.4 14.6 
55-59 7 .. 7 13.7 16.7 12.3 10.1 se 5.0 
60-64 9 1 10 17.6 . 17.5 13.6 1.7 8.1 
65-69 14 Ei 14 27.5 oe 24.6 31.5 oe 16.4 
0-74 Ss 1 1 a 16.7 1.8 b 5.1 2.4 
75 and over ds n als ” ve ae vs ahs . 
eS ee 
Total 51 6 57 100.0 100.0 100.0 13.4 1.6 7.4 


Polish-born first admissions, 2 were Jews 
and 12 were Slavs. This agrees with the 
low rate of general paresis among Jews.° 

The number of ethnic Slavs among the 
Polish-born is not given by the federal 
census, and hence their rate of first admis- 
sions cannot be determined. It is known, 
however, that general paresis includes a 
relatively small percentage of total Slavic 
first admissions in New York State? and 
hence it may be inferred from the pre- 
ceding data that they have a lower rate 
than native whites. It is also evident that 
they have a higher rate than Polish-born 


a Jews. 


Alcoholic Psychoses 


_ There were 57 Polish-born first admis- 

FAN with alcoholic psychoses during 1949- 

e or an average annual rate of 7.4 per 
,000. Native whites had a rate of 5.8. 


These rates are affected by the different 
proportions of the two populations aged 
35 to 64. Therefore the rates were 
standardized, and are summarized in Table 
8. 

Polish-born had a standardized rate of 
4.9 per 100,000, compared with 7.4 for all 
foreign-born whites. Both were signifi- 
cantly less than the corresponding rate of 
9.9 for native whites. 

Because of the high frequency of alco- 
holic psychoses in cities, and the relatively 
high proportion of Polish-born in New 
York City, the rates were further standard- 
ized by limitation to New York City. 

The revised rates were 3.1 and 11.3, per 


D eT 
sJbid. Part IL 
6 See Annual Report of New York State Department 


of Mental Hygiene (Albany, N. Y.) for fiscal year 
ending March 31, 1950, p- 114. 
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TABLE 8 


Average annual standardized * rates of first admissions with alcoholic 
psychoses to all hospitals for mental disease in New York State, 
per 100,000 population, 1949-1951, among Polish-born 

and selected nativity groups 


Males Females Total 
ace a 

Ratio Ratio Ratio 
Nativity Rate to native Rate to native Rate to native 
f 
Poland 8.8+1.79 0.54 1.40.70 0.85 4,940.94 0.49 
All foreign-born 11.70.66 0.71 383.44+0.35 0.85 7.440.387 0.74 : 
Native 16.40.46 1.00 4.0+0.22 1.00 9,940.24 1.00 


* White population of New York State aged 20 years and over on April 1, 1950 (in intervals of 5 years) 


taken as standard. 


100,000, for Polish-born and native whites, 
respectively, the latter being in excess in 
the ratio of 3.64 to 1. The influence of 
urbanization is seen in the fact that the 
corresponding ratio for New York State 
was 2.02 to 1. Again, Polish-born had a 
lower rate than all foreign-born whites, 
and both had lower rates than native 
whites, 

Because of the few Polish-born female 
first admissions with alcoholic psychoses, it 
is desirable to repeat the standardization 
on an indirect basis. The standard con- 
sisted of average annual rates of alcoholic 
psychoses among native whites in New 
York State, 1949-1951, beginning at age 
20. On this basis, Polish-born had a 
standardized rate of 3.7 per 100,000, com- 
pared with 7.1 for all foreign-born whites 
and 10.3 for native whites. 

Of the 57 Polish-born first admissions 
with alcoholic psychoses, 2 were Jews, and 
54 were Slavs. The low rate of alcoholic 
psychoses among Jews is well-known." 
Slavs, on the contrary, have a history of 

heavy drinking. The percentage of alco- 


See footnote 4, Chap. III. 
8 See footnote 6. 
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holic psychoses among all Slavic first ad: 
missions is exceeded only by Negroes and 
Irish. In view of the absence of popula- 
tion statistics on an ethnic basis, it is not 
possible to compute the rate of first ad- 
missions with alcoholic psychoses among 
Polish-born Slavs, but it is probable that 
it exceeds the rate for native whites. 


f 


Psychoses with Cerebral Arteriosclerosis 


There were 419 Polish-born first admis- 
sions with psychoses with cerebral arterio- 
sclerosis during 1949-1951, or an average 
annual rate of 55.0 per 100,000. Native » 
whites had a corresponding rate of 15.4. 

The difference was due in part to the 
fact that 21 per cent of the Polish-born 
were aged 65 and over, compared with 6 
per cent of native whites. It is therefore 
necessary to standardize the rates. (See 
Table 10.) f 

Polish-born had a standardized rate of 
67.8 per 100,000, compared with 68.8 for 
native whites. There was a sex difference; 
Polish-born males had a lower rate than | 
native males, but Polish-born females had a 
higher rate than native females. Polish 
born had lower rates than all foreign-born 
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TABLE 9 


First admissions with psychoses with cerebral arteriosclerosis, born in 
Poland, to all hospitals for mental disease in New York State, 
1949-1951, classified according to age 


Average annual rate per 
Number Per cent 100,000 population 
Age — —— — 
(years) Males Females Total Males Females Total Males Females Total 
Under 40 .. 5 vs .. . ` 

40-44 1 1 0.4 we 0.2 3.4 $ 1.7 
45-49 oe 1 1 js 0.5 0.2 ` 2.7 1.4 
50-54 8 2 5 1.4 1.0 1.2 6.6 3.4 4.9 
55-59 13 20 33 5.9 10.2 7.9 18.7 28.8 23.8 
60-64 46 39 85 20.7 19.8 20.3 69.4 68.2 68.8 
65-69 75 47 122 33.8 23.9 29.1 168.8 116.1 143.7 
70-74 42 40 82 18.9 20.3 19.6 187.9- 205.8 196.2 
75 and over 41 48 89 18.4 24.4 21.2 245.7 291.6 268.4 
Unascertained 1 s: 1 0.4 os 0.2 .. AS .. 
Total 222 197 419 100.0 100.0 100.0 58.4 51.5 55.0 


whites but the differences were not signifi 83.2 for native whites. Thus, Polish-born 


cant, 

The rates are affected further by degree 
of urbanization. An approximation in 
this respect was made by standardizing 
rates of first admissions from New York 
City. 

Standardized rates for New York City 
were 66.8 per 100,000 for Polish-born and 


had a significantly lower rate of first ad- 
missions with psychoses with cerebral 
arteriosclerosis. They also had a lower rate 
than all foreign-born whites. 

Of the 419 Polish-born first admissions, 
177 were Jews and 227 were Slavs. It is 
known that Jews have a relatively low rate 
of first admissions with psychoses with 


TABLE 10 


Average annual standardized * rates of first admissions with psychoses 
with cerebral arteriosclerosis, to all hospitals for mental disease in 
New York State, per 100,000 population, 1949-1951, among 
Polish-born, and selected nativity groups 


Males 
Ratio 
Nativity Rate to native 
Poland 64.0+5.40 0.84 
All foreign-born 78.7+1.95 1.04 
Native 75.4+0.74 1.00 


64.3+5.43 1.14 
66.3+1.82 1.18 
56.0+1.33 1.00 


Females Total 
Ratio Ratio 
Rate to native Rate to native 


67.8+3.94 0.99 
76.341.837 1.11 
68.8+1.08 1.00 


* White population of New York State aged 45 years and over on April 1, 1950 (in intervals of 5 years) 


taken as standard. 
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TABLE 11 


First admissions with senile psychoses, born in Poland, to all hospitals 
for mental disease in New York State, 1949-1951, classified 
according to age 


Average annual rate per 


Number Per cent 100,000 population 
Age _ __ a 
(years) Males Females Total Males Females Total Males Females Total 
Under 50 
50-54 
55-59 vs ob ca as on 0 ae ce 
60-64 8 6 9 3.4 4.0 3.8 4.5 10.4 7.3 
65-69 20 29 49 22.4 19.4 20.6 45.0 71.6 57.7 
70-74 19 43 62 21.3 28.9 26.1 85.0 221.2 148.8 
75 and over 47 70 117 52.8 47.0 49.2 281.6 425.2 352.9 
Unascertained he 1 1 Pi 0.7 0.4 “i EO . 
CENSAT AT OE er a 
Total 89 149 238 100.0 100.0 100.0 23.4 39.0 31.2 


cerebral arteriosclerosis.? From the data 1951, or an average annual rate of 31.2 


shown previously with respect to nativity, per 100,000, compared with a rate of 10.8 
it is possible to infer that Polish-born Slavs for native whites. 
may also have a lower rate of such psychoses 


: The difference was due in part to the 
than native whites. 


higher proportion of aged among the 
Polish-born. To compensate for this dif 


ference, the rates were standardized. (See 
There were 238 Polish-born first admis- Table 12) 


sions with senile psychoses during 1949- Polish-born had a standardized rate of 
48.7 per 100,000, which did not differ 
significantly from the rate of 46.0 for native 


Senile Psychoses 


9 See footnote 4, Chap. IV. 


TABLE 12 


Average annual standardized * rates of first admissions with senile 
psychoses to all hospitals for mental disease in New York State, 
per 100,000 population, 1949-1951, among Polish-born, 
and selected nativity groups 


Males Females Total 
See 
Ratio Ratio Ratio 
Nativity Rate to native Rate to native Rate to native 
Poland 31.6+3.80 0.87 54.95.02 1.24 48.7+3.34 1.06 
All foreign-born 44.8+1.48 1.23 59.4+1.72 1.34 59.9+1.28 1.30 
Native 36.4+1.14 1.00 44.2+1.18 1.00 46.0+0.88 1.00 


* White population of New York State aged 45 years and over on April 1, 1950 (in intervals of 5 years) 
taken as standard. 
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TABLE 13 


First admissions with involutional psychoses, born in Poland, to all 
hospitals for mental disease in New York State, 1939-1941, 
classified according to age 


Average annual rate per 
A Number Per cent 100000 population 
nee 
(years) Males Females Total Males Females Total Males Females Total 
Under 30 Š 
30-34 5 ss 4s 
35-39 s 3 1.6 1.0 P 12.8 6.4 
E“ 4 11 15 3.7 5:9 5.1 13.5 37.4 25.4 
45-49 11 30 41 10.3 16.1 14.0 $2.2 80.2 57.3 
50-54 25 49 74 23.4 26.3 25.3 54.8 85.5 11.9 
55-59 23 57 80 21.5 30.7 27.3 33.1 82.2 57.6 
60-64 33 2 55 30.8 11.8 18.8 49.8 38.4 44.5 
65-69 7 11 18 6.5 5:9 6.1 15.8 27.2 21.2 
70-74 4 2 6 3.7 1.1 2.0 17.9 10.3 14.4 
75 and over 1 1 0.5 0.3 sate 6.1 3.0 
Total 107 186 293 100.0 100.0 100.0 28.2 48.6 38.4 


whites. There was a sex difference, Polish- 
born males having a lower, and Polish- 
born females, a higher rate than corre- 
sponding native whites. Polish-born had a 
lower rate than all foreign-born whites. 

A further comparison with respect to 
environment was made by limiting admis- 
sions to New York City. 

Standardized rates for all foreign-born 


Involutional Psychoses 


There were 293 Polish-born first admis- 
sions with involutional psychoses during 
1949-1951, or an average annual rate of 
38.4 per 100,000. Native whites had a 
corresponding rate of ia 

The difference was due in part to the 
higher proportion of Polish-born within 
the age range characteristic of involutional 


whites i ity di i ig- 

nifi in New York City did nedi ene psychoses. To adjust for this diference 
cantly from those for native whites. But fhe rates were standardized. (See Table 
Polish-born had a rate of 48.2 per 100,000, 145 | 


which was significantly less than the rate 
of 64.9 for native whites. 

Of the 288 Polish-born first admissions, 
128 were Jews and 108 were Slavs. Slavic 
first admissions generally include a low 
Proportion with senile psychoses," and it 
is therefore possible that Polish-born Slavs 
have a low rate of such disorders. In con- 
ae with other evidence, it also 
‘ollows that Polish-born Jews have a low 
Tate of senile psychoses. 


Polish-born had a rate of 36.7 per 100,- 
000, significantly in excess of the rate of 
921.4 for native whites. The excess was 71 
per cent, compared with 386 per cent on 
the basis of crude rates. Polish-born also 
had a higher standardized rate than all 
foreign-born whites. 

EAE E i 
10 See foonote 6. 
11 See footnote 4, Chap. V. 
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TABLE 14 


Average annual standardized * rates of first admissions with involu- 
tional psychoses to all hospitals for mental disease in New York 
State, per 100,000 population, 1949-1951, among Polish-born, 
and selected nativity groups 


Males 
Ratio 
Nativity Rate to native 
Poland 25.74+3.16 1.78 
All foreign-born 17.9+0.86 1,24 
Native 14.440.56 1.00 


* White population of New York State aged 35 
taken as standard. 


Limiting the comparisons to New York 
City, to adjust for degree of urbanization, 
did not change the order of the differences. 
Polish-born, living in New York City, had a 
standardized rate of 38.7 per 100,000, com- 
pared with 24.6 for native whites. The 
former also had a higher rate than all 
foreign-born whites. 

Polish-born therefore had a relatively 
high degree of involutional psychoses. It 
is difficult to translate this into ethnic 
terms, however. Of the 293 Polish-born 
first admissions, 163 were Jews and 126 
were Slavs. It has been shown12 that 
there is no significant difference in rates 
of involutional psychoses between Jews and 
white non-Jews in New York City. Since 
Polish-born had a higher rate than native 
whites, it follows that Polish-born Slavs 
must have a higher rate than native whites. 


Manic-depressive Psychoses 


There were 60 Polish-born first admis- 
sions with manic-depressive psychoses, or 
an average annual rate of 7.9 per 100,000. 
12 See footnote 4, Chap. VI. 
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48.644.34 1.68 
42.0+1.31 1.44 
29.0+0.74 1.00 


Females Total 
Ratio Ratio 
Rate to native Rate to native 


36.7+2.67 1.71 
29.5+0.78 1.38 
21.44-0.47 1.00 


years and over on April 1, 1950 (in intervals of 5 years) 


Native whites had a corresponding rate of 
5.2. 

The comparison is distorted by the fact 
that only 14 per cent of the Polish-born 
population were aged under 40, compared 
with 69 per cent of natives. The rates 
were therefore adjusted to a common age 
basis, and are summarized in Table 16. 

The standardized rate for Polish-born 
was 9.3 per 100,000, compared with 7.1 for 
native whites, an excess of 31 per cent. 
The rate for Polish-born also exceeded that 
for all foreign-born whites, 

Because the frequency of mental disease 
is associated with density of population, a 
further comparison was limited to New 
York City. On this basis, Polish-born had 
a standardized rate of 10.9, compared with 
7.8 for native whites, an excess of 49 per 
cent. 

It is clear, therefore, that Polish-born 
had a higher incidence of manic-depressive 
psychoses than native whites, This must 
be attributed to the high proportion of 
Jews among the Polish-born. Of the 60 
first admissions, 55 were Jews and only 
5 were Slavs, It has been shown that Jews 
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TABLE 15 


First admissions with manic-depressive psychoses, born in Poland, to 
all hospitals for mental disease in New York State, 1949-1951, 
classified according to age 


Average annual rate per 
Number Percent 100,000 population 

Age — —— —— 
(years) Males Females Total Males Females Total Males Females Total 
Under 15 ` . 
15-19 se se ot 
20-24 an 1 1 at 2.7, 1.7 20.2 11.1 
25-29 3 1 4 13.0 2.7 6.7 30.9 8.9 19.1 
30-34 A si a us s% vs + 
35-39 6 6 or 16.2 10.0 25.5 13.0 
40-44 4 8 12 17.4 21.6 20.0 13.5 27.2 20.4 
45-49 3 3 6 13.0 8.1 10.0 8.8 8.0 8.4 
50-54 7 13 26.1 18.9 21.7 13.1 12.2 12.6 
55-59 5 5 os 13.5 8.3 : 7.2 3.6 
60-64 1 3 4 4.4 8.1 6.7 1.5 5.2 3.2 
65-69 3 2 5 13.0 5.4 8.3 6.8 4.9 5.9 
70-74 2 1 3 8.7 2.7 5.0 8.9 5.1 7.2 
75 and over 1 1 4.3 ts 1.7 6.0 sa 3.0 
Total 23 37 60 100.0 100.0 100.0 6.1 9.7 7.9 


have a high rate of manic-depressive psy- show the number of ethnic Slavs among 
choses.1* It is possible that the 5 Slavic the Polish-born population of New York 
first admissions represent a low frequency State. 

of manic-depressive phychoses, but this can- 

not be verified because the census does not 13 See footnote 4, Chap. VII. 


TABLE 16 


Average annual standardized * rates of first admissions with manic- 
depressive psychoses to all hospitals for mental disease in New 
York State, per 100,000 population, 1949-1951, among 
Polish-born, and selected nativity groups 


Males Females Total 
Ratio Ratio Ratio 
Nativity Rate to native Rate to native Rate _tonative 
Peseta hia, 2 RR SD REUSE a a E E AE SN 
Poland 7.341.638 1.43 11,142.00 1.23 9,341.29 1.31 
a All foreign-born 4.8+0.42 0.94 10.6+0.62 1.18 7.70.38 1.08 
| Native 5.1+0.24 1.00 9.0+0.31 1.00 7.1+0.20 1.00 


ter E SN r A EA OL E D EN ATEA EA 
* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 years) 
taken as standard. 
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TABLE 17 


First admissions with dementia praecox, born in Poland, to all hospita s 


for mental disease in New 


classified according to age 


York State, 1949-1951, 


Average annual 


Number Per cent 100,00 populatio 
Age rie 
(years) Males Females Total Males Females Total Males Females 
Under 10 
10-14 < 23 va a. ns de ue oa 
15-19 1 1 2 1.0 0.7 0.8 48.6 53.2 ) 
20-24 8 ll 19 7.8 7.5 7.6 198.0 221.7 21 
25-29 ll 16 27 10.7 11.0 10.8 113.1 143.1 IS 
30-34 13 14 27 12.6 9.6 10.8 131.8 127.8 
35-39 21 22 43 20.4 15.1 17.3 92.3 93.6 
40-44 15 17 32 14.6 11.6 12.9 50.7 57.9 
45-49 ll 24 35 10.7 16.4 14.1 $2.2 64.1 
50-54 6 22 28 5.8 15.1 11.3 13.1 38.4 
55-59 9 10 19 8.7 6.8 7.6 “18.0 14.4 
60-64 7 6 13 6.8 4.1 5.2 10.6 10.4 
65-69 1 2 3 10 Ti 1.2 2.3 4.9 
70-74 a <0 oe ce 4c an 
75 and over 1 1 0.7 0.4 6.1 
Total 103 146 249 100.0 100.0 100.0 27.1 88.2 


Dementia Praecox 


There were 249 Polish-born first admis- 
sions with dementia praecox during 1949- 
1951, or an annual average rate of 32.7 
per 100,000. Native whites had a corres- 
ponding rate of 34.3. 

As with manic-depressive psychoses, the 
rates were affected by the varying pro- 
portions under age 40. Therefore, they 
were standardized and summarized in 
Table 18. 

Polish-born had a standardized rate of 
73.1, which was in significant excess over 
the rate of 41.3 for native whites. Polish- 
born also had a higher rate than all foreign- 
born whites. 

The rates were adjusted still further by 


14 See footnote 4, Chap. VIII. 
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restriction of first admissions to New Yor 
City, in order to maintain a relatively 
Stant density of population. The ra 
were 79.3 and 48.9 for Polish-born 
native whites, respectively. The rate 
the former continued in excess of that fi 
all foreign-born whites, 

Thus, it is clear that Polish-born h 
high incidence of dementia praecox. Ho 
ever, the 249 Polish-born first admissiol 


Previous studies have shown 
there is no significant difference in 
relative incidence of dementia praecox 
among Jews and non-Jewish whites in New 
York States], follows, therefore, that th 
rate for the Slavic element of Polish bi 

must be high, in order to have raised 
rate for all Polish-born above the avé 
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TABLE 18 


Average annual standardized * rates of first admissions with dementia 
raecox to all hospitals for mental disease in New York State, 
per 100,000 population, 1949-1951, among Polish-born, 
and selected nativity groups 


Males Females Total 
Ratio Ratio Ratio 
Nativity Rate to native Rate to native Rate to native 
Poland 66.7+4.91 1.60 78.34.86 1.93 73.1+3.63 1.77 
All foreign-born 57.241.46 1.37 50.341.36 1.24 52.740.99 1.28 
Native 41.80.70 1.00 40.6+0.65 1.00 41.30.48 1.00 


* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 years) 
taken as standard. 


from Poland consisted of two different 
ethnic populations—Jews and Slavs. The 
ensuing second generation was composed 


PART II 
Native-born of Polish Parentage 


According to the census of April 1, 1950, 
there were 416,755 native whites of Polish 
parentage in New York State. This was 
the fifth largest group of natives of foreign 
parentage, and represented 9.7 per cent 
of the total in this category. Emigrants 


similarly of two different stocks, There 
are no reliable census estimates of their 
proportion. 

However, political factors operating 
since 1940 make it probable that the pro- 
portion of Jews among Polish-born, living 


TABLE 19 


Native white first admissions, parents born in Poland, to all hospitals 
for mental disease in New York State, 1949-1951, classified 
according to mental disorders 


Average annual rate per 
Number Per cent 100,000 population 
Mental disorders Males Females Total Males Females Total Males Females Total 
General paresis 8 3 11 1.1 0.4 0.8 1.3 0.4 0.9 
Alcoholic psychoses 63 15 78 8.7 2.1 5.4 10.2 2.4 6.2 
Psychoses with cere- - 
bral arteriosclerosis 17 17 34 2.3 2.3 2.3 2.8 2.7 2.7 
Senile 5 fey jak O75 eho OVS OG eset eae 10 
Thvolutional P MAE 76 15. eager BS 3.7 840°) 6.1 
Manic-depressive 22 66 88 3.0 9.0 6.0 3.6 10.4 7.0 
Dementia praecox 423 426 849 58.3 58.4 58.3 68.4 67.4 67. 
Other 165 143 308 22.7 19.6 21.2 26.7 22.6 24.6 


Total 726 730 100.0 


100.0 100.0 117.5 115.4 116.4 


i E N S ae N EAEE Se ee ENE 
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n New York State, has increased. We 
shall study the incidence of mental disease 
among the second generation of Polish- 
born parentage, and compare it with the 
incidence among Polish-born in New York 
State. 

There were 1456 first admissions among, 
native-born of Polish parentage to all hos- 
pitals for mental disease in New York 
State during 1949-1951. Of this total, 849, 
or 58.3 per cent, were diagnosed as de- 
mentia praecox. The next largest cate- 
gories, manic-depressive psychoses and 
alcoholic psychoses, included only 88 and 
78, respectively. Psychoses with cerebral 
arteriosclerosis and senile psychoses to- 
gether included only 46 cases, or 3.2 per 
cent of the total. Dementia praecox was 
also the leading category among natives of 
native parentage, but it represented only 


31 per cent of the total. The two dis- 
orders associated with advanced age in- 
cluded 22.7 per cent of the total. 

Both sets of distributions differed signifi- 
cantly from that for Polish-born. Among 
the latter, dementia praecox represented 
only 16.6 per cent of the total first admis- 
sions, but psychoses with cerebral arterio- 
sclerosis and senile psychoses together rep- 
resented 43.7 per cent of the total. 

Corresponding differences occurred in 
connection with average annual rates of 
first admissions per 100,000 population. 
Thus, the rate for dementia praecox was 
67.9 for natives of Polish parentage, 24.0 
for natives of native parentage, and 32.7 
for Polish-born. On the other hand, the 
rate for psychoses with cerebral arterio- 
sclerosis was 2.7 for natives of Polish 
parentage, 10.5 for natives of native parent- 


TABLE 20 


Native white first admissions, parents born in Poland, to all hospitals 
for mental disease in New York State, 1949-1951, classified 
according to age 


Average annual rate per 


Number Per cent 100,000 population 

Age a ——— — 
(years) Males Females Total Males Females Total Males Females Total 
Under 10 3 1 4 0.4 0.1 0.3 7.7 2.8 5.3 
10-14 3 2 5 0.4 0.3 0.3 11.2 7.8 9.6 
15-19 42 33 75 5.8 4.5 5.2 105.7 81.2 93.3 
20-24 98 71 169 13.5 9.7 11.6 151.1 100.8 124.9 
25-29 133 127 260 18.3 17.4 17.9 143.6 127.9 135.5 
30-34 142 151 293 19.6 20.7 20.1 124.2 127.6 125.9 
35-39 98 160 258 13.5 21.9 17.7 99.2 166.0 182.2 
40-44 74 75 149 10.2 10.3 10.2 119.2 120.5 119.9 
45-49 42 47 89 5.8 6.4 6.1 121.6 139.0 130.2 
50-54 44 22 66 6.1 3.0 4.5 202.5 96.6 145.0 
55-59 20 12 32 2.8 1.7 2.2 161.1 87.2 122.3 
60-64 15 9 24 2.1 i 1.7 244.3 124.1 179.2 
65-69 9 9 18 1.2 1.2 1.2 317.4 254.7 282.6 
70-74 2 4 6 0.3 0.6 0.4 184.7 310.1 252.8 
75 and over 1 6 7 0.1 0.8 0.4 114.5 625.0 348.6 
Uahertahed At 1 1 f 0.1 0.1 ne es y% 
Total 726 730 1456 100.0 100.0 100.0 117.5 115.4 116.4 
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TABLE 21 


Average annual rates of first admissions to all hospitals for mental 
disease in New York State, per 100,000 population, 1949-1951, 
among native-born of Polish parentage * and Polish-born, 
classified according to age 


Native born of Polish 
parentage * ‘9 Born in Poland ® Ratio to 

Age —— a a 
(years) Males Females Total Males Females Total Males Females Total 
Under 15 9.1 4.9 7.1 .. . os .. os 
15-19 105.7 81.2 93.8 49.0 106.3 76.2 2.16 0.76 1.22 
20-24 151.1 100.8 124.9 247.4 282.1 266.6 0.61 0.36 0.47 
25-29 143.6 127.9 135.5 154.8 196.8 177.0 0.93 0.64 0.77 
30-34 124.2 127.6 125.9 196.2; 191.7. S1922 0.63 0.67 0.66 
35-39 99.2 166.0 132.2 131.8 170.2 151.3 0.75 0.98 0.87 
40-44 119.2 120.5 119.9 121.7 173.6 147.6 0.98 0.69 0.81 
45-49 121.6 139.0 130.2 96.6 184.4 142.5 1.26 0.75 0.91 
50-54 202.5 96.6 145.0 140.2 172.8 = 158.3 1.44 0.56 0.91 
55-59 161.1 87.2 122.3 105.1 155.7 130.4 1.53 0.56 0.94 
60-64 244.3 124.1 179.2 184.0 141.6 164.4 1.33 0.88 1.09 
65-69 317.4 254.7 282.6 283.8 232.2 259.1 1.12 1.10 1.09 
70-74 184.7 310.1 252.8 317.6 452.7 380.4 0.58 0.69 0.66 
‘75 and over 114.5 625.0 348.6 545.8 785:1: "639:5 0.21 0.85 0.54 
All ages 117.5 115.4 116.4 182.2 212.1 197.2 0.64 0.54 0.59 


* Includes one parent native, other born in Poland. 


age, and 55.0 for Polish-born. A similar 
progression occurred in connection with 
senile psychoses. Obviously, these differ- 
ences were related to the varying compo- 
Sitions of the several populations with 
respect to age. 

The average annual rate for natives of 
Polish parentage was 116.4 per 100,000, 
compared with 197.2 for Polish-born. The 
latter was in excess by 69 per cent. This 
resulted in part from the greater propor- 
tion at advanced age among the Polish- 


_ born. More appropriate comparisons are 


shown in Table 21 on the basis of age- 
Specific rates. 

In general, the Polish-born had higher 
Tates at comparable ages, but instead of 
an excess of 69 per cent, the excess fell 
Steadily with advancing age from 50 to 


approximately 10 per cent. In fact, Polish- 
born had lower rates at ages 60 to 69. 
Polish-born females had higher rates at 
all ages, except 65 to 69, but Polish-born. 
males had lower rates between ages 45 and 
69. 

A similar comparison is shown in Table 
23 between rates for natives of Polish par- 
entage and natives of native parentage. 
The crude rate for the former was in excess 
by 51 per cent, but the differences between 
comparable age-specific rates were of a 
much lower order. 

The summary rates were therefore re- 
vised by adjustment to a common standard; 
namely, the white population of New York 
State in appropriate age intervals. The 
computation of age-specific rates for Polish- 
born was explained in a previous section. 
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TABLE 22 


Average annual standardized * rates of first admissions to all hospitals 
for mental disease in New York State, per 100,000 population, 
1949-1951, among native-born of Polish parentage, 
and selected nativity groups 


Males Females Total 
Nativity Ratio Ratio Ratio 
of parents Rate to native Rate to native Rate to native 
Poland 151.9+6.12 1.20 146.1+5.91 1.26 155.54+4.34 1.26 
All foreign-born 201 .9+2.28 1.59 177.0+2.03 1.52 197.8+1.56 1.61 
Native 126.9-+1.64 1.00 116.3+1.49 1.00 123.2+1.11 1.00 


* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 years) 


taken as standard. 


Because the age distribution of natives of 
Polish parentage was not given for indi- 
vidual states by the Bureau of the Census, 
it had to be approximated for New York 
State. 


This was done on the assumption that 
the distribution was the same as that for 
natives of Polish parentage in the Middle 
Atlantic division on April 1, 1950. This 
was a reasonable assumption, since 52 per 


TABLE 23 


Average annual rates of first admissions to all hospitals for mental 
disease in New York State, per 100,000 population, 1949-1951, 
among native whites of native parentage and native whites 
of Polish parentage * classified according to age 


Native of native Native of Polish 
parentage parentage *% Ratio™ to 

Age 
(years) Males Females Total Males Females Total Males Females Total 
Under 15 6.2 2.9 4.6 i 4.9 7.1 0.68 0.59 0.64 
15-19 69.6 63.0 66.3 105.7 81.2 93.3 0.66 0.78 0.71 
20-24 119.7 81.3 99.4 151.1 100.8 124.9 0.79 0.81 0.80 
25-29 110.4 97.6 103.7 143.6 127.9 135.5 0.77 0.76 0.77 
30-34 92.2 99.6 96.1 124.2 127.6 125.9 0.74 0.78 0.76 
35-39 104.4 108.2 106.4 99.2 166.0 132.2 1.05 0.65 0.80 
40-44 103.8 105.1 104.4 119.2 120.5 119.9 0.87 0.87 0.87 
45-49 108.3 105.9 107.1 121.6 139.0 130.2 0.89 0.76 0.82 
50-54 114.9 96.6 105.4 202.5 96.6 145.0 0.57 1.00 0.73 
55-59 120.6 114.1 117.2 161.1 87.2 122.3 0.74 1.31 0.96 
60-64 140.9. 122.7 131.3 244.3 124.1 179.2 0.58 0.99 0.73 
65-69 163.3 135.2 148.2 317.4 254.7 282.6 0.51 0.53 0.52 
70-74 262.8 223.3 240.4 184.7 310. F928 1.42 0.72 0.95 
75 and over 507.5 490.1 497.1 114.5 625.0 348.6 4,43 0.78 1.42 
All ages 78.1 76.3 177.2 117.5 115.4 116.4 0.66 0.66 0.66 


* Includes one parent native, the other born in Poland. 
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cent of the natives of Polish parentage 
were living in New York State. Age- 
specific rates were obtained by relating 
first admissions to the derived population, 
and these were then used in standardizing 
the rates. (See Table 22.) 

Natives of Polish parentage had a stand- 
ardized rate of 155.5 per 100,000, which was 
significantly less than the rate of 197.8 for 
all natives of foreign parentage, but it was 
significantly higher by 26 per cent than the 
rate of 123.2 for natives of native parentage. 
The excess on the basis of crude rates had 
been 51 per cent. Polish-born had a rate 
of 191.3, which exceeded the rate for 
natives of Polish parentage by 23 per cent. 

A further adjustment must be made with 
respect to differences in geographic distri- 
bution (i.e. New York City vs. New York 
State). This is necessary because 71 per 
cent of the Polish-born were in New York 
City on April 1, 1950, compared with 54 
per cent of natives of Polish parentage, 
and 47 per cent of native whites. The rates 
were therefore standardized with respect 
to New York City. A preliminary neces- 
sity was an age distribution for natives of 
Polish parentage in New York City. This 
was obtained on the assumption that it was 
the same as the age distribution of natives 
of Polish parentage in the urban areas of 
the Middle Atlantic division. 

Natives of Polish parentage living in 
New York City had a standardized rate of 
148.5 per 100,000, compared with 125.9 for 
Natives of native parentage. The excess 
WER 18 per cent, compared to a correspond- 
ing excess of 26 per cent for the state. 
Natives of Polish parentage had a signifi- 
cantly lower rate than all natives of foreign 
Parentage. They also had a significantly 
lower rate than Polish-born. 

Of the 1,456 first admissions, 457 were 
Jews and 929 were of Slavic origin. It has 
been shown that Jews in New York State 
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and New York City have a lower rate of 
first admissions than the white non-Jewish 
population.® Since the rate for those 
of Polish-born parentage exceeded that for 
the native white population, it follows that 
those of Slavic ethnic origin must have a 
rate above the average. 


General Paresis 


There were 11 native-born first admis- 
sions of Polish-born parentage with gen- 
eral paresis during 1949-1951, or an average 
annual rate of 0.9 per 100,000. Polish- 
born had a rate of 1.8. Native whites of 
native parentage had a rate of 0.9. 

The rates were influenced by the varying 
proportions aged 35 to 64 years. The rates 
were therefore standardized, and are sum- 
marized in Table 25. 

Native-born of Polish parentage had a 
standardized rate of 2.6 per 100,000. The 
corresponding rate for natives of native 
parentage was 1.6. There were only 3 ad- 
missions among native-born females of 
Polish parentage. This may have intro- 
duced a spurious factor. The rates were 
therefore standardized again on an indirect 
basis. 

Age-specific rates of general paresis of 
the native white population of New York 
State were used as standard, beginning at 
age 15. On this basis, native-born of 
Polish parentage had a rate of 1.3, com- 
pared with 1.4 for native whites of native 
parentage. All native-born of foreign 
parentage had a rate of 1.8. Polish-born 
had a rate of 1.0. 

A further standardization is necessary 
with respect to differences in the geographic 
distributions of the several populations. 
For this purpose, it was necessary to limit 
the comparisons to New York City. The 
rates were standardized indirectly with the 


15 See footnote 4, Chap. I. 
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TABLE 24 


Native white first admissions with general paresis, parents born in 
Poland, to all hospitals for mental disease in New York State, 
1949-1951, classified according to age 


Average annual rate per 
Number Per cent 100,000 population 
Age _— a RC GE Te 
(years) Males Females Total Males Females Total Males Females Total 
Under 15 
15-19 
20-24 
25-29 ay me me oe e 
30-34 1 ee 1 12.5 : 9.1 0.9 0.4 
85-39 1 1 2 12.5 33.8 18.2 1.0 1.0 1,0 
40-44 1 1 12.5 $ 9.1 1.6 un 0.8 
45-49 1 1 2 12.5 33.3 18.2 2.9 3.0 2.9 
50-54 1 1 12.5 9.1 4.6 232, 
55-59 2 2 25.0 18.2 16.1 7.6. 
60-64 1 1 12.5 ie 9.1 16.3 hid 7.4 
65-69 È 1 ae 33.3 9.1 28.3 15.7 
70-74 
75 and over 
Total 8 3 ll 100.0 100.0 100.0 1.3 0.4 0.9 
same standards as for New York State. The It thus appears that native-born of 


resulting rates were as follows: native-born Polish parentage had a lower incidence 
of Polish parentage, 1.3; native white of of general paresis than all natives of foreign 
native parentage, 1.5; all native-born of parentage, and they also had a lower rate 
foreign parentage, 1.6; Polish-born, 0.5. than natives of native parentage. How- 


TABLE 25 


Average annual standardized * rates of first admissions with general 
paresis to all hospitals for mental disease in New York State, 
per 100,000 population, 1949-1951, among native-born 
of Polish parentage, and selected nativity groups 


Males Females Total 
Nativity Ratio Ratio Ratio 
of parents Rate to native Rate to native Rate to native 
Poland 3.3+0.90 1.50 t t 2.640.56 1.63 
All foreign-born 3.2+0.29 1.45 1.4+0.18 1.27 2.340.17 1.44 
Native 2.20.22 1.00 1.140.14 1.00 1.640.13 1.00 


eT ey ae ee EMT Ey Ti Re ee 
* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 years) 


taken as standard. dirs 
+ Data too few for standardization. w 


440 


Mental disease among Polish-born 


MALZBERG 


TABLE 26 


Native white first admissions with alcoholic psychoses, parents born in 
Poland, to all hospitals for mental disease in New York State, 
1949-1951, classified according to age 


Average annual rate per 
Number Per cent 100,000 population 
Age — —— 
(years) Males Females Total Males Females Total Males Females Total 
Under 20 vi 1 1 6.7 1.3 1.0 0.4 
20-24 . .. . . a . an or a 
25-29 3 1 4 4. 6.7 5.1 3.2 1.0 24 
30-34 13 3 16 20. 20.0 20.5 11.4 2.5 6.9 
35-39 16 6 22 25. 40.0 28.2 16.2 6.2 11.3 
40-44 11 2 13 17. 13.3 16.7 17.7 Si 10.4 
45-49 8 1 9 12. 6.7 11.5 23.2 3.0 13.2 
50-54 9 1 10 14. 6.7 12.8 41.4 4.4 22.4 
55-59 a os . va sis S ne 
60-64 3 + 3 4.8 3.8 48.8 22.4 
65-69 : AS 
70-74 
75 and over 
Total 63 15 78 100.0 100.0 100.0 10.2 2.4 6.2 


ever, they had a higher rate than the 
parental generation of Polish birth. 

Native-born of Polish parentage consisted 
almost entirely of two ethnic groups: Jews 
and Slavs. The exact ratio is not known, 
although statistics of foreign-born Jews 
show that a large proportion came from 
Poland.* Rates of general paresis are low 
among Jews." 

This is supported by the fact that of the 
Il native first admissions of Polish-born 
parents, only 1 was a Jew. Thus, the rel- 
atively low rate of general paresis among 
Natives of Polish parentage may be due 
primarily to the low rate among Jews. A 
teliable estimate for the Slavic element 
cannot be made because of the lack of 
€ssential census data on an ethnic basis. 


Alcoholic Psychoses 


There were 78 first admissions with 
alcoholic psychoses among native-born of 


Polish parentage during 1949-1951, or an 
average annual rate of 6.2 per 100,000. 
Polish-born had a rate of 7.4 Native whites 
of native parentage had a rate of 4.4, 
These rates were all affected by differences 
in age and sex proportions of the several - 
populations. The rates were therefore 
standardized, and are shown in Table 27. 

All natives of foreign parentage had the 
relatively high standardized rate of 11.9 per 
100,000. Natives of Polish parentage had 
a significantly lower rate of 8.3 The latter 
did not differ significantly from the rate 
of 8.4 for natives of native parentage. But 
it was significantly in excess of the rate of 
4.9 for Polish-born. 

Because the incidence of alcoholic psy- 


16 See Robison, Sophia M., ed., Jewish Population 
Studies (New York: Conference on Jewish Relations, 
1943), Publication No. 3. 


17 See footnote 4, Chap. II. 
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TABLE 27 


Average annual standardized * rates of first admissions with alcoholic 
psychoses, to all hospitals for mental disease in New York 
State, per 100,000 population, 1949-1951, among native- 
born of Polish parentage, and selected nativity groups 


Males Females Total 
Nativity Ratio Ratio Ratio 
of parents Rate to native Rate to native Rate to native 
Poland 15.0+2.00 1.08 2.10.74 0.60 8.31.04 0.99 
All foreign-born 19.9+-0.74 1.43 4,640.34 1.31 11.9+0.40 1.42 
Native 13.90.58 1.00 3.5+0.28 1.00 8.4+0.31 1.00 


* White population of New York State aged 20 years and over on April 1, 1950 (in intervals of 5 years) 


taken as standard. 


choses is high in cities, it is necessary to 
adjust for differences in geographic distri- 
bution. Limitation of data make it neces- 
sary to restrict comparisons to New York 
City. 

Natives of Polish parentage had the low 
rate of 2.7 per 100,000, compared with 11.6 
for all natives of foreign parentage, and 
9.9 for natives of native parentage. Polish- 
born had a rate of 3.1. 

Contrary to expectation, natives of Polish 
parentage had a lower rate in New York 
City than in the entire state. This is 
undoubtedly due to the concentration of 
Jews of Polish-born parentage in New York 
City. The very low rate of alcoholic psy- 
choses among Jews ** is responsible for the 
low rate of the entire population of native- 
born of Polish parentage. In fact, of the 
78 first admissions, only 1 was Jewish. 
There are no census data with respect to 
the ethnic origin of Polish-born and their 
offspring, but statistics of first admissions 
on an ethnic basis? imply a rate of alco- 
holic psychoses among Slavs of Polish origin 


above the average. 


18 See footnote 4, Chap. III. 


19 See footnote 6, 
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Psychoses with Cerebral Arteriosclerosis 


There were only 34 first admissions with 
psychoses with cerebral arteriosclerosis 
among native-born of Polish parentage 
during 1949-1951, or an average annual 
rate of 2.7 per 100,000. Polish-born had 
a rate of 55.0. Natives of native parentage 
had a rate of 10.5. 

These differences are due to the higher 
proportion of aged among the foreign- 
born. Table 29 includes standardized rates 
of first admissions, in which adjustment 
was made for differences in age and sex 
proportions. 

Native-born of Polish parentage had a 
standardized rate of 65.2 per 100,000. 
This was significantly less than the rate of 
102.0 for all natives of foreign parentage. 
Natives of Polish parentage had a higher 
rate than natives of native parentage, but 
this resulted from a significantly high rate 
among native females of Polish parentage. 
Polish-born had a standardized rate of 67.8. 

Limiting the comparisons to New York 
City in order to adjust for differences in 
degree of urbanization resulted in the 
following: Natives of Polish parentage 
had a standardized rate of 76.9 per 100,000, 
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TABLE 28 


Native white first admissions with psychoses with cerebral arterioscle- 
rosis, parents born in Poland, to all hospitals for mental disease in 
New York State, 1949-1951, classified according to age 


Average annual rate per 


Number Per cent 100,000 population 
Age 
(years) Males Females Total Males Females Total Males Females Total 
ni Under 40 
40-44 
50-54 2 1 3. 11.8 5.9 8.8 9.2 4.4 6.7 
55-59 3 2 5 17.6 11.8 14.7 24.2 14.5 19.1 
60-64 3 2 5 17.6 11.8 14.7 48.9 27.6 37.3 
65-69 7 6 13 41.2 35.3 38.2 246.9 169.8 204.1 
’ 70-74 2 2 4 11.8 11.8 11.8 184.7 155.0 168.6 
] 75 and over 4 4 23.5 11.8 416.7 218.2 
Total 17 17 34 100.0 100.0 100.0 2.8 2.7 2:7. 


compared with 66.8 for Polish-born. The 
excess was due principally to a high rate 
among native females of Polish-born par- 
entage. In general, natives of Polish-born 
parentage had a lower rate than all natives 
of foreign parentage, but a higher rate than 
natives of native parentage. 

OF the 34 first admissions with such psy- 
choses during 1949-1951, 13 were Jews and 


19 were of Slavonic origin. It is known that 
Jews have a relatively low rate of psychoses 
with cerebral arteriosclerosis.” It follows, 
therefore, that the high rate among natives 
of Polish parentage must have resulted 
from a high rate among those of ethnic 
Slavic origin. 


20 See footnote 4, Chap. IV. 


TABLE 29 


Average annual standadized * rates of first admissions with phychoses 
with cerebral arteriosclerosis to all hospitals for mental disease in 
New York State, per 100,000 population, 1949-1951, among 
native-born of Polish parentage, and selected 
nativity groups 


Males Females Total 
Nativity Ratio Ratio Ratio 
of parents Rate to native Rate to native Rate to native 
Poland 53.5+9.58 0.96 66.3+10.41 1.83 65.2+7.39 1.37 
All foreign-born 108.4-+3.06 1.94 85.44 2.51 2.36 102.0+2.01 2.14 
Native 55.71.86 1.00 36.24 1.41 1.00 47.6+1.18 1.00 


* White population of New York State aged 45 years and over on April 1, 1950 (in intervals of 5 years) 
taken as standard. 
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TABLE 30 


Native white first admissions with senile psychoses, parents born in 
Poland, to all hospitals for mental disease in New York State, 


1949-1951, classified 


according to age 


Average annual rate per 
Number Per cent 100,000 population 
Age 

(years) Males Females Total Males Females Total Males Females Total 

Under 50 
50-54 on ue -e we “ ss 
55-59 . 1 1 sd 14.3 8.3 pa TS 3.8 
60-64 2 1 3 40.0 14.3 25.0 32.6 13.8 22.4 
65-69 2 1 3 40.0 14.3 25.0 70.5 28.3 47.1 
70-74 . 2 2 . 28.6 16.7 : 155.0 84.3 
75 and over 1 2 3 20.0 28.6 25.0 114.5 208.3 163.7 
Total 5 7 12 100.0 100.0 100.0 0.8 1.1 1.0 


nn nn nen EdEEd tte 


Senile Psychoses 


There were only 12 first admissions with 
senile psychoses from among native-born of 
Polish parentage during 1949-1951, or an 
average annual rate of 1.0 per 100,000, 
Polish-born had a rate of 31.2. Natives of 
native parentage had a rate of 7.0. 

As with psychoses with cerebral arteri- 
osclerosis, the differences resulted prima- 
rily from the higher proportion of aged 


TABLE 31 


Average annual standardized * rates of first admissions with senile 

sychoses to all hospitals for mental disease in New York State, per 
100,000 population, 1949-1951, 
parentage, and selected nativity groups 


Males Females Total 
onan N GY SLA aah 
Nativity Ratio Ratio Ratio 
of parents Rate to native Rate to native Rate to native 
Poland 20.6+5.94 0.87 29.2+6.91 0.97 27.6+4.80 0.92 
All foreign-born 58.1+2.24 2.45 67.8+2.23 2.24 70.64:1.67 2.82 
Native 23.7+1.21 1.00 30.2+1.29 1.00 30.4+0.94 1.00. 


among the foreign-born. Adjustments were 
made for differences with respect to age and 
sex proportions, and the resulting rates 
are shown in Table 31. 

Natives of Polish parentage had a stand- 
ardized rate of 27.6 per 100,000, signifi- 
cantly less than the rate for all natives © 
of foreign parentage. The former also had — 
a lower rate than natives of native parent- 
age, but the difference is not significant. — 
Polish-born had a rate of 48.7, which is — 


among native-born of Polish 


* White population of N 
taken as standard. 
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ew York State aged 45 years and over on April 1, 1950 (in intervals of 5 years) 


PÀ 
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significantly greater than that for the 
second generation. 

Further adjustments were made by limit- 
ing comparisons to New York City. How- 
ever, in view of the few admissions with 
such psychoses from New York City, the 
rates were standardized indirectly. Age- 
specific rates of native whites in New York 
State, beginning at age 45, were used as 
standard. 

On this basis, we obtained a rate of 
31.3 per 100,000 for natives of Polish 
parentage, compared with 39.6 for natives 
of native parentage. Both were less than 
the rate of 68.7 for all natives of foreign 
parentage. Polish-born had a rate of 51.3. 
Thus, second generation Polish-born had 
a lower rate than either Polish-born or 
natives of native parentage. 

+. Of the 12 first admissions, 5 were Jews 
and 7 were Slavs. Jews had a relatively 
low incidence of senile psychoses.2* It is 
possible that Polish-born Slavs also had a 
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relatively low rate, but this cannot be con- 
firmed in the absence of statistics of the 
population on an ethnic basis. 


Involutional Psychoses 


There were 76 native-born first admis- 
sions of Polish parentage with involutional 
psychoses during 1949-1951, or an average 
annual rate of 6.1 per 100,000. Polish- 
born had a rate of 38.4 Natives of native 
parentage had a rate of 5.4. 

The higher rate of the Polish-born was 
a reflection of their older age level. This 
was adjusted for by standardization, and 
the results are given in Table 33. 

Natives of Polish parentage had a stand- 
ardized rate of 22.4 per 100,000. This was 
less than the rate for all natives of foreign 
parentage, but exceeded the rate for 
natives of native parentage, Polish-born 


21 See footnote 4, Chap. V. 


TABLE 32 


Native white first admissions with involutional psychoses, parents born 
in Poland, to all hospitals for mental disease in New York 
State, 1949-1951, classified according to age 


Average annual rate per 


Number Per cent 100,000 population 

Age 
(years) Males Females Total Males Females Total Males Females Total 
‘Under 30 
30-34 5 R H ie y a 5 ie 
35-39 yi 2 2 G! 3.8 2.6 ist 2.1 1.0 
40-44 1 12 13 433° 92.6 17.1 1.6 19.3 10.4 
45-49 5 19 24 21.7 35.8 81.6 14.4 56.2 38.1 
50-54 1l u 29 47.8 20.8 28.9 50.6 48.3 49.4 
55-59 4 6 10 ELES 0). 138.2 32.2 43.6 38.2 
60-64 2 2 4 8.7 3.8 5.3 32.6 27.6 29.9 
65-69 D 1 1 1.9 1.3 28.3 15.7 
10-74 “4 
75 and over 

Total 23 53 76 100.0 100.0 100.0 3.7 8.4 6.1 


TABLE 33 


Average annual standardized * rates of first admissions with involu- 
tional psychoses to all hospitals for mental disease in New York 
State, per 100,000 population, 1949-1951, among native-born 
of Polish parentage, and selected nativity groups 


Males Females Total 
Nativity Ratio Ratio Ratio 
of parents Rate to native Rate to native Rate to native 
Poland 16.83.09 1.56 28.7+4.02 1.29 22.42.52, 1.37 
All foreign-born 20.00.98 1.85 $7.6+1.26 1.69 28.44+0.80 1.74 
Native 10.80.66 1.00 22.34+0.89 1.00 16.3+0.55 1.00 


* White population of New York State aged 35 years and over on April 1, 1950 (in intervals of 5 years) 


taken as standard, 


had a rate of 36.7, which exceeded that 
for the second generation of Polish origin. 

Further comparisons will be limited to 
New York City, thereby reducing differ- 
entials that might follow from the differ- 


ing geographic distributions of the several 
populations. 

Natives of Polish parentage had a stand- 
ardized rate of 22.4 per 100,000, compared 
to 27.2 for all natives of foreign parentage. 


TABLE 34 


Native white first admissions with 


manic-depressive psychoses, parents 


born in Poland, to all hospitals for mental disease in New 


York State, 1949-1951, c 


lassified according to age 


Average annual rate per 
Number Per cent 100,000 population 
Age a Ne Wor area 
(eas Males Females Total Males Females Total Males Females Total 
Sins e I II I Immm IIIma 
Under 15 .. .. ra we aa os Ae be ane 
15-19 1 2 3 4.5 3.0 3.4 2.5 4.9. 3:7 
20-24 1 6 7 4.5 9.1 8.0 1.5 8.5 5.2 
25-29 2 11 13 9.1 16.7 14.8 2.2 11.1 6.8 
30-34 3 14 17 13.6 21.2 19.3 2.6 11.8 1.38 
35-39 9 15 24 40.9 22.7 27.3 Ou 15.6 12.3 
40-44 2 11 13 9.1 16.7 14.8 3.2 17.7 10.4 
45-49 1 5 6 4.5 7.6 6.8 239) 14.8 8.8 
50-54 1 1 2 45) 1.5 2.3 4.6 4.4 4.4 
55-59 1 R 1 4.5 a 1.1 8.1 i 4.9 
60-64 1 1 2 4.5 1.5 2.3 16.3 13.8 15.0 
65-69 
70-74 
75 and over 
Total 22 66 88 100.0 100.0 100.0 3.6 10.4 7.0 
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TABLE 35 


Average annual standardized * rates of first admissions with manic- 
depressive phychoses to all hospitals for mental disease in New York 
State, per 100,000 population, 1949-1951, among native-born 
of Polish parentage, and selected nativity groups 


al Males Females Total 
© Nativity Ratio Ratio Ratio 
of parents Rate to native Rate to native Rate to native 
i 


7.10.93 124 
9.0+0.33 1.58 
5.7+0.24 1.00 


4.4+1.04 1.07 
6.5+0.41 1.59 
4.1+0.29 1.00 


9.4+1.50 1.31 
11.1+0.51 1.54 
7.2+0.37 1.00 


__ * White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 years) 


iken as standard. 


This resulted from a lower rate for the 
econd generation of females of Polish 
gin. Natives of Polish parentage had a 
$ ligher rate than natives of native parent- 
ge, but they had a lower rate than Polish- 
orn. 
Thus, the second generation of Polish 
rigin had a higher rate than natives of 
Native parentage, but a lower rate than 
olish-born. Of the 76 first admissions, 37 
e Jews and 37 were Polish Slavs. The 
cidence of involutional psychoses among 
ews does not exceed the average for New 
York State.?? Since the total rates for the 
olish-born and natives of Polish-born 
larentage exceeded that for native whites, 
lollows that Poles of ethnic Slavic origin 
st have a rate above the average. 


Manic-depressive Psychoses 


There were 88 first admissions with 
ic-depressive psychoses among native- 
born of Polish parentage during 1949-1951, 
Xan average annual rate of 7.0 per 100,- 
. Polish-born had a rate of 7.9. Natives 
lative parentage had a rate of 3.6. 

ose of a. younger age level are more 


likely to have a higher rate of first admis- 
sions with such psychoses. This suggests 
therefore that the lower crude rate for 
natives of native parentage indicates a 
reliable difference. This is confirmed on 
the basis of standardized rates. (See Table 
35.) ; 
Natives of Polish parentage had a stand- 
ardized rate of 7.1 per 100,000, compared 
with 5.7 for natives of native parentage. 
They had a higher rate than all natives” 
of foreign parentage, but a lower rate me 
Polish-born. 

A further comparison of ida p 
rates was based upon first admissions from 
New York City. The rate for natives of 
Polish parentage did not differ signifi- 
cantly from that for all natives of foreign — 
parentage. But both had significantly 
higher rates than natives of native parent- 
age. Polish-born had a higher rate than 
the second generation of Polish origin. 

Of the 88 first admissions, 38 were Jews 
and 47 Slavs. It is probable that the rate 
of first admissions with manic-depressive 
psychoses among Jews in New York City 


22 See footnote 4, Chap. VI. 
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TABLE 36 


Native white first admissions with dementia praecox, parents born in 
Poland, to all hospitals for mental disease in New York State, 
1949-1951, classified according to age 


Average annual rate per 


Number Per cent 100,000 population 
Age — 
(years) Males Females Total Males Females Total Males Females Total 
Under 10 1 ce 1 0.2 z 0.1 2.5 30 1.3 
10-14 2 .. 2 0.5 <5 0.2 7.4 we 3.8 
15-19 32 25 57 7.6 5.9 6.7 80.5 61.4 70.9 
20-24 84 55 139 19.9 12.9 16.4 129.4 78.1 102.7 
25-29 97 85 182 22.9 20.0 21.4 104.7 85.6 94.9 
30-34 100 105 205 23.6 24.6 24.1 87.4 88.8 88.1 
35-39 49 107 156 11.6 25.1 18.4 49.6 111.1 79.9 
40-44 36 31 67 7.3 1:9 58.0 49.8 53.9 
45-49 13 12 25 2.8 2:9, 37.6 35.4 36.6 
50-54 6 2 8 0.5 0.9 27.6 8.8 18.0 
55-59 2 1 3 0.2 0.4 16.1 7.3 11.4 
60-64 1 2 3 0.5 0.4 16.3 27.6 22.4 
65-69 .. si as as ne 
70-74 
75 and over ch s 3 e bs 
Unascertained a. 1 1 0.2 0.1 
Total 423 426 849 100.0 100.0 100.0 68.4 67.4 67.9 


l eee ee eee ee ee ee ee ee SS 


is about a third higher than the average 
for native whites.** Since the rate for 
Polish-born, living in New York City 
was 50 per cent in excess, this implies that 
Polish-born Slavs must also have a rate 
higher than the average for New York 
State. 


Dementia Praecox 


There were 849 first admissions with 
dementia praecox among native-born of 
Polish parentage during 1949-1951, or an 
average annual rate of 67.9 per 100,000. 
Polish-born had a rate of 32.7. Native 
whites of native parentage had a rate of 


24.0. 
It is evident that Polish-born had a low 


ae a E E 
28 See footnote 4, Chap. VIL. 
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rate, because they had a relatively low per- 
centage within the age range of dementia 
praecox. This does not apply to natives of 
native parentage, because they were within 
the susceptible age periods. Consequently, 
their low crude rate implies a definitely 
low incidence. This is verified by a consid- 
eration of standardized rates. (See Table 
37.) 

Native-born of Polish parentage had a 
standardized rate of 55.7 per 100,000, which 
did not differ significantly from the rate for 
all natives of foreign parentage. Natives of 
native parentage had a rate of 33.0, which 
differs significantly from that for the second 
generation of Polish origin. Polish-born 
had a rate of 73.1, which was significantly 
greater than that for natives of Polish par- 
entage. 


Males 
Ratio 
Rate to native 
56.443.73 1.71 
52.441.16 1.59 
32.94+0.83 1.00 


taken as standard. 


Rates for first admissions with dementia 
aecox vary with degree of urbanization. 
refore, the rates were standardized after 
nitation to New York City. 

Rates for natives of Polish parentage and 
r all natives of foreign parentage did not 
ffer significantly, but both exceeded the 
te for natives of native parentage. The 
e for Polish-born, 79.8, exceeded that for 
tives of Polish parentage, 56.2, in the 
io of 1.41 to 1. 

Of the 849 first admissions, 256 were 
Ws, and 543 were Polish-born Slavs. It 
$ been shown that the rate of dementia 
cox among Jews in New York State 
not exceed the average for the white 
pulation.** Since the rate for Polish-born 
d natives of Polish parentage exceed the 
erage, it follows that Polish-born Slavs 
st have a higher rate of dementia praecox 
the average for New York State. 


i Sre were 1,503 Polish-born first admis- 
lons to all hospitals for mental disease in 

York State during 1949-1951. O£ this 
, 419, or 27.9 per cent, were psychoses 
iih cerebral arteriosclerosis, and 238, or 


| * White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 years) 
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TABLE 37 


Average annual standardized * rates of first admissions with dementia 
praecox to all hospitals for mental disease in New York State, per 

100,000 population, 1949-1951, among native-born of Polish 

parentage, and selected nativity groups 


Females Total 
Ratio Ratio 
Rate to native Rate to native 
52.0+3.52 1.58 55,742.56 1.69 
49.7+1.08 1.51 52.4+0.80 1.59 
32.9+0.80 1.00 33.00.58 1.00 


15.8 per cent, were senile psychoses. De- 
mentia praecox included 249 cases, or 16.6 
per cent. This contrasted with the corre- 
sponding distribution among native whites 
in New York State, among whom the two 
disorders associated with advanced age in- 
cluded 25.3 per cent of the total first admis- 
sions, but dementia praecox included 33 
per cent. 

The Polish-born had an average annual 
rate of admissions of 197.2 per 100,000, 
compared with 103.9 for native whites. The 
difference was due in part to the higher age 
level of the Polish-born. The rates were 
therefore standardized with respect to age, 
and became 191.3 for Polish-born, and 
152.0 for native-born. When limited to 
New York City, the rates became 199.6 and 
168.8, respectively. Thus, it is evident that 
Polish-born had a high rate of first admis- 
sions, and, in fact, exceeded the rate for all 
foreign-born whites. 

In general, Polish-born had lower rates 
than native-born with respect to general 
paresis, alcoholic psychoses, psychoses with 
cerebral arteriosclerosis, and senile psy- 


24 See footnote 4, Chap. VIII. 
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choses. They had higher rates with respect 
to involutional psychoses, manic-depressive 
psychoses, and dementia praecox. 

Polish-born consist primarily of two eth- 
nic groups—Jews and Slavs. Unfortunately, 
the census of population does not give their 
proportion. An independent investigation 
permits us to estimate rates of first admis- 
sions for the Jewish population of New 
York State. By comparing their rates with 
the rates for Polish-born and native-born, 
we may infer the relative order of some of 
the rates for Polish-born Slavs. Thus, Jews 
have a lower overall rate than non-Jewish 
whites in New York State. Since the total 
rate for Polish-born exceeded that for na- 
tive whites, it follows that Polish Slavs 
must have a rate above the average in 
New York State. Reasoning similarly, it be- 
comes probable that Polish Slavs have a 
higher rate of alcoholic psychoses, involu- 

tional psychoses, and dementia praecox. 
On the other hand, they probably have 
low rates of general paresis, psychoses with 
cerebral arteriosclerosis, senile psychoses, 
and manic-depressive psychoses. 

There were 1,456 native first admissions 
of Polish-born parentage to all hospitals for 
mental disease in New York State during 
1949-1951. Dementia praecox was the larg- 
est diagnostic category, including 58.3 per 
cent of the total. Psychoses with cerebral 
arteriosclerosis and senile psychoses to- 
gether included only 3.2 per cent of the 
total. 

Among natives of native parentage, de- 
mentia praecox included 31 per cent, and 
the psychoses of advanced age included 22.7 
per cent of the total. Both groups of na- 
tive-born differed from Polish-born, the lat- 
ter including a significantly higher propor- 
tion of psychoses associated with advanced 
age. 

The differences are related to a high de- 
gree to differences in the age proportions of 
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the several populations. The crude rates 
per 100,000 population were as follows: 
natives of Polish-born parentage, 116.4; 
Polish-born, 197.2; natives of native par- 
entage, 77.2. 

Thus, the rate for Polish-born exceeded 
that for the second generation by 69 per 
cent, and the latter exceeded the rate for 
natives of native parentage by 51 per cent. 
But when the rates were adjusted for dif- 
ferences in age and sex proportions, and 
limited to New York City, the standardized 
rates became 148.5 for natives of Polish 
parentage, 199.6 for Polish-born, and 125.9 
for natives of native parentage. Thus, the 
difference between the groups of Polish 
origin was reduced to 34 per cent, and the 
excess of second generation of Polish origin 
over natives of native parentage was re- 
duced to 18 per cent. 

In general, natives of Polish parentage 
had higher standardized rates of first ad- 
missions than natives of native parentage 
with respect to involutional psychoses, 
manic-depressive psychoses, dementia prac- 
cox, and psychoses with cerebral arterioscle- 
rosis. But they had lower rates of general 
paresis and alcoholic psychoses. However, 
natives of Polish parentage were all of the 
second generation, whereas natives of na- 
tive parentage included unknown propor- 
tions of third and older generations. It is 
preferable to compare populations belong- 
ing to the same generation, but the neces- 
sary data are not available. 

Comparison of standardized rates may be 
made between natives of Polish-born par- 
entage and Polish-born. In general, the 
second generation had lower rates with the 
exception of general paresis and psychoses 
with cerebral arteriosclerosis. 

As with Polish-born, natives of Polish- 
born parentage consist primarily of two 
ethnic groups—Jews and Slavs. Census 
data do not differentiate these two groups. 


j PEW i 
dependent investigations have provided 


ta for Jews, and by comparing these with 
es for those of Polish-born parentage, it 
possible to estimate the relative differ- 
ce between rates of natives of native par- 
tage and those of Slavic origin. 

Thus, the standardized rate of first ad- 
ssions was higher for the second genera- 
n of Polish-born parentage than for na- 
of native parentage. Since Jews have 


average. Reasoning in the same 
it is probable that the Slavic continge: 
rates above the average with respect 
coholic psychoses, psychoses with cere 
arteriosclerosis, involutional psychoses 
nic-depressive psychoses and deme: 
praecox. The remaining comparisons 
inconclusive. i 
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Factors affecting the adequacy of patient — 


community adjustment information obtained 


Public health agencies are making steady 
progress in removing the barriers between 
their activities and everyday community af- 
fairs. As part of this effort, energy has been 
directed into two reciprocal channels: (1) 
To make the operations of the agency 
understandable to the public, and (2) To 
learn, in turn, how effectively the agency is 
dealing with the health needs of the public. 
In connection with the latter, our re- 
search staff 1 has been studying the impact 
of public psychiatric hospital experience on 
the community adjustment of patients. To 
implement this work, a data collection 
system called the “Social Adjustment In- 
ventory Method” was developed to: (1) Ob- 
tain prehospital information from two 
community informants at the time the pa- 
tient entered the hospital, and (2) Obtain 
posthospital information from one of the 
two informants at intervals after the pa- 
tient’s release from the hospital. : 
As this work progressed, we were im- 
pressed with the uneven quality of the in- 
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from the community — 


formation received from informants. In ` 
some instances, entirely adequate informa- 
tion was received. In other instances we 
were plagued with refusals, statements of — 
insufficient knowledge, or returned ques- 
tionnaires containing sketchy information. 


Dr. Berger, now institution research co-ordinator, 
Oregon State Board of Control, Salem, Ore., was — 
formerly executive director, research unit, Medical ~ 
Audit for Psychiatric Hospitals, Veterans Adminis- 
tration Hospital, Perry Point, Md. 


Dr. Rice is research scientist, Special Operations — 
Research Office, American University, Washington, ~ 
D.C. 


Dr. Sewall is hospital director at the VA Hospital | 
in Perry Point. | 


Dr. Lemkau is professor, School of Hygiene and — 
Public Health, The Johns Hopkins University, — 
Baltimore, Md. F 


1 This study was completed under joint support of — 
the Veterans Administration and the National 
Institute of Mental Health (OM-1 [C3]) in develop- 
ing the “Medical Audit Plan for Psychiatric Hos- 4 
pitals.” 4 
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This stimulated us to wonder whether cer- 
tain patient or informant characteristics 
might be associated with the effectiveness of 
the information exchange process. 

The purpose of this paper was, therefore, 
to examine the relationship between a num- 
ber of patient and informant characteristics 
and the adequacy of the prehospital patient 
adjustment information reported. 


METHOD 


In order to learn how patients adjust in 
community living before admission to the 
hospital, we distributed a 33-item ques- 
tionnaire through the mails to one friend 
and one family member provided, insofar as 
possible, by each patient at admission. The 
questionnaire was designed so that the 
respondent simply checked one answer 
option for each question. Enclosed with 
the questionnaire was a stamped, self- 
addressed envelope. 

A total of 230 informants (referred by 115 
patients) was contacted in Hospital I by the 
mailed questionnaire, In Hospital II, the 
questionnaire was mailed to 182 informants 
(referred by 97 patients). In the event that 
we failed to receive at least one adequately 
completed questionnaire on a patient with- 
in three weeks, a second effort was made to 
get information by visiting the informant’s 
home. These visits were conducted by a 
public health nurse in the homes of 42 
informants referred from Hospital I and 61 
informants from Hospital II. 

The adequacy of the returned question- 
naire was determined by an objective scor- 
ing procedure, which not only defined the 
informational requirements for an adequate 
questionnaire, but also made it possible to 
derive four prehospital adjustment scores 
for a patient. 

Based on this scoring program, a returned 
questionnaire was deemed adequate if it 
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contained sufficient information to make a 
reliable judgment of the patient’s prehos- 
pital behavior with respect to each of the 
four areas of community adaptation: (1) 
Social and family relations, (2) Work adjust- 
ment, (3) Self-care practices, and (4) Anti- 
social tendencies. The criterion of ade- 
quacy for each area was explicitly defined 
so that scoring constituted a relatively pre- 
cise and well-structured task. 

The two hospitals co-operating in this 
study were located in a mid-Atlantic state. 
The entire patient population in Hospital 
I was white: in Hospital II, Negro. While 
no effort was made to inquire about the 
race of the informants, there is probably 
little risk in assuming that the vast majority 
of informants shared a common racial bond ` 
with the patients referring them. 


STUDY VARIABLES 


Three types of variables were studied: pa- 
tient variables, informant variables, and 
variables pertaining to the patient-inform- 
ant relationship. The patient variables 
were age and sex; the informant variables 
were age, sex, education and response po- 
tential; the patient-informant variables 
included the relationship between the in- 
formant and patient (friend, relative, etc.), 
the duration of the relationship and the 
proximity of the patient’s community resi- 
dence to that of the informant. 

Other than for the variable response 
potential, the meaning of all variables is 
self-evident. In the case of response, poten- 
tial interest centers on the response to the 
home visit. The question examined is 
whether informants who attempted to 
complete the mailed questionnaire and 
returned it (despite the fact that their 
response was inadequate) proved to be ade- 
quate home visit informants more fre- 
quently than informants who summarily 
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rejected or failed to return mailed ques- 
tionnaires. Putting it more succinctly, 
Does an inadequate return signify a better 
Prospect for a successful home visit than a 
failure to respond? By the nature of this 
variable it will be investigated solely in the 
home visit situation. 

Since we assumed an all-or-none attitude 
toward the adequacy of returned ques- 
tionnaires, a questionnaire was either 
completely adequate (all four areas of 
adjustment were scorable), or inadequate 
(when anywhere from one to four adjust- 
ment areas proved unscorable), In this 
sense, Our measure of communication ade- 
quacy distinguishes responses from the com- 
munity which are satisfactory for drawing 
inferences about patient-community adjust- 
ment from those which are defective in the 
amount of information conveyed. 

We will be interested in two forms of this 
variable, the adequacy of communication 
by mailed questionnaire and the adequacy 
of communication by home visit. It should 
be emphasized again that the second of 
these forms—the home visit measure—is 
computed exclusively for informants who 
have demonstrated one degree or another 
of resistance to the postal communication 
procedure, and is, therefore, an atypical 


application of the home visit questionnaire 
method. We, accordingly, did not intend 
to contrast the adequacy of the two ap- 
proaches to information collection. 


RESULTS 


Before presenting the data which will be 
directly relevant to our purposes, it may 
be helpful to indicate the general nature 
of the response to the mailed and home visit 
questionnaires in the two hospitals. This 
data is presented in Table 1. 

In the matter of the mailed question- 
naire, white informants tended to return a 
greater proportion of adequate question- 
naires, fewer inadequate questionnaires, 
and failed outright to return a greater pro- 
portion of their questionnaires than did 
Negro informants (chi-square—20.05 p< 
-001). In the home visit situation, Negro 
informants recover the ground lost in the 
mailing procedure and provide significantly 
more adequate information than white in- 
formants (chi-square—5.89, p=.05). It will 
be useful to keep these facts in mind while 
we examine the adequacy of the response 
elicited from different types of informants 
reporting about patients with different 
personal attributes. 

The chi-square test was used to determine 


TABLE 1 


Adequacy of prehospital adjustment information 
From Hospital I and Hospital II 


Mailing experience 


Questionnaires distributed 
Adequate returns 
Inadequate returns 
Failures to return 


Home visit experience 


Questionnaires distributed 
. Adequate returns 
Inadequate returns 


Hospital I Hospital II 
230 182 
84 (36%) 45 (25%) 
42 (18%) 68 (87%) 
104 (45%) 69 (38%) 
42 61 
21 (50%) 44 (72%) 
21 (60%) 17 (27%) 


—_—<——<< ej 
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TABLE 2 


Adequacy of prehospital mailed adjustment 
Information by patient-informant characteristics 


whether the proportion of adequate and 
inadequate returns for each patient-inform- 
ant variable departed from chance. Dif- 
ferences in the proportion of adequate and 
inadequate questionnaire ? returns for the 
mailing procedure are presented in Table 
2 for each variable studied. The home 
visit data are similarly summarized in 
Table 3. 


Patient variables 


Looking first at patient variables, no dif- 
ference was found in the proportion of 


information by pati 


Hospital I Hospital II 

CS 
Variable chi-square d.f. P chi-square d.f. P 
Patient sex 1.71 1 NS -03 1 NS 
Patient age 2.47 5 NS 3.73 4 NS 
Informant sex ll 1 NS Al 1 NS 
Informant age 1.64 4 NS 1.00 4 NS 
Informant education 1.25 4 NS 8.98 3 NS 
Type of relationship 7.33 5 NS 5.88 4 NS 
Length of relationship 18 2 NS 3.60 3 NS 
Residential proximity 10.74 4 .05 1.48 3 NS 


adequate and inadequate mailed question- 
naires returned for male and female pa- 
tients in either hospital. Similarly, no dif- 
ference was noted in the proportion of 
adequate and inadequate . questionnaires 


2In connection with the mailed questionnaire 
procedure, the term “inadequate questionnaire 
return” refers to mailed questionnaires returned 
with insufficient information as well as to question- 
naires not returned. An inadequate questionnaire 
return in the home visit situation denotes a 
questionnaire which contains insufficient informa- 
tion or the situation in which an informant 
objected to a home visit or could not be located. 


TABLE 3 


Adequacy of prehospital home visit adjustment 
ent-informant characteristics 


Hospital I Hospital II 
Variable chi-square df. P chi-square d.f. P 
Patient sex 0 1 NS 0.1 1 NS 
Patient age 4.76 1 05 1.72 1 NS” 
_ Informant sex 5.08 1 05 5.02 1 05 
Informant age 1.35 1 NS 58 1 NS 
Informant education 1.34 1 NS 0 1 NS 
Response potential 10 1 NS 4.62 1 05 
Type of relationship 6.15 2 05 4.55 2 NS 
Length of relationship 9.36 Bi f/oie.01 6.34 1 05 
_ Residential proximity 5.31 1 05 29 1 NS 


obtained on male and female patients in 
the home visit results. 

Thus, the sex of the patient appeared to 
be of no consequence with regard to the 
adequacy of prehospital information ob- 
tained from the community. This was true 
for the mailed questionnaires as well as for 
the questionnaires completed in the home 
visit procedure. 

The age of the patient was obtained from 
the informant and categorized in six classes. 
From Table 2 it may be seen that two pa- 
tient age classes were combined at Hospital 
JI in the analysis of the mailing experiences 
(d.f£.=4.) In computing the chi-square value 
for the home visit experience it was neces- 
sary to combine the data even more severely 
this time into 2 age classes (d.f.—1). 

In discussing subsequent chi-square com- 
putations we will describe the structure 
used to classify data in terms of the pa- 
tient and informant attributes. The reader 
will then be able to determine from d.f. 
columns in Tables 2 and 3 whether it was 
necessary in the course of analysis to com- 
bine classes.* 

No difference appeared in the proportion 
of adequate mailed questionnaires received 
for patients of different ages in either hos- 
pital. However, the proportion of ade- 
quate home visit questionnaires received 
for younger patients (under 40) in Hospital 
I is greater than for older patients (40 and 
older). This finding was not present in 
Hospital II. Patient age seems then to be 
immaterial insofar as adequacy of mailed 
adjustment information is concerned, but 
seems to play a role in the home visit 
response to the questionnaire in the case 
of white informants. 


Informant variables 


We now turn to the sex of the informant. 
There was no evidence to suggest that this 
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variable was important in the adequacy of 
the response to the mailed questionnaire in 
either hospital. Significant differences were 
present, however, in the home visit re- 
sponse. Women furnished more adequate 
adjustment information about patients 
than did men during the course of home 
visits in both hospitals. Thus, while the 
sex of the informant was of little conse- 
quence in the adequacy of the response to 
the mailed questionnaire, women were 


consistently more informative than men in 


describing the patient’s community adjust- 

ment in the home visit experience. 
Informant age, as in the case of patient 

age, was classified into six categories. The 


level of educational achievement of inform- ` 


ants was catalogued into eight classes. No 


differences were uncovered in the adequacy © 


of response for either of these two\inform- 
ant variables, either in the mail or home 
visit situations in Hospitals I or II. 

With respect to the response potential 
of the informant in the visiting situation, 
no difference was found in Hospital I in the 
proportion of adequate visit questionnaires 
obtained from informants who had re- 
turned incomplete mailed questionnaires, 


in contrast to informants who failed to 


return a mailed questionnaire. 
At Hospital II, however, there was a 
significant disparity in performance of the 


two groups. Those informants who had re- ` 


turned an inadequate mailed questionnaire 
were far more productive in the home visit 
experience than were informants who had 
not responded to the mailed form. The 


evidence suggests, then, it would be more — 


8If it was not necessary to combine data from 


adjacent classes, the degrees of freedom will be — 


one less the number of classes used to categorize the — 


data. For each degree of freedom lost beyond 
this, the reader will correctly infer the combining 
of data for one additional set of adjacent classes, 
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accurate to predict the success of a home 
visit from the response to the mailed ques- 
tionnaire in the case of Negro informants 
than for white informants. 


Patient-informant variables 


Seven classes of relationships were cata- 
logued between patients and informants, 
ranging from spouse to minister. No 
difference was found in the proportion of 
adequate mailed questionnaires received 
from informants in the different categories 
of kinship in the two hospitals. In the 
home visit condition, however, there were 
disproportionately more adequate returns 
from relatives than friends in Hospital I. 
No corresponding finding was seen in the 
data from Hospital II. 

Thus, the type of relationship between 
the informant and the patient was insig- 
nificant with respect to the flow of informa- 
tion received in the mailing procedure, 
but did become a matter for concern in the 
home visit situation. This was true only 
with white informants, where relatives ap- 
parently were more successful than friends 
in conveying adjustment data. 

Turning now to the length of the patient- 
informant relationship, data were organized 
into eight classes extending from less than 
1 year to 18 or more years of contact. The 
adequacy of the response to the mailed 
questionnaire was apparently uncolored by 
the duration of the patient-informant re- 
lationship in either hospital setting. In the 
home visit it was noteworthy that the 
adequacy of the information obtained from 
informants referred from both hospitals was 
greater when the informant knew the pa- 
tient over a substantial period of time (five 
years or more) as opposed to relationships 
of shorter duration. 

_ And finally, in connection with the prox- 
imity of the residence of the patient and 
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informant, data were originally collected 
in five classes ranging from situations where 
the informant and patient shared the same 
household for two preceding years, to the 
situation where they lived in different com- 
munities during the two preceding years. 
In Hospital I, informants who lived closer 
to patients provided more adequate pre- 
hospital information on both the mailed 
and home visit questionnaires than inform- 
ants living at a distance. This distinction 
failed to occur in the data collected for 
patients in Hospital II. 


DISCUSSION 


In order to orient our remarks about the 
results obtained, it may be useful to con- 
sider first what may be involved in an in- 
adequate response or a failure to respond 
to the questionnaire. The possible ex- 
planations for the phenomenon of faulty 
communication are infinite. 

In order to bring into focus the factors 
which obstructed the flow of adjustment 
information in this study, the public health 
nurse inquired about the informants’ prob- 
lems in completing the mailed question- 
naire during the home vist. Among the 
more prominent explanations were the 
failure to comprehend the purpose for 
which the information was being sought, 
the inability to cope with the complexi- 
ties of a written questionnaire, the re- 
sistance to trading in personal information, 
and the allegation that the informant was 
not sufficiently knowledgeable about the 
patient. 

The evidence from Table 1 tends to 
support these explanations. Many in- 
formants who failed to provide data on the 
mailed questionnaire also failed under the 
pressure of a home visit. Other informants 
failed in the mailing procedure, only to 
perform quite satisfactorily during the 
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home visit. Evidently an informant may 
not be prepared to convey adjustment in- 
formation about patients because he does 
not have it, because he does not know how 
to communicate it, or because he chooses 
not to transmit it. 

The results depict the Negro informant 
as generally less capable of completing the 
mailed questionnaire than white inform- 
ants. However, this deficit is largely com- 
pensated for in the home visit process. It 
is also clear that Negro informants return 
a greater proportion of inadequate mailed 
questionnaires while failing to return a 
questionnaire relatively less often than do 
white informants. 

Thus, it may be conjectured that when 
the proportion of abortive mailed ques- 
tionnaires is appreciable, and when the 
evidence suggests that the difficulty stems 
largely from inadequate information con- 
veyed rather than from an unwillingness 
to respond, that informants probably pos- 
sess more information than was trans- 
mitted. Under these conditions the home 
visit procedure should be maximally ef- 
fective. 

Conversely, when the index of abortive 
mailed questionnaire is elevated and when 
the evidence betrays a resistance to re- 
turning the questionnaire, it may then be 
that informants do not possess the desired 
information, or if they do, they will likely 
withhold it under additional probing. 
Obviously, under these circumstances, the 
prospects of improving the information 
return through home visit are less favor- 
able. 

The fact remains that Negro informants 
respond less adequately than white in- 

formants on the mailed questionnaire. Yet, 
their over-all store of knowledge, as indi- 
cated by the home visit experience, seems 
to be as ample as that possessed by white 
informants. 
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One parsimonious explanation for 
finding is that Negro family members la 
generally be less familiar with the task ¢ 
responding to a written question’ 
Perhaps this reserve is dissipated in 
course of a home visit where the n 
presence confers a sense of urgency 
information at the same time that it co 
veys confidence in the informant’s ab 
to provide the desired information. A 
it is not entirely unexpected that Ne 
informants should require more help it 
completing a questionnaire than whi 
informants. 

Kardiner and Oversey (5) have docu 
mented the tendency for Negroes to express” 
heightened anxiety when providing cas 
history information in clinical practice. 
They explain this anxiety response as a 
consequence of the more or less continuou 
frustration the Negro faces in dealin 
with cultural inequities. These frustra- 
tions are then said to culminate in a gen- 
eral mistrust of interpersonal communica- 
tion. The assurance of a public health 
nurse and the supportive implications of 
her presence in the home visit undoubtedly 
do much to allay such anxiety. 

From this point of view it would appear 
that when such resistance is overcome, as- 
it seems to be in the home visit situation 


those in the non-white community. ? 
For example, white informants in com- 


munity who enter the hospital. This 
Suggests that the elders in the white co S 
munity tend to become more isolated than 
in the non-white community. 

Furthermore, friends of Negro patients 
possess, or at least report, more adjust- 
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ment information than white friends dur- 
ing the home visit. Here again, it may 
be that information about deviant behavior 
is more generously disseminated in the 
Negro population, while it is withheld 
somewhat from friends in the white com- 
munity. In both instances, the evidence 
suggests that the white community segre- 
gates its deviant members more drastically 
than the Negro community, whether this 
isolation be in fact, or merely in terms of 
its defensiveness in communicating deviant 
information. 

Karon (6) provides collaborative evi- 
dence that the Negro community is also 
less harsh than the white community in 
its response to other forms of social dis- 
junction, such as common-law marriage 
and illegitimacy. 

Beyond the distinctions noted in the 
response from the two hospitals, it is clear 
that the sex of informants and the length 
of the relationship between the informant 
and the patient are important considera- 
tions in determining how much adequate 
patient adjustment information can be 
elicited in the community. 

It is readily understood why informants 
who have known the patient for longer 
periods of time should be more aware of 
the patients’ adaptive behavior than in- 
formants who have had a shorter acquaint- 
anceship with the patient. Perhaps it is 
less obvious why women should have more 
information available than men. Women 
are typically more closely bound to the 
home than are men, and show more aware- 
hess of problems in the home. In addition, 
they are characterized as being more sensi- 
five to personal relationships (4) and 
Would therefore be expected not only to 
have more time but also have more in- 
ton available for the role of inform- 
nt. 


There is still another factor which may 
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interpenetrate this finding. It must be 
remembered that the home visits were 
carried out by a woman. There is evidence 
to suggest that characteristics of the inter- 
viewer cannot be disregarded in evaluat- 
ing the information received (l, 3, 10). 
Whether the sex of the informant, or for 
that matter, other characteristics such as 
race, education, etc., were of any conse- 
quence in the amount of data elicited 
remains unclear and should be explored 
further. 3 

If we return now to the three classes 
of variables studied, we may conclude that 
the patient-informant variables had their 
greatest impact in the adequacy of the 
home visit experience and relatively little 
influence on the adequacy of the mailed 
questionnaire returns. Moreover, it would 
appear that the class of variables labeled 
patient-informant relationship variables 
were more conspicuously associated with 
the adequacy of information returned from 
the community than either the patient- or 
the informant-centered variables. 


SUMMARY 


Public psychiatric hospitals have long been 
involved in eliciting data from the com- 
munity regarding the events which led to 
the admission of patients. Little systematic 
work has been done, however, to illustrate 
the quality and amount of information 
obtained for different types of patients, 
from different classes of informants, or by 
different methods of collection. 

This study has examined these issues and 
found that the adequacy of information 
obtained from mailed questionnaires was 
largely resistant to such influences. How- 
ever, in the case of a home visit procedure 
used to put additional pressure on inform- 
ants who had been unco-operative in their 
response to the mailed questionnaire, the 


459 


adequacy of information elicited varied 
with a number of the study variables. 

It must be concluded, then, that the 
systematic collection of prehospital adjust- 
ment data from the community should not 
be undertaken without regard for certain 
patient-informant characteristics, 
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ental health educators, psychiatrists, and 
ers have expended great effort in at- 
apting to change the American public's 
nception of mental illness. There is 
lence that some changes have occurred; 

is also fairly clear that the traditional 
tereotypes associated with mental disorder 
€ not disappeared.* 
though small segments of the popula- 
| notably highly educated persons, may 
been converted to a medical view of 
tal illness, for most persons this change 
Occurred only partly, if at all.? 
nce the attitude of the family of the 
tal patient toward mental illness is 
ortant in rehabilitation plans, and since 
attitudes of physicians, lawyers, and 
tors play an important role in the 
Tange programs for controlling mental 
der, the slowness of the traditional 
types to change represents a signifi- 
Social problem. 

€ purpose of this paper is to suggest 


Social support for stereotypes 
of mental disorder 


that one reason these stereotypes change 
slowly is that they receive considerable sup- 


Dr. Scheff is assistant professor, Department of 
Sociology, University of Wisconsin, Madison, Wis. 


1The study which is usually cited to show change 
is taking place is Woodward, Julian L., “Changing | 
Ideas on Mental Illness and Its Treatment,” Amer- 
ican Sociological Review, 16(August, 1951), 443-54. 
Change is inferred in this paper because the 
younger respondents gave more liberal answers 
than the older respondents. i , 

In a subsequent study which used the same 
questions, change is inferred because more of the 
respondents gave liberal answers. Cf. Crawford, 
Fred R., Glen W. Rollins and Robert L. Sutherland, 
“Variations in the Evaluation of the Mentally Ill,” 
Journal of Health and Human Behavior, 1(Fall, 
1960), 211-19. The authors point out, however, 
that the data raises the question of whether be- 
havior is changing, or whether people are becoming 
more liberal only verbally. 

Finally, an intensive, short-term action study 
suggests great resistance to change in public 
stereotypes of mental disorder: cf. Cumming, Elaine 
and John Cumming, Closed Ranks (Cambridge, 
Mass.: Harvard University Press, 1957). A conclusive 
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port in the mass media and in ordinary 
conversation. This support can be demon- 
strated by comparing the frequency with 
which stereotyped and “medical” refer- 
ences to mental illness occur. 

Sutherland’s theory of differential as- 
sociation provides a framework for this 
discussion. He stated the following pro- 
position: 

A person becomes delinquent because of an excess 

of definitions favorable to violations of law over 

definitions unfavorable to violation of law.3 

Although Sutherland himself realized 
that this formulation was somewhat crude 


answer to the question of change in public stereo- 
types awaits the use of panels in longitudinal 
studies over time. 


2 It should be noted here that even medical imagery 
is not without stereotypic content. The dual 
nature of reactions to deviance has been well- 
described by Goffman. Speaking of the stigma 
carried by deviants, he states: 


“And very often face-to-face interaction with 
those who are not stigmatized will officially pro- 
ceed on the assumption that the stigma is not 
real or relevant, and unofficially proceed on the 
assumption that it is or may at any time become 
so.” 


See Goffman, Erving in a section of the article, 
“Some Dimensions of the Problem,” in The Patient 
and the Mental Hospital, Greenblatt, Milton, 
Daniel J. Levinson, and Richard H, Williams, eds., 
(Glencoe, Ill.: Free Press, 1957), 508. For discussion 
of the stereotypes implicit in psychoanalytic and 
psychiatric terminology, see De Grazia, Sebastian, 
The Errors of Psychotherapy, (Garden City, New 
York: Doubleday & Co., Inc., 1952.) 

3 Sutherland, Edwin H., Principles of Criminology 
4th Edition (Philadelphia: J. B. Lippincott Co., 
1947), 18, Sutherland suggested that the effect of 
association depended not only on frequency, but 
also on duration, priority, and intensity of exposure 
to conventional and criminal norms. The ap- 
plicability of this formulation to the present prob- 
lem was suggested by Bruce P. Conlon. 

4Nunnally, Jum C., Jr., Popular Conceptions of 
Mental Health, (New York: Holt, Rinehart and 
Winston, 1961). 


462 


and later refined it, it contains what is 
probably a very sound idea: that the simple 
ratio of frequencies of positive and negative 
definitions exerts an influence over a per- 
son’s behavior. 

For our purposes we will modify Suther- 
land’s theory of differential association in 
order to discuss differential meaning. In 
the public at large, both medical and com- 
mon-sense ideas of mental disorder are not 
clearly defined. In this context, it would 
be reasonable to assume that a person’s 
conception of mental illness would be at 
least partly a product of the relative fre- 
quency with which he is exposed to medical 
and stereotyped conceptions. 

In mental health education campaigns, 
televised lectures by psychiatrists and 
others, magazine articles and newspaper 
feature stories, medical discussions of 
mental illness occur from time to time. 
These types of discussion, however, seem 
to be far outnumbered by stereotypic refer- 
ences, 

A recent study by Nunnally demonstrates 
that the portrait of mental illness in the 
mass media is highly stereotyped.4 In a 
systematic and large-scale content analysis 
of television, radio, newspapers and maga- 
zines, he found an image of mental dis- 
order presented which was overwhelmingly 
stereotyped, 


“. . . media presentations emphasized the bizarre 
symptoms of the mentally ill. For example, 
information relating to factor I (the conception 
that mentally ill persons look and act different 
from ‘normal’ people) was recorded 89 times. Of 
these, 88 affirm the factor, that is, indicated or 
suggested that people with mental health prob- 
lems ‘look and act different:’ only one item 
denied factor I. In television dramas, for ex- 
ample, the afflicted person often enters the scene 
starring glassy-eyed, with his mouth widely ajar, 
mumbling incoherent phrases or laughing uncon- 
trollably. Even in what would be considered 
the milder disorders, neurotic phobias and ob- 
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l. Look and act different 
i Il. Will power 


Ill. Sex distinction 


IX. Age function 


X. Organic causes 


Sessions, the afflicted person is presented as 
having bizarre facial expressions and actions.” 5 
OF particular interest are the com- 
ons made between the imagery of 
ntal disorder in the mass media, among 
n tal health experts, and in the general 
blic, In addition to the mass media 
lalysis, data were collected from a group 
Of psychiatrists and psychologists, and from 
Sample drawn from the total population. 


fhe comparisons are summarized in a 


oy which is reproduced below. 
he solid line, representing the re- 


Repudiate 
Disagree 
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¢ omparisons of experts, the public, and the mass media on the 10 information 
d factors © 


Support 
Agree 


—--public opinion 
o mass mediaj 


stereotypy. The small circles—summariz- 
ing the findings in the study of the mass 
media—lie, for the most part, to the ex- 
treme right, the direction of greatest stereo- 
typy. The broken line, indicating the 
findings of the sample survey in the public, 
lies between the mass media and the ex- 
pert’s profiles. 

An interpretation of this finding is that 
the conceptions of mental disorder in the 
public are the resultant of cross-pressures: 
the opinions of experts, as expressed in 
5 Ibid., p. 74 
6 Ibid. 
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mental health campaigns and “serious” 
mass media programming, pulling public 
opinion away from stereotypes, but with 
the more frequent and visible mass media 
productions reinforcing the traditional 
stereotypes. 

Since Nunnally’s sample of the mass 

media was taken during a single time pe- 
riod (one week of 1955), he makes no direct 
analysis of trends in time. However, he 
does present some indirect evidence which 
is quite relevant to this discussion. He 
presents the number of television programs 
dealing with mental illness and subdivides 
them into documentary programs, which 
are presumably serious medical discussions, 
as contrasted with other programs; that is 
features and films for each year during the 
period 1951-1958. His findings are pre- 
sented in the table below. 
Once again we see in a recent period (1957- 
1958) that the other features outnumber 
the serious programs with a ratio of the 
order of 100 to one. Apparently, more- 
over, this disproportion was not decreasing, 
as many mental health workers believed, 
but actually increasing, as popular interest 
in mental disorder increases. 

Although Nunnally’s study represents a 
contribution to our knowledge of the im- 
agery in the mass media and the general 
public, it is somewhat limited in terms of 
our present discussion, because the study 
deals only with direct references to mental 
illness, and uses an incomplete set of cate- 
gories for evaluating the references. The 
set of categories will be discussed first; 
direct references are discussed below. 


The categories that are used in evaluat- 
ing the content of the imagery of mental 
illness are of unequal interest; categories 
No. 1—“look and act different” and No. 6, 
“hopelessness”—are probably essential in 
understanding the mental illness imagery 
in the general public. There are other 
dimensions, however, which are not in- 
cluded in Nunnally’s analysis, the most 
important of which are dangerousness, 
unpredictability, and negative evaluation. 
This can be made clear by referring to 
newspaper coverage of mental illness. 

In newspapers it is a common practice to 
mention that a rapist or murderer was once 
a mental patient. Here are several ex- 
amples: Under the headline “Question Girl 
in Child Slaying,” the story begins, “A 15- 
year-old girl with a history of mental illness 
is being questioned in connection with a 
kidnap-slaying of a 3-year-old boy.” A 
similar story under the headline “Man 
Killed, Two Policemen Hurt in’ Hospital 
Fray,” begins A former mental patient 
grabbed a policeman’s revolver and began 
shooting at 15 persons in the receiving 
room of City Hospital No. 2 Thursday.” 

Often acts of violence will be connected 
with mental illness on the basis of little or 
no evidence. For instance, under the head- 
line “Milwaukee Man Goes Berserk, Shoots 
Officer,” the story describes the events and 
then quotes a police captain who said, “He 
may be a mental case.” In another story, 
under the headline, “Texas Dad Kills 
Self, Four Children, Daughter Says,” the 
last sentence of the story is “one report 
said Kinsey [the killer] once was a mental 


Number of television programs dealing with mental illness, 1951-587 


1951-53 
Documentary programs 4 
Other (features and films) 1 


1954 


1955 1956 1957 1958 
15 2 2 1 1 
12 37 122 169 72 


a a a Sa E 


7 Ibid, p. 79. 
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ient.” In most large newspapers there 
arently is at least one such story in 


violence was highly accurate, it would still 
‘give the reader a misleading impression 
use negative information is seldom of- 
by positive reports. An item like the 
lowing is almost inconceivable: 

Ralph Jones, an ex-mental patient, was 


‘elected president of the Fairview Home and 
Garden Society at their meeting last Thursday.” 


Because of highly biased reporting, the 
ler is free to make the unwarranted in- 
ce that murder and rape and other 
of violence occur more frequently 
g ex-mental patients than among the 
ulation at large. Actually it has been 
emonstrated that the incidence of crimes 
‘violence (or of any crime) is much lower 
g ex-mental patients than in the 
al population.® Yet, because of news- 
ers practice, this is not the picture pre- 
d to the public. Newspapers estab- 
an ineluctable relationship between 
al illness and violence. Perhaps as 
tantly, this connection also signifies 
curability of mental disorder; that is, 
mnects former mental patients with 
nt and unpredictable acts. 
seems paradoxical that progress in 
nication techniques has created a 
tion in which the stereotyping process 
Obably growing stronger. Newspapers 
use teletype release from the press as- 
tions; and since these associations Te- 
“incidents of crime and violence in- 
ing mental patients from the entire 
ion, the sampling bias in the picture 
nted to the public is enormous. 
ere are approximately 600,000 adults 
ed to mental hospitals in the United 
on any one day, and an even larger 
p of former mental patients. The 
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newspaper practice of daily reporting the 
violent acts of some patient or ex-patient, 
and at the same time, seldom indicating the 
size of the vast group of nonviolent patients, 
is grossly misleading. Inadvertently, news- 
papers use selective reporting of the same 
type that is found in the most blatantly 
false advertisements and propaganda, to 
continually “prove” that mental patients 
are unpredictably violent. j 

The impact of selective reportage is great 
because it confirms the public’s stereotypes 
of insanity. Even if the newspaper were 
to explain the bias in these stories, the 
problem would not be eliminated. The 
vivid portrayal of a single case of human 
violence has more emotional impact on the 
reader than the statistics which indicate 
the true actuarial risks from mental patients 
as a class. 

The average person’s reaction to the fact 
that the probability of the kind of violence 
that the newspapers report occurring is 
about one in a million, is usually that this 
is still a real risk which he will not accept. 
Yet this is roughly the risk of death he 
unthinkingly accepts in taking a cross- 
country trip in an airplane or automobile. 
One component of the stereotype of in- 
sanity is an unreasoned and unreasonable 
fear of mental patients which makes the 
public reluctant to take risks in this area 
A O E a a 
8 Brill, Henry and Benjamin Malzberg, Statistical 
Report Based on the Arrest Record of 5,354 Ex- 
patients Released from New York State Mental Hos- 
pitals During the Period 1946-1948. Available 
from the authors. See also Cohen, Louis H. 
and Henry Freeman, “How Dangerous to the Com- 
munity are State Hospital Patients ” Connecticut 
State Medical Journal, 9(September, 1945), 697-700; 
Hastings, Donald W., “Follow-up Results in Psychi- 
atric Illness.” American Journal of Psychiatry 
114(June, 1958), 1,057-66; Jonas R. Rappeport, et al., 
“Evaluation and Followup of State Hospital 
Patients who had Sanity Hearings,” American 
Journal of Psychiatry, 118(June, 1962), 1,078-86. 
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of the same size as risks frequently en- 
countered and accepted in the ordinary 
round of living. 

Reaffirmation of the stereotype of in- 
sanity occurs not only in the mass media 
but indirectly in ordinary conversation: in 
jokes, anecdotes, and even in conventional 
phrases. Such phrases as “are you crazy?” 
or “it would be a madhouse,” or it’s driv- 
ing me out of my mind,” or “we were chat- 
ting like crazy,” or “he was running like 
mad,” and literally hundreds of others 
occur frequently in informal conversations. 
In this usage insanity itself is seldom the 
topic of conversation, and the discussants 
do not mean to refer to the topic of insanity 
and are unaware usually that they are 
doing so. 

The author has overheard mental pa- 
tients, when talking among themselves, us- 
ing these phrases unthinkingly. Even those 
mental health workers such as psychiatrists, 
psychologists, and social workers who are 
most interested in changing the concept 
of mental disorder, often use these terms— 
sometimes jokingly but usually unthink- 
ingly—in their informal discussions. These 
terms are so much a part of ordinary 
language that only the person who consid- 
ers every word carefully can eliminate 
them from his speech, Through verbal 
usage, the stereotype of insanity is an in- 
flexible part of the social structure. 

The imagery which is implicit in these 
phrases should be discussed. When the 
phrase “running like mad” is used, the 
imagery which this conveys implicitly is 
movement of a wild and perhaps uncon- 
trolled variety. The question “Are you out 


9 For references to the use of humor as an instru- 
ment of social control see Middleton, Russell and 
John Moland, “Humor in Negro and White 
Subcultures: A Study of Jokes among University Stu- 
dents,” American Sociological Review, 24(Febru- 
ary, 1959), 61-69. 
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of your mind?” signifies a behavior which 
the speaker disapproves. The frequently- 
used term “crazy” often, although not 
always, implies subtle ridicule or stigma. 
These implications are there even when 
the person using the terms does not mean 
the words to convey this. 

This inadvertent and incidental imagery 
is similar to that contained in racial and 
ethnic stereotypes. A speaker who uses the 
phrase “Jew a man down,” may not neces- 
sarily be prejudiced against Jews but simply 
uses the phrase as a matter of convenience 
in order to convey his meaning, but to 
others the assumptions are unmistakable— 
the image of a Jew as a person who is 
scheming and overinterested in money for 
its own sake. 

Again as in racial and ethnic stereotypes, 
imagery is sometimes conveyed through 
jokes and anecdotes.» An example of the 
type of joke which one hears in informal 
conversation is taken from the Readers 
Digest: 

“A visitor to a mental hospital sees a patient who 

looks and acts like a normal person. He asks 

him why he is in the hospital. ‘Because I like 
potato pancakes,’ the patient replies. The visitor 
says, ‘That’s nothing, I like potato pancakes my- 
self.’ The patient turns to the visitor excitedly, 

“You dol’ he replies, ‘Why don’t you come to my 

room then, I have a whole trunkfull!.” 

The implications that one might draw 
from this type of joke are fairly clear. 
Persons who are mentally ill, even when 
they do not seem to be, are basically dif- 
ferent. This is one theme, among others, 
which recurs in reference to mental illness 
in ordinary conversation. This theme, 
together with the “looks and acts different” 
theme and the “incurable” theme, is prob- 
ably part of a single larger pattern: these 
deviants (like other deviants) belong to a 
fundamentally different class of human 
beings, or perhaps even a different species. 
This is a manifestation of outgrouping, the 


belief that one’s enemies, strangers, or 
deviants are essentially and fundamentally 
‘different from one’s own kind. 


ISCUSSION 

" Public stereotypes of mental illness are dif- 
“ficult to change because they receive con- 
‘tinual although inadvertent support from 


m. In support of this proposition, evi- 
dence from several studies and the au- 
“thor’s observations have been cited. 

On the basis of this evidence one would 
pect that mental health campaigns which 
based largely on disseminating informa- 
n will be doomed to failure because of 
_ the overwhelming preponderance of stereo- 
" typed information and imagery to which 
e average person is exposed. 

"It is difficult to say at this time how the 
ituation could be changed. In some media, 
TY for example, there is a definite attempt 
to “clean up” the references to mental ill- 
ness. As Nunnally points out, however, 
these attempts are not particularly success- 
ful While television has managed to 
eliminate virtually all of the irreverent 
slang references to mepa illness such as 
f ball,” “flipped,” “nut,” and “loony,” 

lere has been no ARA to change the 
ual imagery. 

Why are these stereotypes resistant to 
ange? One possible explanation is that 
ey are functional for the current social 


the society. Racial stereotypes may per- 
orm similar functions. In the U.S. South, 


ey are integral parts of the southerner’s 
ognitive structure. The stereotype of the 
Negro fulfills the functions of a contrast 
Conception, a reference point for making 
al comparisons and self-evaluations. 
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Judging from the frequency with which 
references to mental disorder appear in the 
mass media and in colloquial speech, the 
concept of mental disorder serves as a 
fundamental contrast conception in our 
society, functioning to preserve the current 
mores. The displacement of such a con- 
venient concept is probably resisted for this 
reason. In some preliterate societies, the 
concept of spirit possession “explains” 
dreams, sickness, mental disorder, great 
success, untimely death, and many other- 
wise unexplainable phenomena. The aver- 
age member of such a society has therefore 
a substantial psychological investment in 
the belief in spirit possession. 

Similarly, in the United States the aver- 
age citizen resists changes in his concept of 
insanity, or, in the middle class, the concept 
of mental disease, because these concepts 
are functional for maintaining his custom- 
ary moral and cognitive world. 

One implication of this discussion is that 
changing the stereotypes concerning mental 
illness will require substantial investments 
of resources, and should be based on care- 
fully formulated plans which take into ac- 
count the structure of stereotypes, and the 
social processes which support stereotypes. 
A second implication is that these stereo- 
types will be with us for a rather long 
period of time, and will not be eliminated 
overnight. One final implication concerns 
the relationship between these stereotypes 
and the etiology of mental disorder. 

The existence of stable stereotypes of men- 
tal disorder has indirect effects on the social 
problems arising from mental disorder, 
since these stereotypes may impede the re- 
habilitation of mental patients in their 
family and community, and retard long- 
range planning by civic agade and legis- 
latures. 


10 Nunnally, op. cit., p. 86. 
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It is also possible that these stereotypes 
are more directly related to the problem of 
mental disorder. Stereotypes of mental 
disorder, like racial stereotypes, are prob- 
ably learned very early in childhood. As 
has been suggested here, these stereotypes 
receive continual reaffirmation in the mass 
media and ordinary conversation. For 
many persons, this traditional stereotype 
has been partially displaced, but probably 
not erased, by the medical conception of 
mental disorder as a disease. It seems likely, 
therefore, that all persons in the popula- 
tion, educated and uneducated alike, share 
to some degree a common stereotype of 
mental disorder. What part could this 
common stereotype play in the processes 
leading to mental disorder? 

The transmission of stereotyped imagery 
in the mass media and ordinary conversa- 
tion may throw light on a question which 
has been hotly debated; whether the symp- 
toms of mental disorder are inherent or 
learned. Although they have pointed to 
instances where symptoms seemed to be 
learned (folie à deux, role models in the 
family), advocates of the learning point of 
view have never been completely satisfied 
with this explanation, since it places so 
much emphasis on what seems to be in- 
frequent occurrences. 

The discussion here suggests that every- 


11 Lemert, Edwin M., Social Pathology (New York: 
McGraw-Hill Book Co., Inc., 1951). 

12For supporting examples and discussion, see 
Erikson, Kai T., “Patient Role and Social Uncer- 
tainty—A Dilemma of the Mentally Ill,” Psychiatry, 
20 (August, 1957), 268-74; Goffman, Erving, Asylums 
(New York: Doubleday-Anchor, 1961); and Szasz, 
Thomas S., The Myth of Mental Illness (New York: 
Hoeber-Harper, 1961), especially his discussion of 
the “typecasting” phenomena, p. 252. For a dis- 
cussion see Scheff, Thomas J., “The Role of the 
Mentally Ill and the Dynamics of Mental Disorder: 
A Research Framework,” Discussion Papers, 
32 (September, 1962). (Madison: Wisconsin Psy- 
chiatric Institute, University of Wisconsin.) 
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one in a society learns the symptoms of 
mental disorder vicariously, through the 
imagery that is conveyed in verbal com- 
munication. This imagery tends to be tied 
up with the particular vernacular of each 
language, which may be one reason why 
there are considerable variations in the 
symptoms of mental disorder that occur in 
different cultures. 

It is conceivable that the stereotype of 
insanity acts to structure the expectations 
of those persons who have dealings with 
mental patients and persons defined as 
mentally ill, leading them to react to these 
deviants as persons who are chronically and 
unexplainably dangerous, unpredictable 
and useless. The patient who is treated in 
this way, however, is also a member of the 
larger society and is imbued with the com- 
mon stereotype of mental disorder. Ulti- 
mately he may begin to use his stereotyped 
image as a guide for his own behavior, since 
it is the common denominator between his 
own vocabulary of responses and the more 
or less uniform way in which he is treated 
by others. This is to say that when other 
alternative roles are closed off, the confused 
person may come to play the role of the 
mentally ill as a way of coping with the 
kinds of “deference” that he regularly re- 
ceives from others. 

The chronic forms of functional mental 
disorder (as distinct from the initial out- 
bursts of deviance, which may have genetic, 
biochemical, or psychological roots, or be 
caused by situational stress), may be social 
roles adapted by persons to cope with the 
ambiguities of identity that are inherent in 
severe crises, 11 Although there is some sup- 
porting evidence,!2 this proposition will be 
only a hypothesis until such time as precise 
experimental studies can measure the struc- 
ture of stereotypes of mental illness, and 
their interaction with the crises which arise 
when spontaneous deviance occurs. 


CONCLUSION 


Although there has been considerable effort 
expended in mental health campaigns, at- 
tempting to change popular ideas of mental 
disorder from the traditional stereotypes to 
medical conceptions, these campaigns have 
met with only partial success, at best. 

In this paper, Sutherland’s theory of dif- 
ferential association was applied to the 
problem of explaining why stereotypes of 
mental disorder are resistant to change. 
Results from a large-scale study of the 
imagery of mental disorder in the mass 
media, and observations of newspaper prac- 
tices and references to mental disorder in 
ordinary conversation are cited to suggest 
that the public is exposed to a far greater 
number of stereotyped images than medi- 
cal images. Although the results are not 
conclusive, they suggest that the ratio of 
stereotyped to medical images is at least of 


Stereotypes of mental disorder 
SCHEFF 


the magnitude of 10 to 1, and that it may 
be as high as 100 to 1. Furthermore, there 
is some indication that this ratio may be 
increasing rather than decreasing. In this 
context, it is not difficult to understand 
why the stereotypes of mental disorder 
change slowly, if at all. 

The public conception of mental disorder 
is important because it affects the control of 
this type of deviance indirectly through the 
attitudes of those involved in rehabilitation 
and planning. These attitudes may play a 
more direct part in the problem, since they 
form the basis for the status and role of the 
mentally ill in American society. Such 
considerations point to the necessity of fur- 
ther research on the structure of the stereo- 
types of mental disorder, the processes in 
society which sustain them, and the part 
that these stereotypes play in the stabiliza- 
tion of spontaneous deviance. 
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The role of the maternity 


home social worker in the 


Illegitimacy is high on anyone’s list of the 
top twenty social problems. The popular 
press mentions this subject quite frequently 
and is relatively restrained. Overall, how- 
ever, there is confusion and contradiction 
in the picture presented. 

As responsible professionals we need to 
take a good look at this problem. How 
large is it? What do we know about causes? 
More important, what guides do we have 
toward effective treatment and, especially, 
toward prevention? 

By definition, an unwed mother is a 
woman who conceives and gives birth to 
a child fathered by a man to whom she is 
not legally married. Unwed motherhood 
is not new; it dates back practically to the 


Mrs. Latimer is supervisor, Social Welfare Research, 
Inc., Cincinnati, Ohio. 

Miss Startsman is a social worker at Maple Knoll 
Hospital and Home, Cincinnati. 
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prevention of illegitimacy 


Creation. What is different today is the 
numerical increase and the closeness to 
home of this problem, involving as it does 
so many of our young people. 

The impact of numbers can easily be 
seen. From the U.S. Public Health 
Service we learn that from 1938-1958 the 
estimated number of illegitimate births 
increased from 87,900 to 208,700. The 
1958 figure represents an increase of 7,000 
over the previous year. It was the sixth 
straight year in which the ratio of illegiti- 
mate births rose. However, it is the shift 
from a limited to a generalized problem, 
rather than just numbers, which has 
alarmed parents and educators as well as 
psychiatrists and social workers. 

Years ago few people actually knew an 
unwed mother. She came from geo- 
graphical areas and social situations with 
which most of the population had little 
contact. Today, it is a truism that the 


ee 


unwed mother could be anyone’s daughter. 
She comes from a cross-section of the com- 
munity, representing all social, economic, 
educational and cultural levels. She is a 
part of the culture that sees higher adult 
and juvenile crime, an increase in vener- 
eal disease, mounting alcoholism and drug 
addiction, as well as a greater number of 
families broken by separation, desertion 
and divorce. 

What are the causes? There is a small 
but reasonably scientific body of knowledge 
which can be summarized. 

Leontine Young has pointed out that 
this is a purposeful act in which the unwed 
mother responds dynamically to her par- 
ticular life situation. From her experience 
with thousands of these girls, Miss Young 
provides several illustrations. 

For example, many of them come from 
“mother-ridden” homes. The mother has 
basically never accepted her own fem- 
ininity and her life adjustment is a constant 
struggle with that fact. The unconscious 
fantasy acted out by the unmarried mother 
is definitely infantile in character. 

Another group come from the “father- 
ridden” family. Here the father has been 
able to form only an authoritative punitive 
relationship with his family. These girls 
usually have a conviction that femininity 
is of little or no worth because their fathers 
rejected them. 

Some unmarried mothers, Miss Young 
Says, are psychopathic; a few are psychotic. 
Others reveal little of themselves, make 
only casual relationships in life and actu- 
ally Oppose authority, although in an in- 
direct way. Their steady drive to dominate 
1s destructive in nature. Then there are 
the girls lacking any cohesive personality 
Structure who are socially disorganized, 
impulsive and suggestible. Their illegiti- 
mate pregnancy—and they are apt to be 
Tepeaters—represents a continuing need 
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for love, without the ability to give or 
accept it. 

Sara Edlin, who has given practically 
a lifetime to work with the unmarried 
mother, also feels the dominant factor in 
this problem is an unwholesome child- 
parent relationship. She says, “They are 
examples of an immature personality, seek- 
ing, what seems to her, the most effective 
way of establishing her individuality by a 
counter-attack on the parents’ attempt to 
overprotect, to reject or to make excessive 
demands.” 2 Again, she says, “. . . they 
are . . . the manifestations of the girl’s un- 
conscious, repressed drive to attain a sub- 
stitute for the love which she feels has been 
denied her. They are problems in parent- 
child relationships.” 3 

Dr. Florence Clothier says, “Unmarried 
motherhood in our culture represents a 
distorted and unrealistic way out of inner 
difficulties and is thus comparable to 
neurotic symptoms on the one hand, and 
delinquent behavior on the other.” 4 

The role of adolescence in this prob- 
lem is also significant. In 1958, an esti- 
mated 83,800 of the unwed mothers were 
teen-agers. Included were 4,400 under 
age 15. Mrs. Katherine B. Oettinger, chief 
of the U.S. Children’s Bureau, estimates 
that in 1962, if the rate remains the same, 
between 110,000 and 120,000 babies will 
be born out of wedlock to teen-age girls. 

The adolescent responds to sexual stim- 
uli in all communications media, to peer 


1See Young, Leontine R., Out of Wedlock (New 
York: McGraw-Hill Book Co., Inc., 1954) 


2Edlin, Sara B., The Unmarried Mother in Our 
Society (New York: Farrar, Strauss & Cudahy, Inc., 
1954), p. 114. 

8 Ibid. 


4 Clothier, Florence, “Psychological Implications of 
Unmarried Parenthood,” American Journal of 
Orthopsychiatry, 13(March, 1943), 548. 
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pressures to go steady and to participate in 
sexual adventures, and this—together with 
the cumulative stress in her life—often 
proves too much for the already pre- 
cariously adjusted teen-ager. Add lack 
of firm parental supervision and the situa- 
tion is obviously conducive to such prob- 
lems as illegitimacy. 

Dr. Margaret L. Cormack points out, 
“Young people are thinking and acting 
within greatly enlarged limits; some of 
them seeing no limits or demarcation at 
all.”s 

In addition, there are the uncertainties 
of the Space Age and the general anxieties 
of the adults with whom the teenager comes 
in contact. As Ursula M. Gallagher, spe- 
cialist on services to unmarried mothers, 
U.S. Children’s Bureau, puts it: “Our com- 
plex social situation in our ever-changing 
world, our struggle to grasp onto something 
fixed and stable, our doubts about what 
lies before us, all surely tend to becloud 
or unsettle the goals of our younger gen- 
eration.” € 

To be sure, each case is unique, but 
these patterns and factors appear with 
sufficient frequency to suggest the psychic 
and the environmental influences con- 
ducive to illegitimate pregnancy. 

The maternity home social worker, then, 
has this general background for her work. 
She also has training and experience in 
casework with the basic concepts these pro- 
vide her. 

Maple Knoll Maternity Hospital and 
Home is a small private agency in Cincin- 
nati, Ohio. Mrs. Agnes C. Bolam, R.N., the 
administrator, believes the agency is just 


5 From a paper presented to the National Confer- 
ence of Social Work, 1957. 


6 From a paper presented to the National Confer- 
ence of Social Work, 1959. 
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one in the complex of agencies and organi 
zation needing to work toward the reduc 
tion of this problem. 

This home does not take the severely 
retarded or the severely disturbed girl, 
except in special instances. Neither type 
was involved in the group of 100 un: 
married mothers under age 18 whom we 
studied. These girls were white and 
Protestant. As we worked with these girls 
and with their parents, we tried to keep 
prevention of illegitimacy in mind and 
to determine our role in this prevention. 

In evaluating potentials for prevention, 
two areas present themselves for explora- 
tion. One is sex instruction; second is 
the role of the church in the development 
of the young person’s superego. 

First, since sex is such a factor in this 
particular problem we explored this with 
the girls historically. They said that by 
age 12 they had some knowledge of sex. = 
For 47.4 per cent, the major source had ` 
been the mother; for 24.6 per cent, a friend 
their own age or slightly older; for 16.4 
per cent, reading, and for 11.6 per cent, 
all other sources or “don’t remember.” — 
The first and strongest remembered re- 
action to sex for 42 per cent of these girls 
was shocking, unpleasant or confused. — 

It is, of course, difficult to evaluate the 
situation in circumstances where the in- 
dividual vitally concerned is providing | 
all the answers. For example, in cases 
where the girl had been given instruction — 
by her mother and her reaction was un- 
pleasant, we tried to see if there was any 
correlation with the actual relationshi| 
of the girl to her mother as we knew it. 
We were not able to establish such a 
correlation. This is not to deny that a 
girl who has a good relationship with her 
mother is helped via identification with 
her. In summary, if accurate information 


is given at the appropriate age in the right 
emotional atmosphere we would expect 
that this initial exposure would, in essence, 
be preventive. 

Second, breakdown in moral standards 
admittedly plays a part in the increase in 
illegitimacy. A presumed preparation for 
the ability to withstand immoral pressures 
is religious instruction in childhood and 
youth; 78.2 per cent of the girls in our 
sample had regularly attended Sunday 
School as children; 72.8 per cent, as teen- 
agers and young adults, had participated 
in church activities which, for some, in- 
cluded choir and Sunday School teaching. 
Although the girls had this instruction and 
guidance, there was obviously a large gap 
between information and behavior. 

Preventively, the churches need to em- 
phasize how religious principles are re- 
lated to behavior. Instruction in sound 
standards of right and wrong would help 
the “mixed-up” teenager. Also, greater 
emphasis on the attributes of the good 
family, with some idealization of marriage, 
might enable the girl to see the value of 
postponing gratification of her sex impulses. 

The maternity home social worker also 
utilizes her casework skills to help the un- 
wed mother and her parents. Since the 
girl does not enter the maternity home 
until she “shows,” she seldom stays longer 
than five months. This necessitates brief 
contact and limited treatment goals. 

The time just before admission has been 
hectic for the girl. She has had to tell her 
Parents, possibly has had contact—fre- 
quently unpleasant—with the alleged fa- 
ther and his family, has had her pread- 
Mission physical examination and has had 
to decide what to tell peers and relatives 
about her absence. Admission, then, pro- 
Vides a brief interlude of peace for the 
harried unmarried mother. This, how- 
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ever, is short-lived. Almost immediately, 
the girl must think about future plans for 
herself and for her baby. 

If she wants adoption for the baby, the 
adoption agency requests early referral. 
If she plans to keep the baby, arrange- 
ments must be made and again agency 
referral (as, for example, for boarding 
home care for the baby) cannot be long 
delayed. The social worker’s pace is set 
for her by this time situation. During 
these early decision-making days, there is 
frequently a rise in anxiety in the un- 
married mother, and it is very difficult for 
the social worker to evaluate quickly the 
girl’s ego capacity to handle this con- 
structively. 

In this brief relationship, one girl may 
rely on the social worker on an object re- 
lationship level while another may early 
have confidence in the worker, perhaps as 
a good parent figure, and be enabled to 
evaluate more accurately her reality situa- 
tion and plan for herself and her baby 
accordingly. 

The environment of the maternity 
home is itself therapeutic. We have al- 
ready noted the reduction, for a brief 
period, of her immediate life pressures. 
There is also the obvious universalizing 
of the problem. In the constant talking 
about themselves to one another, each 
girl’s situation is seen in the perspective 
provided by that of the other girls, and 
for the sufficiently healthy this can be a 
corrective experience. In the casual friend- 
liness of peers and staff, many teen-agers 
no longer need their hostility. 

Occasionally, continuation of a more 
therapeutic environment is possible and 
helps toward the better adjustment of 
the girl when she leaves the maternity 
home. No one knows the recidivism rate 
in the teen-age, unmarried mother, but 
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any repetition is to be avoided, if at all 
possible. Obviously, for the girl whose 
pregnancy is a psychiatric symptom, such 
environmental manipulation will have 
little meaning. 

However, sometimes a girl will continue 
her education if she can be transferred to 
a school where the dean of girls is un- 
usually understanding. Or a transfer from 
an academic to a trade program may be 
indicated. Once in a great while, post- 
partum boarding home or institutional 
care is recommended. This is rare, not 
only because the girl’s parents cannot 
accept it, but also because few agencies 
provide such a resource. 

A complication, in addition to the time 
limit, is that the girls frequently are non- 
residents. This means that parents visit 
only three or four times during her stay 
at the maternity home. It is extremely 
difficult properly to evaluate the pregnant 
teen-ager in these circumstances. 

What is the degree of her emotional dis- 
turbance? What personality strengths 
does she have? The psychosocial structure 
of her family is important diagnostically 
to the maternity home worker, but she 
has little opportunity to observe family in- 
teraction. Is there real pathology in the 
family interrelationships? Is their situa- 
tion relatively healthy? Can the girl be 
helped to use her usual adaptive patterns 
more satisfactorily? Is it possible in the 
brief time allotted to work toward modifi- 
cation of these adaptive patterns? 

At Maple Knoll we have not tried to help 
the teenager gain insight into her basic 
emotional problems. In 2 of the 100 cases 
where there was evidence of more acute 
emotional disturbances in the family, it was 
possible to involve the parents in seeking 
outside psychiatric help. Essentially, our 
casework relationship with the girl is one 
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which, hopefully, allows her to function 
more realistically and with less conflict. In 
reinforcing her ego strength, we hope for 
improved functioning, even though the real 
cause of her trouble remains untouched in 
the casework relationship. 

With the girls’ parents, an additional 
complication—at least at Maple Knoll—has 
been that the families, until this episode, 
have been self-sufficient, with no agency 
contacts. Their family pride is such that 
as soon as possible they whisk the girl to an 
out-of-city maternity home, and this very 
need for secrecy militates against acceptance 
of referral to a private family or children’s 
agency in the home town. 

Initially, almost all parents seek help 
from the maternity home social worker. 
The weepy, bewildered ones; the over- 
protective ones who want everything 
worked out so that no one is harmed in any 
way; the essentially indifferent ones who 
will superficially do what the social worker 
says; the ones who say they will back up 
their daughter all the way, but immediately 
go on to say that things are going to be 
different and indicate their general attitude 
by starting to open her mail, and the like. 

Unfortunately when help is not available 
in five easy lessons, all their defenses go 
into action, and denial of any serious family 
disturbance is routine. Many parents pre- 
tend that once the girl leaves the maternity 
home, the entire experience will somehow 
be magically washed away for all of them. 

Sometimes, the actual experience with 
the maternity home case worker—in terms 
of her respect for confidentiality, her prag- 
matic, common-sense approach, and her felt 
concern for them—lowers the barriers to 
referral. 

The social worker can hope that, while 
allowing the parents to protect their de- 
fenses, she can enable them to move toward 


help. Sometimes the fact that their daugh- 
ter might get pregnant again shocks them 
into requesting referral. 

Operating on the firm belief that help 
must be appropriate, we can also emphasize 
day by day things in prevention. For ex- 
ample, in the matter of discipline we have 
been impressed with the number of times 
the “we-trust-our-daughter” attitude is prev- 
alent. The frequent unreadiness of the 
teen-ager for this, and the security-giving 
nature of limit-setting as indicative of 
parental concern, can always be pointed out 
to the parents. 

With the essentially indifferent parent, 
about all the caseworker can do is to be 
sufficiently authoritative to make mild 
superficial improvement in the girl’s situa- 
tion, 

Little success can be anticipated in such 
short-term contact with the pseudosophisti- 
cated parents, with those who wear their 
superiority to this mundane experience for 
all to see, or with the overtly hostile parents 
who blame the girl and no one else for the 
problems and disgrace she has created for 
the family. 

We believe the most successful approach 
to the prevention of illegitimacy is for the 
social worker to consider with the parents 
of the unwed mother the effect on the 
siblings. Are we alone in finding few only 
children get pregnant? In our group, 78.2 
per cent had a sister less than two years 
younger and many had younger brothers, 
too. Usually, the parents maintain the 
siblings do not know about the unwed 
mother, but this soon crumbles as they be- 
come free to discuss the situation with the 
Social worker. 

Often the help the parents are ready to 
seek is indirect. They are unwilling to 
apply for counseling on the basis of the 
unwed mother’s difficulties, but since all 
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families have problems, they may see the 
value preventively of help with the younger 
siblings. The parents sometime start on 
the periphery, joining, for instance, general 
discussion groups on problems of teen- 
agers. Frequently these are led by skilled 
family caseworkers and, after a bit, the 
parents can move directly to the agency. 

Preventively, then, the social worker in 
the maternity home can help the girl 
directly so that she does not become a re- 
peater. She can also sometimes help the 
parents so that they function better with 
this daughter. Most important, she can 
try to help the parents so that the family 
situation will be better for the younger 
siblings and thereby prevent the develop- 
ment of undesirable symptomatic behavior 
of any kind. 

However, the maternity home social 
worker has a greater obligation pre- 
ventively. She needs to be part of a com- 
munity effort. She must do anything she 
can, in co-operation with parents, church 
and other groups, to reduce the excessive 
erotic stimuli to which adolescents are 
constantly exposed. 

Further, she can lend her support to ef- 
forts to provide adequate adult supervision 
for youth activities. She can also assist the 
church and others to hold discussion groups 
with real relevancy to the day by day prob- 
lems facing the adolescent. Even more 
basically, she must help communities to 
maintain good agencies dealing with child- 
parent relationships and encourage pub- 
licity about the availability of such services. 

The maternity home social worker can 
justifiably get very discouraged as she sees 
the mounting figures and the family and 
individual tragedies they represent. She 
tends to agree with Sara Edlin when she 
says: “. . . my dominating feeling is that 
the problem of the unwed mother is the 
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most intricate and most insolvable of social 
problems.” 7 

However, it is a test of the validity of 
social work and of its vitality that we at- 
tack the difficult problem. We have some 
know-how and we should use it. From the 
very beginning of the mental health move- 
ment, the importance of sound family life 
has been recognized and effort has been 
expended toward that goal. As social 


7 Edlin, op. cit., p. 188. 
8 Young, op. cit., p. 235. 
9 Wimperis, Virginia, Unmarried Mother and Her 


Child (London: George Allen & Unwin, Ltd., 1960), 
p. 351. 
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workers in the area of illegitimacy we know 
how important this is. 

Leontine Young says, “Any hope of re- 
ducing or preventing the number of un- 
married mothers is bound up with our 
attitude toward children, all our children. 
Happy children are the best insurance 
there is against future social problems.” 8 

Virginia Wimperis reinforces this ap- 
proach to the prevention of illegitimacy 
when she writes, “One thing would help, 
slowly but surely, to reduce the rate. If 
the young experience deep love in their 
own homes, they are more likely to value 
marriage, far less likely to wander around 
seeking love wherever they can get it 
without knowing what it is,” 9 
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 Ozarin (2) has defined social recovery as 
that degree of recovery in which the former 
pital mental patient may still retain 
e psychotic residues, but at the same 
has developed sufficient awareness of 
€ need to function as a reasonably normal 
ember of society. In her view, the former 
tient may, in some ways, still be a pa- 
t, but he has improved enough to feel 
lessening of psychotic reaction and re- 
ds to social pressure to hold these 
ictions in check. 

Tn our work at Vermont State Hospital, 
ch has involved working with a large 
ber of chronic schizophrenic patients 
ring the last six years, we have reason to 
that a considerable number of patients 
om we have released from our hospital 
id who have made adequate—even dra- 
—adjustments to society have reflected 


€ know that many still hallucinate, are 
eluded, have suspicious and paranoid 


_ The handling of pathological and institutionally 
induced psychotic remnants in socially 


recovered schizophrenic patients 


ideas, undergo large amounts of anxiety, 
experience feelings of depersonalization, 
and so on. In this paper we are concerned 
with citing the ways in which patients who 
still retain psychotic residues get help in 
keeping these residues from becoming 
flamboyant symptoms, which would mean a 
return to the hospital. 


I. RETAINING CONTACT WITH 
THOSE WHO UNDERSTAND 


In our work large use is made of continuity 
of relationship between patients and other 
personnel. Many of the key rehabilitation 
people who work with patients in the hos- 
pital will continue to work with those same 
patients after they leave the hospital. The 
relationships may be, in some instances, 
somewhat less intense and involve less time 
after the patient has left, but they still 
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represent a continuity. We use rehabilita- 
tion houses for many of our patients and 
here continuity is more meaningful than it 
is for those who go directly into the com- 
munity. But in the latter case, continuity 
of relationship is not altogether lacking. 

The personnel with whom continuity of 
relationship is established are, for most 
patients, the psychiatrist, the vocational 
counselor, the group therapists and the 
attendants. In some cases, the personnel 
follow patients systematically; for ex- 
ample, psychiatrist and vocational coun- 
selor regularly visit them at rehabilitation 
houses or, in the counselor's case, in homes 
or work situations. Other personnel may 
see some patients less frequently on visits 
to rehabilitation houses. 

In the case of those who go to rehabilita- 
tion houses, it may be that virtually all 
former patients there will have known each 
other at the hospital. This forms another 
link with the past. Moreover, those former 
patients who may not have gone to rehabil- 
itation houses to live will visit these cen- 
ters in order to keep appointments with the 
psychiatrist. Thus, they will frequently 
see the fellow patients they knew well in 
the hospital. 

These links are important because, while 
still in the hospital, our patients are taught 
the meaning of social recovery and of the 
need for keeping things away from the 
public and “in the bosom of the family.” 
Thus, for example, we tell them where 
necessary: “keep those crazy ideas to your- 
self when you get out of here,” and, “it is 
all right to tell us about this but don’t tell 

people who wouldn’t understand,” or “talk 
this over with us and other patients; we 
know what it is all about and we can help.” 

Thus, former patients who may have 
effected social recoveries, but who still feel 
the pressure of conforming to the norms 
of society—coupled with disturbance at 
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psychotic symptoms which they may still 
possess—do have people with whom they 
can talk, people who understand their 
problems and, in some cases, share them. 


Il, THE ROLE OF THE 
REHABILITATION HOUSE 


The foregoing section gave some indication 
of the role of persons connected with the 
rehabilitation house as aids to the former 
patient in ventilating his troubles and in 
escaping from the constant pressures to 
conform to normalcy. Our inference there 
was that help in the rehabilitation house 
came from patient-to-patient therapy, and 
because, frequently, it is the place where 
contacts with professional personnel are 
made—particularly with psychiatrist and 
rehabilitation counselor. 

It is also true that in this setting new help 
is acquired, in addition to that associated 
with the past. The house parents are also 
trained and educated in the principles of 
social recovery and in encouraging the pa- 
tient to refrain from psychotic behavior and 
speech in public, but to talk out areas of 
stress in the house. 

But there is a way in which the house 
itself is useful to the former patient in 
meeting the pressures of social recovery. 
This is an alternative to hospitalization. 
On occasion, pressures build up with some 
former patients and the strain of meeting 
the demands of normalcy on a 24-hour 
basis becomes too great. Sometimes such 
individuals can be placed in a rehabilita- 
tion house while continuing to work in the 
community, but with opportunity given to 
“act out” or “talk out” psychotic material 
before and after work hours. 

It should not be inferred from this dis- 
cussion that former patients are coddled in 
rehabilitation houses, or that they are not 
expected to behave normally. On the other 
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“hand, the situation is homelike, and it is 
‘recognized that, not infrequently, things 
will be said and done there that could not 
be said and done outside. Once they are said 
and done, sufficient pressure may have been 
removed and confidence given that the 
house is a special place and that somebody 
understands; thus, the former patient is 
able to function more easily in “normal” 
society. This, after all, is the function of 
any home in “normal” society. 


SHORT-TERM RETURN 
‘TO THE HOSPITAL 


Occasionally former patients—particularly, 
but not always, those not in rehabilitation 
houses—will get relief from threatening 
Psychotic symptoms by being permitted to 
turn to the hospital for a weekend or 
er short period of time. The use of the 
hospital for this purpose also includes 
ormer patients whose basic trouble may be 
More that of institutional overdependency 
“homesickness.” 

Two patterns are used in the case of such 
turns. One permits the former patient to 
a guest of the hospital on the same terms 
any other visitor. Here he is assigned— 
allowed to choose—a room in one of the 
employee residences and is permitted to 
e meals with employees. 

second pattern is for the former patient 
ive on a hospital ward, generally a re- 
ilitation ward and probably one on 
ch he formerly had residence and 
erein many of his patient and attendent 
ds still reside and work. We have 
d that either type of visit back to the 
spital is comparable to using the re- 
bilitation house as an alternative to 
italization, In conclusion, we use the 
Spital briefly in order to forestall its more 

nanant use. 
far we have considered persons and 
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facilities which former patients can and do 
make use of when the pressures inherent 
in the demands of social recovery require 
outlet. We should also mention, in passing, 
the use of the hospital’s outpatient clinic, 
which probably has a similar function. 

However, there is another area we have 
not yet considered. How does the patient 
use activity, particularly his work, as 
a means of sublimating his psychosis? 
Fromm-Reichmann (1) has pointed out that 
many recovered schizophrenics establish 
normal relationships through artistic crea- 
tions and particular types of employment 
which permit potentially destructive psy- 
chotic material to be utilized in a creative 
way. 

She refers to a number of cases in her 
experience, particularly those relating to 
artistic endeavor. In our experiences we 
have few artists. On the other hand, it is 
possible to give some case examples of con- 
structive use of work situations in which 
employment represents a way of harnessing 
potentially destructive psychotic symptoms. 


CASE EXAMPLES 
Case 1 


John Donovan was hospitalized for about two 
years with paranoid schizophrenia, Before hos- 
pitalization he had held a post as an electrical 
engineer for a large firm. Upon release, he 
obtained a job as a minor technician in a general 
hospital. In many ways he was dissatisfied with 
this job, which he performed very adequately, 
but he would not consider a serious attempt to 
find employment in engineering. Eyentually he 
left his technician’s position and secured factory 
work, which was again considerably below his 
professional and university training. It seemed 
to us that although his adjustment was very good 
and his work very adequate, he was performing 
far below his abilities. 

However, upon fuller consideration of his case 
we were led to see that these “inadequate” 
jobs were, for John, ideal outlets by which he 
was able to suppress threatening factors. John 
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has two brothers, one a dentist and the other a 
business executive. Prehospital records suggested 
that his relationships with them had been very 
stormy and based on much rivalry. We were led 
to conclude that one of the factors in his break- 
down had been a fierce and negative competition 
between him and his brothers, 

Viewing the hostility and paranoid delusions 
he had experienced as being partly reflective of 
these rivalries, we were led to see John’s fine 
adaptation to jobs beneath his intellectual and 
technical ability as a defense against competition 
with his brothers—which might have emerged 
again had he actively strived for professional 
status, 

As it was, John seemed to be perfectly happy 
at a lower level and, as far as we were able to 
determine, maintained a normal and friendly 
relationship with his brothers, whom he saw 
frequently. We must view John’s “use” of his 
employment situation in a way different from 
that in which we would view a “normal” engi- 
neer who refused to work “up” to his abilities, 


Case 2 


Isaac Myers, a paranoid schizophrenic and an 
intelligent man, as demonstrated by a high 
normal 1.Q., had had a total of six hospitaliza- 
tions extending over a period of 31 years. Dur- 
ing much of this time he had voiced delusions of 
grandeur, which involved his writing many letters 
to world dignitaries, his establishment of a uni- 
versal religion, and a belief that he was aware of 
most, if not all, of the world’s knowledge. 

When Isaac was first selected for rehabilitation 
work in the hospital he talked to all staff who 
would listen about his desire to enter the field of 
world diplomacy. Specifically he wished to be a 
diplomat at the United Nations, “for the citizens 
of the world.” Occasionally his internationalism 
gave way to a “vigilante” type of patriotism. At 
other times he talked about technical and compli- 
cated “selling and traveling jobs.” 

After Isaac left the hospital it was very difficult 
for him to find employment. His long record of 
hospitalization was against him. He was well- 
known in the community and his florid and 
unpredictable behavior made people skeptical of 

hiring him. Isaac had many ups and downs; he 
lived alternately in the community and a re- 
habilitation house. His relationships with friends 
and relatives were variable and trying, as they 
still are. However, Isaac has succeeded in 
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maintaining himself on a partially self-supporting 
basis for about three years. One of the chief 
aids in this may be the use to which he has put 
his part-time work. 

Isaac has been employed in rather mundane 
and routine jobs in two libraries—one affiliated 
with a university and the other, municipal. His 
chief job in both is to place returned books back 
on the shelf. However, it appears that to Isaac 
there is much more involved in this task. Getting 
close to books on all kinds of topics is getting 
close to the world and the universe. Posting 
notices of intellectual and artistic meetings and 
concerts and seeing university professors and 
community dignitaries permits identification with 
the lofty and the elegant. 

Being this close to the university and to the 
cultural center of community life permits the 
sublimation of his ideas of grandiosity. Isaac 
is reminiscent of the airline employee who 
never flies but becomes so overidentified with 
the places he calls out over the public address 
system—or writes in on tickets—that he feels as 
though he has visited them all. In a job more 
mundane, with no opportunity to “globalize,” it 
might have been impossible for Isaac to have 
kept his delusional remnants under control. 


Case 3. 


James Mazi, a paranoid schizophrenic, repre- 
sents a case similar to John Donovan. James has 
had two hospitalizations totaling about three 
years. He is a business college graduate and 
in the past has held reasonably responsible 
bookkeeping and clerical jobs. In addition, he 
had an excellent war record, being in Pearl 
Harbor at the time of the Japanese attack. 
However, James has a brother who for some 
years held an important post in state government. 
Apparently this brother was quite different from 
James; he was gregarious, or at least able to 
carry on effectively in a position which required 
constant dealings with the public and with per- 
sons of authority, James, too, impressed us as 
an exceedingly cultivated person innately capable 
of performing, on a less grand scale, some of the 
executive type of activities undertaken by his 
brother. However, he seemed to turn his back 
on his own cultivation and charm. 

When he left the hospital he requested, and 
was given, the job of supervisor of the lawn. 
During the summer months, he, with his crew of 
patients, grooms the grass; in winter, he and his 


crew shovel snow and keep walks and driveways 
open. James himself spends most of his time 
operating machinery—the mower or the plow. 
He says little, performs faithfully, and seems 
happy. 

James, through this kind of work, is able to be 
useful but at the same time to avoid the type of 
responsibility which might throw him into com- 
petition with his brother. Perhaps, above all 
else, he is able to avoid close and constant con- 
tacts with people. His prehospital record re- 
veals that he cracked “under the pressure of 
going to school.” Yet, his initial grades—first 
at an engineering college and later at the business 
college—were excellent and were presumably 
obtained without abnormal effort. Later, how- 
ever, he “flunked out” of both institutions. (Still 
later he did graduate from the business college. 
He accomplished this between admissions to the 
hospital.) 

The record also shows instances of flare-up 
when he worked in a small firm sharing respon- 
sibility and rather intensive interaction with his 
boss and one or two other employees. We may 
infer that the solitude of his job, coupled with 
the limited responsibility and social demands 
made upon him by a patient crew, all give him 
a chance effectively to avoid areas of danger for 
him, while allowing him to do a job of esthetic 
and practical importance. 


È In these cases, and others which could be 
given, one may be impressed by the fact 
that each of these former patients is per- 
_ forming below his probable level of ability. 
_ However, this must not be adjudged a mark 
_ Of failure, but as the effective usage for 
| Productive purposes of employment situa- 
“ons. Applying the usual yardstick of 
_ Success to them really makes no particular 
Sense, 

It is equally true that some of our former 
_ Patients have attained a higher degree of 
_ Success and social status than before hos- 
Si Pitalization. It may be less true of this 
_ Second group (but this is speculation) that 
they heeded as many elements of sub- 
limation in order to suppress threatening 
Psychotic residues. 

Indeed, many of those patients who have 
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attained a higher socioeconomic status— 
and who have realized creative work poten- 
tials which lay dormant before illness—have 
been women who have become affiliated 
with general hospitals in nonprofessional 
or in limited technical capacities. Care of 
the sick has represented for many the op- 
portunity to find a new life. 

Many of our former patients who have 
benefited from filling a service role have 
truly come from low socioeconomic back- 
grounds and have often been the victims of 
cruel and psychically desperate family rela- 
tions. Moreover, if we were to consider 
former male patients as well as former 
female patients and consider not only im- 
provements in work situations but other 
social factors as well (perhaps most notably 
the improvement of marital situations or 
posthospital engagements, marriages, and 
the birth of children) we are impressed with 
the gains in dignity and status that many 
former patients have attained. 

In order to counteract to some extent the 
above case studies (which developed, in 
some detail, the dynamics by which three 
male patients curbed psychotic residues by 
working below the innate intellectual ca- 
pacity and skills which all possessed) , it is 
necessary to present data which suggest the 
socioeconomic direction our former patients 
take. Of 100 chronic schizophrenic pa- 
tients currently out of the hospital for from 
six months to five years, we find that 21 are 
above the socioeconomic level which they 
occupied before hospitalization, and 57 
have attained a level comparable to their 
prehospital status; however, 22 are below 
the socioeconomic level they knew before 
hospitalization. 

Thus, while it may be true to say that 
the criteria of success which are applied to 
normals often make no sense when applied 
to former patients, at the same time it is 
unrealistic to infer that most former pa- 
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tients fail to regain the socioeconomic status 
of their prehospital periods. 


CONCLUSIONS 


In this paper we have called attention to 
the ways in which, in our experience, for- 
mer patients who have made social recov- 
eries handle problems of psychotic residues. 
Essentially two major methods have been 
pointed out. The first involves personnel 
and facilities available to the former pa- 
tient to use as he sees fit. The second calls 
attention to the patient’s creative capacity 
to use the circumstances of life (particularly 
employment) to the service of his psychotic 
remnants, so that they may be controlled or 
minimized. 

These conclusions suggest, first, that any 
effective rehabilitation program should 
make certain that sufficient outlets are avail- 
able to the former patient. These may 
range from rehabilitation houses, outpa- 
tient clinics and psychiatric emergency 
centers, to the use of the hospital itself on a 
temporary or day or night basis. Such fa- 
cilities would provide people with whom to 
talk and these, in turn, should be people 
whom the former patient has known in the 
hospital or, if not, those who represent the 
same point of view. It goes without saying 
that the patient, before leaving the hospital, 
would be educated to the meaning of social 
recovery and the need to use the facilities 
and personnel available. 

Our observations also call attention to 
the need for realistic considerations in as- 

sisting patients to find work. Here it is 
important, as Fromm-Reichmann (1) has 
pointed out, frequently to put aside the 
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criteria of success we use in appraising th 
work effectiveness of normal persons. 
question becomes less that of measuring 
to potential ability and more that of u 
lizing work for the service of social recovery. 

To do this effectively may require 
counselors and others who assist patients 
finding jobs be aware of their hostilities, 
rivalries, and anxieties; i.e., the areas 
major threat. By doing this, the former p: 
tient may be protected from too much pri 
sure and stress. Moreover, as the process of 
social recovery becomes better establishe 
the former patient may reflect this throug 
better coping mechanisms and by acquiri 
new employment more consonant with h 
intelligence and skills. 

In conclusion, we must ever remember 
that social recovery for the patient involves 
more than “keeping his mouth shut” 
general society and “open” to his friends 
Social recovery is dynamic and requires 
delicate utilization by former patients—a 
those who work with-them—of all the fa- 
cilities available. Of prime importance i 
the patient’s inner strength, to neutralize 
effectively the tremendous pressures which 
must inevitably develop to “crack” in a 
world which has far too little sympathy fo 
those who cannot conform in all important 
regards. 
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A trial to adapt the traditional 


clinic of internal diseases for the 


contemporary treatment of neurosis 


The purpose of the internal diseases clinic 
described here is to help free man from the 
sufferings and diseases brought about by the 
rapidly changing contemporary world. 

Our environment changes very quickly. 
New living conditions are followed by new 
forms of suffering. We suffer in different 
Ways from our ancestors; i.e., from the suf- 
ferings typical of the period of the Salem 
Witches or of the period of Moliere’s III By 
Imagination, or those of the time of the 
London plague, so brilliantly described in 
the diary of Daniel Defoe, A Journal of the 
P lague Year. 

We have to realize that how we feel today 
depends, to a great degree, on the environ- 
Ments we ourselves have created. We are 
Still forming these environments, keeping 
them in tune with technical progress. 

Although technical progress marches on 
with mile-long steps, the number of suffer- 
Mgs and diseases does not diminish, as 
might be expected; rather, they multiply. 


Because technical progress has outpaced 
medical progress, notably in the develop- 
ment of hospital facilities, new diseases and 
sufferings appear, attacking more and more 
social groups. 

It is true that more and more modern 
diagnostic laboratories are being built and 
the old hospitals are being replaced, but the 
proper hospital environment—that psychi- 
cal microclimate around the patient’s bed 
—has not changed much in the last century. 

The famous London hospitals still have 
Victorian canopied beds, around which the 
sisters and Aesculpians create an atmos- 
phere so characteristic of the suffering, so- 
cial isolation and loneliness of illness. 

Also, the contemporary American clinics, 
although furnished with the finest equip- 
ment, symbolized by white varnish and 
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nickel, create no more of a proper psychical 
microclimate in the hospital than is de- 
manded by the principles of good hygiene. 

I have visited the magnificent Anderson’s 
Hospital at Baylor University in Houston, 
Texas. There the daily keeping cost per 
patient is about $100. I saw there the most 
elaborate equipment, reminding one of a 
luxurious hotel—splendid push-button beds 
which changed their position according to 
the individual wishes of the patient, dozens 
of specialists always ready to fulfill with a 
smile nearly all of the requests of their pa- 
tients. The staff moves about noiselessly, 
as if propelled by a spring called “job” or 
“business.” But even there the patient is 
lonely in his sufferings. 

This happens because the contemporary 
physician looks, first of all, for the patient’s 
somatic symptoms, those symptoms which 

can be measured and calculated on the basis 
of an EKG or a complicated biological 
analysis. 

This physician, in his search for the es- 
sence of a disease within the framework of 
his narrow specialty, often does not notice 
his patient as a total entity. He comes to 
the essence of a disease only when it is 
limited to somatic changes, 

However, he does not reach the thera- 
peutic goal because he does not notice his 
patient's psychophysical structure. He will 
not understand the mechanisms of the 
man’s sufferings, resulting as they do from 
the strains conditioned by temperament, 
inclinations and other phenomena consti- 
tuting the human nature. 

Most often such physicians do not take 
into consideration the character, inclina- 
tions, tendencies, sentiments, the ways of 

thinking and behavior of the patient, de- 
spite the fact that by so doing they could 
offer the sufferer help with his “life fail- 
ures,” the source of diseases. 

These diseases are nervousness, neurosis, 
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psychoneurosis, organic neurosis, etc. The 
names do not matter much. Often, they 
express the burdens of life in contemporary 
civilization. All of these diseases today ap- 
pear much more frequently than in the past 
because we do not manage to adapt our- 
selves quickly enough to the new conditions 
of existence. Until now the sphere of these 
frequent sufferings, which result from the 
emotions of life, has not been explored to 
any great extent. 

We know that an organic disease influ- 
ences the emotional condition, often caus- 
ing greater psychical suffering than might 
be expected from the corresponding ana- 
tomical signs, as is shown in the somato- 
psychical phenomena. On the other hand, 
the sufferings of the organs are only a re- 
sult of the somatic “impregnation” of emo- 
tional disturbances in internal organs, dem- 
onstrating themselyes as a psychosomatic 
combination. 

A general practitioner knows too little 
about diseases of this kind, despite the fact 
that they torment contemporary humanity. 
Although such diseases are not common, the 
amount of attention paid to them during 
the physician’s course of study is not suf- 
ficient. An average physician cannot deal 
properly with a patient suffering from psy- 
chosomatic combination or the disturbance 
of the higher nervous function because the 
medical schools do not put much stress on 
the problem of neurosis. 

It is even worse when a medical school 
graduate becomes a health service adminis- 
trator. His position may be analogical, 
based as it is on knowledge gained in the 
past, without any consideration paid to the 
fact that in the meantime the kinds of suf- 
ferings as well as the needs of those who 
suffer have changed. 

To such a health service comes the patient 
whose illness cannot be diagnosed within 
the framework of the traditional clinic of 
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al diseases because, although his suf- 
gs are great, the somatic symptoms of 
hi disease cannot be affirmed. What is 
his sufferings cannot be dealt with 
| within the framework of a psychiatric 
ic for they bear no symptoms of a men- 


r this, today’s most numerous group 
meless sufferers,” we wanted to create, 
the basis of the internal diseases clinic, 
uitable conditions of treatment. 

rder to cure the sufferers successfully 
ve to realize that although we are 


ledge so that we may enter the spheres 
humanism and technology. Only in the 
thesis of these two fields can we become 
thoroughly acquainted with the 
ces of diseases and thus work out scien- 
‘ways for their elimination. Since it 
comes more and more difficult for a man 
grasp the immensity of knowledge, we 
"Work as a team of specialists. 
ur idea of this synthesis is carried out 
the help of two scientific associations 
hich co-operate closely with our clinic. 
y are the Association of Mental Hy- 
which groups philosophers, psycholo- 
biologists and journalists with phy- 
, and the Biophysical Association 
membership includes technicians and 
icists as well as physicians. 
he exchange of thought between mem- 
f these two associations resulted in a 
to construct a model clinic of internal 
s, the organization of which is pre- 
here. 
aim of the clinic is to enrich the 
‘ician with the knowledge which truly 
gs in his official course of study. The 
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n the fields of diagnosis, treatment 
nd, most of all, in the prophylaxis 


adapt the clinical environment to the 


f such knowledge is felt most dis- 
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treatment of people suffering from organic 
neurosis and psychoneurosis without dis- 
turbing the present forms of treatment and 
scientific work carried out at the clinic of 
internal diseases. Y 

This has been achieved by: 

1. Organizing a team of adequately 
trained physicians (specialists in psychiatry 
acquainted with the problems of internal 
diseases); a specialist in internal diseases 
acquainted with the problem of psychiatric 
diseases; a psychologist; a specialist in psy- 
chometry; a psychologist-psychotherapist; 
and the auxiliary workers who service the 
clinic radio network, attend to the tape 
recorders, films, camera equipment, etc. 

2. Creating an atmosphere which makes 
the work of the staff easier, by rearranging 
the interior of the clinic so that it differs 
significantly from the traditional hospital. 
In this new environment the “symbols of 
suffering” which often give rise to a fear 
of a hospital bed, a doctor’s white coat, a 
syringe, etc., are reduced to a minimum. 
We have replaced these symbols with an 
atmosphere that is cozy and homey, with 
the friendly warmth necessary for mutual 
understanding and trust as well as for the 
successful treatment of the patient. 

3. Adapting the clinic for prophylactic 
action by putting into practice the theory 
that the aim of the clinic is not only treat- 
ing patients but also teaching them the “art 
of living” in order to prevent diseases. 


THE WORK OF THE 
PSYCHOSOMATIC TEAM 


The patients chosen by the management of 
the clinic (during general examination) for 
the psychosomatic examinations and treat- 
ment are, during the first stage, directed to 
our clinical psychiatrist. He determines 
the diagnosis and defines the form of treat- 
ment. At the same time he fills out a 
Clauser’s psychotherapeutic form, which we 
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have modified. This form roughly de- 
scribes the patient’s type of personality, 
etiology and method of treatment. The 
methods of treating psychosomatic and 
somatopsychical diseases are based on (a) 
psychotherapy and (b) psychopharmacology. 

Currently we are using persuasive psy- 
chotherapy, directed and undirected psy- 
chotherapy, concentrated self-relax (that is, 
autogenic training), applying it individu- 
ally or in groups. We are also using hyp- 
nosis. Depending on individual needs, these 
methods are accompanied by gymnastic 
treatment. 

This is particularly favorable ground for 
therapeutic activity by the contemporary 
internist who sees his patient as a psycho- 
somatic whole, the internist who sees the 
weaknesses of the higher nerve functions 
together with the organic neurosis and 
“masked depression.” Those who suffer 
from the symptoms often complain that 
they have pains in separate organs. Since 
these pains cannot be explained organically, 
the physician may make an error in diag- 
- nosis, for the symptoms have no somatic 
relation. The patients often suffer greatly 
despite the fact that an organic disease can- 
not be confirmed. 

He, the patient, comes more often to an 
internist than to a psychiatrist; to a great 
extent this results from a fear of being 
branded with a psychic illness. Only the 
proper behavior of an interno-psychiatric 
team can free him from his symptoms. 


1 According to H. J. Baltrusch and W. A. Greene the 
leukemias, like the tumor processes, are set free by 
the psycho-emotional stresses acting on leukemically 
stigmatized people a number of years before they 
actually feel ill. 


2 The paintings were loaned to us by Mr. Mycielski, 
a director of artistic exhibitions. Our point that 
transferring these paintings from a cellar to a 
hospital would benefit both artists and patients was 
fully appreciated by both. 
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The scientific investigations conducted in 
the psychosomatic field concern the psy- 
chological tests and anthropometric defini- 
tions of people who suffer from tumors, high 
blood pressure, cardiac disease, etc. These 
investigators also search for connections be- 
tween the somatic and psychic state of a 
patient, as expressed in numbers. 

Another area of investigation concerns 
the psychosomatic leukemias. Following 
the theories of Baltrusch and Green? we 
have undertaken investigations to find the 
somatic and psychic combinations in the 
leukemias (1, 2, 3). Using the available 
methods, we test our patients, determine 
the physiognomical characteristics and, in 
a detailed psychological interview, seek con- 
firmation of our assumptions. 


THE PSYCHICAL CLIMATE OF 
THE CLINIC 


Realizing the necessity for a proper clinical 
environment which is free from the pa 
tient’s traditional fear of the clinic, we have 
based our work first of all on the instruction 
of the clinical staff. This instruction is 
based on the belief that a kind attitude, 
understanding and tact should win the trust 
of the patient. To win that trust means 
that it is necessary to increase the authority 
of those who treat the patients, the goal 
being to obtain better and more successful 
therapeutic results. 

As pointed out earlier, the interior of 
the clinic is arranged so that it will in no 
way resemble the traditional hospital. We 
have suitably chosen wall colors, a display 
of paintings by leading Polish artists,” 
flowers, pottery, etc. Broadcasting radio 
programs which originate right in the clinic 
is another element which helps to create an 
atmosphere of peace, cordiality and friend- 
liness. 

In the 24-hour routine of clinical work, 


= 


e principles of mass psychotherapy and 
education are widely used. The object is 
induce the patients to relax, to reduce 
cially negative attitudes and to help pa- 
ents to battle, rationally, the conflicts 
‘which sometimes lead to neurotic tenden- 


Every day at 8:00 a.m. the announcer for 
he clinic radio network gives a “talk of the 
, usually in the form of a semi-hu- 
morous message, with a re-educational 
eme. Here are some examples: 
“When you want to be as healthy as a 
m, get rid of rashness and anger;” or, 
he high pressure falls down as quick 
the rashness disappears;” or “Do 
ot take a fly for a giraffe, a wolf for 
epherd, colic for paralysis and a stomach 
in for typhoid.” These messages are 
mged daily throughout the month. The 
thors are well-known Polish satirists, who 
eed to co-operate with us. 
_In order to help the patients remember 
he sayings, the announcer gives an ac- 
anying scientific commentary, in lay 
» explaining the connection between 
emotional life and the condition of 
nal organs. Curing our neurotic 
ients by means of re-education, is, there- 
, a definite form of treatment. 
very day at 2:00 p.m. the clinic prepares 
n afternoon silence period. Signal 
imps with the sign “silence” are switched 
‘Hoise-producing equipment is switched 
as are the telephones and elevators. I 
€ the patients a short talk, one of a 
on “the art of living.” Later, with 
table music as a background, a tape- 
ed session of concentrated relax 
in—in other words, autogenic training. 


nourishing sleep. 
- 5:30 p.m. further clinical functions 
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the patients watch TV or specially chosen 
films, or do whatever they wish. Activities 
are organized by a “committee of the 
room” or the starostas.? 

This committee is a kind of patient self- 
government of individual rooms. The 
starostas help the professional staff see that 
clinical regulations are observed. They also 
help in organizing the assistance rendered 
by the less ill patients and convalescents 
to those patients who suffer more and need 
special attention. However, the committee 
is concerned first and foremost with organ- 
izing the free time of patients, in order to 
distract them from their sufferings. The 
self-government system makes for new 
friendships among the patients and leads 
to mutual kindness and concern, thus con- 
stituting important elements in facilitating 
therapy and re-education. 

The clinic library is a great help, too. 
We believe that by giving the patient with 
a definite personality and conflict the cor- 
rect book, or part of a book, we will achieve 
better results in psychotherapy. We have 
set up this system of reading therapy with - 
the close co-operation of writers and psy- 
chologists. 

Nearly all that can be said about a 
human being has already been said in the 
world’s literature. We believe, however, 
that in properly directing the artistic ex- 
perience of our ill readers we will help him 
recover his psychical balance. In this way 
we connect medicine and literature, thus 
realizing the ideal of Mieczyslaw Michal- 
owicz, a distinguished Polish physician and 
humanist. 

The final aim of our didactical work is 
to provide every clinical physician with a 
knowledge of how to treat not only the 
internal diseases but also the psychosomatic 


3 Starosta, or “head of a district,” is an old Polish 
administrative function. 
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and, what is sometimes even more difficult, 
to treat the somatopsychical diseases. The 
knowledge of how to deal with an incur- 
able patient, who most often demonstrates 
somatopsychical combinations, requires 
the physician’s highest skills. 


PROPHYLACTIC ACTIVITY OF THE 
CLINIC ON A LARGE AND ON 
A SMALL SCALE 


As part of our program to prevent the 
return of psychosomatic disease we strive 
to offer our patients the necessary knowl- 
edge about the functions of the human 
system and the diseases which threaten it. 
This program originated from the assump- 
tion that the aim of a clinic not only is to 
cure but also to teach how to live so as to 
maintain health, 

The following activities are included in 
our prophylactic program: 

1. The municipal Department of Sani- 
tary Education arranges for the showing, 
in our clinic, of films which illustrate the 
influence of psychoemotional experiences 
on high blood pressure and other disorders. 
Lectures and the distribution of popular 
scientific publications conclude the film 
sessions. 

2. The prophylactic program of the 
clinic extends to the programs of the holi- 
day and health resorts, formerly at Zegie- 
stow, but centered today in the sanatorium 
of the Trade Union of Chemical Industry 
in Krynica. 

We apply some of the psychotherapeutic 
methods used in the clinic to the sana- 
torium. In addition, each patient receives 

free of charge a booklet on sanitary educa- 
tion; the content of these booklets relates 
to the patient’s illness. The patients show 
great interest and appreciation for this 
help. We feel that their appreciation for 
our assistance in increasing their knowl- 
edge about their illnesses is the best 
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proof that this is a worthwhile program, 

In addition to consultations and examina- 
tions, we also organize lectures and dis- 
cussion programs for these patients. The 
discussions provide us with valuable infor- 
mation on the formation of diseases. As a 
result of the discussions we get to know 
more about the peculiar sources of psycho- 
neurosis existing at a given work place. We 
do our best to eliminate these sources with 
the help of the trade unions and the head 
staff of the factories, 

3. The prophylactic activity extends far 
beyond the walls of the clinic. Since there 
is no doubt that the sources of neurosis 
are the psychoemotional elements freed by 
badly formed human relations, the clinic, 
together with a number of scientific and 
social associations, undertakes to effect 
changes in the patient’s environment — at 
home, at school, at work. 

Without paying much attention to an 
analysis of the economical, political, socio- 
logical and pedagogical aspects of the 
question, we are of the opinion that the 
basis for prophylaxis in every specialty is 
the ability to form mutual human relations 
in which socially negative individual and 
group attitudes are kept to an absolute 
minimum. 

No one today doubts that a successful 
prophylaxis can be realized only when the 
indifference of one man toward another is 
reduced by proper upbringing and replaced 
by an alterocentrical outlook on another 
man and the social group. There is no 
doubt that the building of an environment 
and the creating of an existence which 
would provide the human being with the 
possibilities for a full life can be realized 
only when it is based on the proper culture 
of human relationships. 

Thus, the prophylaxis of each kind of 
disease is conditioned by the proper guiding 
of the contemproary functions and eco- 
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of the civilized world. The best 
is maximum care for the human 
thus, humanism. 

contemporary clinics of internal 
should also be the centers of the 
is of humanistic, technical and 
o-biological thought. 
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DONALD R. STIEPER, PH.D. 


Three concepts related 
to group therapy 


and group therapy training 


Several years ago, Dr. Alvin Winder and 
the writer prepared a brief paper on pre- 
practicum training in group psychother- 
apy (5). Since the inception of the training 
program described in the paper, experience 
and some scattered research have inspired 
reformulations of the goals and methods 
of group therapy training. 

It is the purpose of this paper to re- 
examine the elements of training and 
practice in this field as they have come to 
be seen in more recent years and to evolve, 
if possible, a set of unifying concepts, out 
of which more meaningful elements of 
practice and training and more testable 
therapeutic hypotheses can be generated. 

Most training programs in psychotherapy 
have attempted, in some way, to compro- 
mise between two sets of needs: the first is 
the desire of the instructors to impart to 


Dr. Stieper is research director, Mental Hygiene 
Clinic, Veterans Administration Center, St. Paul, 
Minn. 
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students a general therapeutic attitude, set 
against the background of a sound theo- 
retical structure; the second is the insist- 
ence of students on concrete instruction and 
direction in specific therapeutic situations. 
The program outlined in the 1956 paper 
was an attempt to present such a compro 
mise by outlining a series of 11 relatively 
realistic therapeutic situations which could, 
at the same time, provide the springboard 
for more theoretical and more general 
discussions. 

Probably the most valuable lesson €% 
perience has taught is that this compromisé 
is an unnecessary one and that the distinc 
tion between didactic training and concrete 
situational instruction is spurious. The 
solution seems to be a re-evaluation of the 
students’ demand, not in terms of its supe 
ficial content, but in terms of the latent 
need being expressed: the plea for a set 0 
principles or a frame of reference within 
which to evaluate group behavior. | 


E 
_ Boals are frequently vague because of lack 


| A ORG external goal—and where the 
real” 


Many group therapists have sought to 
transplant the interpersonal frames of ref- 
erence of individual psychotherapy to the 
group situation, in an attempt to direct 
their thinking about group behavior. They 
have subsequently commented upon the in- 
creased difficulties encountered in so doing: 
the impingement on the therapist of a 
greater number of interpersonal cues, and 
the increased confusion about selecting the 
pertinent material to which they should 
respond. 

It seems likely that a more economical 


and enlightening baseline from which to 


work in group therapy would be in terms 
of concepts relatively unique to groups, 
concepts which account for and, indeed, 
capitalize upon the very problems noted 
above. Admitting to the manifold con- 
tributions made by individual therapeutic 


" techniques to group therapy, the coalescing 


principles of group behavior should logi- 
cally derive from the uniqueness of the 
group situation itself. 

For the purposes of this discussion, three 
Such unique qualities will be discussed, 
three which are felt to offer some explan- 
atory and operational frame of reference 
for both the neophyte and the experienced 
Stoup therapist. These are: (1) The multi- 


| Plicity of goals in therapy employing groups 


of people; (2) The increased opportunity 
and, indeed, necessity for sharing; and (8) 

he presence of group consensus phenom- 
‘na, particularly as related to control 
factors. 


“The multiplicity of goals” refers, 


_ ‘imply, to the fact that where a number of 
_ People are involved in a group project, 
_ ach will interpret the end purposes of the 


8toup a little differently. This is particu- 
arly true in group therapy, where the 


Purposes, for each individual, are 
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intricately tied up with his own need 
system. 

Assume, for a moment, that two orders 
of such goals can be identified: explicit 
goals, which are those verbalized and dis- 
cussed relatively freely in therapy among 
therapist(s) and group members; and im- 
plicit goals which, at least initially, are 
unverbalized and perhaps even uncon- 
scious. It is an accepted phenomenon in 
group therapy that the implicit individual 
goals of the members will differ markedly 
from each other and from the therapist’s; 
and that these, in turn, probably differ 
from the explicit or stated goals of the 
group as a whole. 

This phenomenon has proved to be a 
gigantic stumbling block in many group 
therapy enterprises, and has accounted, in 
part, for the fact that many groups become 
aimless, lethargic, interminable and unin- 
spiring. In some cases, it would seem as 
though the group had no purpose at all, 
but since where there is behavior (group 
attendance) there must be motive (goal), 
the group is more likely operating with 
poorly conceived goals. 

Now it is true that this problem of the 
multiplicity of goals exists also in individ- 
ual therapy, but the increase of partici- 
pating members in group therapy also in- 
creases the presence of disparate goals in 
almost geometric proportions. 

For the purpose of making more descrip- 
tive the types of phenomena being dealt 
with, the following outline should be help- 
ful, in the sense that it operationally defines 
what seems to be the most manipulable 
and measurable goals: 

1. The therapist’s explicit statement of 
the goals of the group. 

2. The explicit consensual (therapist and 
group) statement of the goals of the group. 

3. The individual members’ explicit 


` statements of the goals of the group. 
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4. The therapist's implicit (or initially 
unstated) expectations. 

5. The patients’ consensual (if present) 
implicit expectations. 

6. The patients’ individual implicit (in- 
itially unstated) expectations. 

It has seemed that this greater abun- 
dance of expectations or goals in group 
therapy has its valuable aspect in these 
three ramifications: First, the congruence 
or noncongruence of expectations (goals) 
should have some value in describing the 
status of the group dynamically at any 
point in time; and second, if the first is 
true, the expectations particularly at a 
more superficial level, should be manipu- 
lable therapeutically. And, finally, the 
phenomenon of congruence or noncongru- 
ence of goals should be measurable. This 
last point will be taken up in the final 

section of the paper. 

The following hypotheses generate from 
this set of assumptions and, as discussed 
in the final section of the paper, are poten- 
tially testable. 

Initially, goals, both explicit and im- 
plicit, will be many and disparate, but will 
decrease in number and become more 
similar as therapy progresses. 

This transformation of goals will begin 
with explicit goals and finally culminate in 
congruence of implicit goals (when they are 
verbalizable), at which point, it is assumed, 
therapy will have outrun its usefulness to 
its members. This is assumed because of the 
additional parenthetical hypothesis that, at 
one level, group therapy dynamically gen- 
erates from disparity of goals. (Contrast 
with group action where there is generally 
a single, agreed-upon goal.) 

The frequent verbalization and discus- 
sion of goals—first, explicit and, finally, 
implicit (through interpretation by the 
therapist)—represent highly valuable thera- 
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peutic techniques in that they facilitate 
group movement. 


Examples—Types of handling involving 
goals 


1. Therapist (in outpatient clinic): “Well, we 
all appear to have different reasons for coming 
to group therapy. John, here, seems to come 
only when he wants a refill of his medication; 
and Pete sees the group meeting as a place where 
he can describe his physical symptoms. Herbert 
is more interested in obtaining support from the 
group members for the ways he has acted during 
the week. 

“So all of you seem to use the group for differ- 
ent things [implicit goals], although you have all 
said, from time to time, that you wanted to find 
out more about yourselves in group therapy [ex- 
plicit goals]. Perhaps we could discuss this dis- 
parity between what we say we want and what 
we actually appear to want from group therapy.” 

2. Patient: “I used to come here out of a sense 
of obligation because I was told to come. I just 
sat and listened. Now I find the time goes faster 
if I get into the discussion, and sometimes I even 
feel a little better afterward.” 

Therapist: “In other words, the way in which 
you are using the group has changed. You have 
found a purpose for the group, for yourself, that 
you didn’t see before.” 

8. Therapist: “You all have expressed a regret 
that you were not more aggressive in certain situ- 
ations that came up in the past, and we have dis- 
cussed this at some length, Perhaps now We 
might consider how best we can use the group tO 
cope with this problem.” 

Patient: “Well, if this is something we can do 
something about—like so it won't happen again 
in the future——" 

Therapist: “You feel, then, that we might use 
the group to discuss ways we might have handled 
these situations better?” 


The “sharing aspect of group therapy” 
has been a much-publicized characteristic 
The sharing of knowledge about oneself 
and concomitant feeling experiences até 
known to have strong cathartic and suppor 
ive effects and serve also as a means ° 
welding a group together empathically and 


aulating it to further discussion and ex- 
ation. This is a phenomenon quite 
que to group therapy, and has long been 
ized as one of the great benefits of 
echnique. 

e sharing is not confined to pathology 
mptoms of pathology but to strengths 
solutions as well. Over the course of 
Py, patients are assumed to gain 
ngth from each other and from the 
rapist by identifying, eventually, with 
‘strongest parts of one another. This, 
xplained by Bach (1), derives from their 
ng abhorrence of illness and any- 
relating to illness (symptoms, etc.) 
their drive for health. The follow- 
hypotheses are presented with relation 


atients will initially (early in group 
erapy) identify with each others’ symp- 
s and pathology, but will (later in 
tapy) identify with one anothers 
igths and healthier components. 
e members of the group will, then, 
t the course of therapy, become more 
ilar and, presumably, healthier. 

‘The sharing aspect of group therapy, 
where it manifests itself, is manipulable 
can be used to advantage by the 


e increase in similarity among the 
bers and the increase in healthier in- 
ersonal reactions are measurable. (See 
ction of paper.) 


Examples: Types of handling 
involving “sharing” 


Therapist: “Well, since many of you have 
id that you feel a little as Tom feels, perhaps 
‘Might consider the different ways you have 
ed with these feelings in the past.” 

» Patient: “I don’t seem to have the same 
these other fellows do. Maybe 1 
dn’t be in this group.” 
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Therapist: “Well, you share one thing with 
them at least. You have felt, along with them, 
that you needed help in resolving your problems; 
perhaps, after a time, you will find other things 
you have in common with them.” 

3. Patient: “Many times, whether something I 
try works or not, just having done something 
gives me a good feeling.” 

Another patient: “Yeah, I’ve noticed that too. 
Maybe it’s because doing something gets your 
mind off yourself.” 

Patient: “Well, I think it’s more that doing 
something makes you feel you’re going forward, 
not just sitting still.” 

Still another patient: “Well, I've always felt 
best when I could keep myself busy.” 

Therapist: “This doing something, preferably 
about an area in which you have had difficulty 
in the past, appears to be a technique you have 
all found useful in the past.” 


The third unique concept with relation 
to group therapy is that of the appearance 
of “group consensus phenomena, particu- 
larly as related to control factors.” This is 
another characteristic of group therapy 
which is much discussed in literature and 
about which the following hypotheses may 
be stated: 

The group progresses from a state of 
general and individually varied permis- 
siveness about what may be done in the 
group to a state of fairly well crystallized 
prohibitions (and expectations). (For ex- 
ample, a silent member is less tolerated 
later in therapy than earlier; an acting- 
out patient or a discussion monopolist is 
less tolerated later in therapy than earlier.) 

As an aspect of the above, pathology is 
less tolerated in the group as time goes on. 

Group control phenomena are not so 
easily manipulated by the therapist but can 
be readily reinforced by him. 

The increased power, over the course of 
therapy, of the group consensus is an aspect 
of the patients’ drive for health and is a 
measurable phenomenon. 
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Examples: Types of handling involving 
“group consensus material” 


1. Patient: “Jack, you haven't said a word for 
the past two sessions. Aren’t you interested in 
these discussions?” 

Other patient: “Sure, I’m interested. I'd rather 
just listen though.” 

Therapist: “What do you have in mind, Tom?” 

Patient: “Well, it just seems to me that we’ve 
all been pouring ourselves out here, and Jack 
just sits and listens, We'd all rather just sit 
and listen.” 

Therapist: “You feel everyone should feel 
some obligation to participate in this way?” 

Patient: “If we're ever gonna get anywhere.” 


(This reinforcement of Tom’s aggres- 
sion against a nonparticipant generally re- 
inforces such tendencies in other group 
members; hopefully, by encouraging freer 
expression of resentment, these “rules” will 
begin to coalesce into some “group stand- 
ards of behavior” which will have powerful 
therapeutic potential later in therapy. The 
other side of this coin, however, is the dan- 
ger of the group’s isolating or “destroying” 
a noncomformist, in which case the han- 
dling by the therapist becomes quite differ- 
ent.) 


2. Patient one: “Well, I think the country has 
it in for veterans, They want to keep us held 
down.” 

Patient two: “What makes you think so?” 

Patient one: “That's just the way it is, I haven’t 
been able to work since World War II, and it’s 
because they won’t let me work.” 

Patient two: “Maybe it's because you don’t 
want to work.” 

Patient three: “I think I got a real break after 
the war, With the GI bill, I was able to get a 
Joan for my house.” 

Patient four: “I got five extra points on my 
Civil Service exam because I was a veteran. I 
think vets get more breaks than the average guy.” 


(This illustrates one of the more im- 
portant results of group concensus phe- 
nomena—the attacking of a perceptual dis- 
tortion, which would be impossible to 
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handle this way in individual therapy. 
The most therapeutic move the therapist 
could make at this point would seem to be 
to stay out of the discussion.) 

A few years ago, the training program in 
group therapy sponsored by the Clinical 
Psychology Department of a VA neuropsy- 
chiatric hospital, employed a technique 
which, while not original, was highly grati- ` 
fying to both students and staff. The 
formal seminar was composed of two parts, 
one being a weekly, one-hour, free discus- 
sion period during which the students were 
members and two staff members were “‘ther- 
apists” of an active group. A different (si- 
lent) observer sat in on each session. A sec- 
ond one-hour session comprised an analysis 
of the previous free discussion hour; it was 
led by the observer, who was prepared to 
analyze, with emphasis on a particular 
aspect of process (interpretation, rallying 
topics, the role of the therapist, etc.). 

Thus, the students were given the oppor- 
tunity to participate in a group and then, 
insofar as was possible, to observe them- 
selves and their peers in a somewhat 
detached manner. This permitted them 
to be very close, indeed, to the phenomena 
they were studying and to “learn about” 
group dynamics from a front-row seat. 

A revision of this program, in the light ` 
of the foregoing discussion, might take this | 
form, however: 

1. The one-hour free discussion and one- 
hour analytic period would be retained. 

2. The students would be made 
thoroughly familiar with the three concepts 
(and their resultant hypotheses) as listed 
above. | 

3. Each session would continue to havea | 
skilled observer, silent during the first | 
hour and active as discussion leader during 
the second. 

4. Each observer would be prepared to | 
speak on a particular subject (interpreta i 


, role of therapist, etc.), but with partic- 
attention to how these operate with 
tion to the three concepts outlined 
That is, “interpretation” would 
with sharing experiences among the 
mbers, and reinforcing efforts of the 
p as a whole to establish group norms 
social expectations. (An exception to 
latter role would be where the therapist 
d need to intercede to protect the 
kest member from the wrath of a 
ive group.) The number of various 
ics brought in by individual therapists 
ld be infinite in variety and number, 
it would need to be exemplified by re- 
ated reference to the three sustaining 
pts discussed previously. 
has been stated previously that the 
otheses involving the three concepts 
eminently measurable. A rudimen- 
research program using a group of 
hology trainees in a training program 
ilizing the free-discussion-analytic ses- 
format (but not the emphasis on the 
three orienting concepts) was introduced 
l the above-mentioned training program. 
‘At three points in their group experience, 
were asked to fill out adjective check 
(2), describing how a consensus of three 
group members would describe them, 
to fill out three additional check lists 
ibing, individually, three other group 
bers (not the three describing them). 
he results of this research will not be 
ed in detail here since the project 
considered to be a very elementary 
t study. But certain trends suggested 
emselves in the available data. After 
= six-month course, the students tended 
cribe themselves more as the “group” 
ibed them, and, in turn, tended to 
be three other members more like 
selves, 
üe group also became more homo- 


= in terms of their social perception 
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(measured by how similar their ratings of 
other members were to ratings of these 
people by other members of the group) 
and their self-perception (measured by how 
their description of how the “group” will 
see them coincides with how the “group” 
actually sees them). The less perceptive 
members of the group tended to pull them- 
selves up to the level of the more percep- 
tive members, while the latter remained 
relatively stable. 

Control data is very inadequate, but what 
is available suggests that a similar group of 
students, not in the therapy training pro- 
gram, but with equal opportunity to ac- 
quaint themselves with one another, did 
not become as similar nor as equally skilled 
perceptively. 

The purpose of presenting these findings 
is not to suggest that validation of two of 
the hypotheses is available, but rather to 
suggest that the hypotheses are testable. 
It would appear that there are more ade- 
quate measuring devices available than ad- 
jective check lists, however. A lengthy 
series of statements about interpersonal 
attitudes might be more appropriate for 
therapy groups than adjective check lists. 
Also, one would hypothetically expect a 
post-therapy group to be more similar than 
dissimilar regarding expectations and pro- 
hibitions necessary within the group itself. 

(For example, “I think a person should 
be allowed to talk as long as he wants 
during the therapy hours.” Or, “I think a 
person should be permitted to talk about 
any subject he desires during the therapy 
hour.”) 

Numbers of these items could be con- 
ceived, dealing with fairly concrete situa- 
tions within the group experience itself. 
Numerous available techniques (self-rating 
and otherwise) would provide efficient 
measuring devices for assessing changes in 
expected directions over the course of 
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group therapy: Allport-Vernon Scale of 
Values, Minnesota Multiphasic Personality 
Inventory, Edwards, etc. Matched control 
data would also need to be available. 
In dealing with changes in group and 
individual goals, several difficulties arise. 
One can readily obtain information about 
explicit goals, but information about im- 
plicit goals must be obtained indirectly. 
It is likely that, from time to time, group 
members (and therapists) have many dif- 
ferent and changing expectations and short- 
term goals with relation to the therapy, 
goals which alter with circumstances and 
the passing of time. However, it seems 
possible that general, basic, unverbalized 
attitudes and tendencies to respond, per- 
sisting over a period of time, would be 
useful to assess and would be indirectly 
available through attitude scales and 
patients’ reactions to group activities in 
general. 

A very general way of tapping implicit 
expectations might be through regular 
construction of sociogrammatic charts 
which describe where the group member 
puts himself (and is put by the group) in 
relation to his contributions to (and ex- 
_ pectations from) the group. 

The member who explicitly describes the 
group as a place to bring one’s problems 
and learn about oneself, but who is de- 
scribed sociogrammatically as an isolate, 
would certainly be dealing with disparate 
goals which, hypothetically, is to be ex- 
pected at the beginning of therapy. Over 
the course of group therapy, however, it 
could be hypothesized that these two 
estimates of goals would more nearly ap- 
proximate one another—the sociogram (to 
test an additional hypothesis about identi- 
fications with the healthy aspects of groups) 
pulling up to more nearly approximate the 
explicit goals. 

This paper has sought to amplify the 
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proposition that the very things which seem 
to make group therapy clumsy and inept 
when viewed from traditional, interpersonal 
frames of reference may be the source of 
functional concepts from which can grow 
a unifying theory of group therapy 
dynamics. 

The main advantages to this approach 
lie, not in its originality certainly, but in 
the fact that it accounts for and, to some 
extent, capitalizes upon the major sources 
of confusion and difficulty in group therapy 
practice and training and more readily 
makes the group process amenable to 
Measurement. It seems likely that the 
three concepts described can, at the outset, 
be defined operationally so that they be- 
come innately measurable with techniques 
we either have at hand or can readily manu- 
facture. 
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t first glance it seems rather trite to at- 
tempt to build a discussion on the subject 
Mf the child guidance clinic in the commu- 
Such clinics, from their very begin- 
ing have been in the community, part of 
, serving it. Support, in ome way or 
other, has primarily come from the com- 
munity. 

The clinic is one of a number of commu- 
ity agencies. Its particular job is to treat 
sturbed children and their parents, who 
€ referred by a variety of other people 
d agencies in the community. In treating 
i many of these children as it can, the clinic 
fulfilling its function in the community. 
/hat could be plainer or simpler? 

Of course, as a necessary part of the treat- 
ent plan, it is important to involve 
“schools, other agencies, referring physicians, 
in various contacts with the clinic. In 
Way, one maintains good community 
ations, which everyone agrees is essential 
i the well-being and growth of the clinic 


The child guidance 
clinic in the community 


in some vague sort of salutary way, much as 
fresh air and enough sleep are good for 
people. Also, clinic staff are expected to 
give little talks on mental hygiene to vari- 
ous PTA and other groups from time to 
time to help maintain a good feeling about 
the clinic. And this is about the extent 
of it. 

The trouble really is that this is far from 
the extent of it. Any clinic which sees itself 
solely in the terms outlined above is suf- 
fering from egocentric astigmatism, a con- 
dition which can be and has been fatal. It 
results from an inversion of the basic ques- 
tion: “How can the clinic best serve the 
community?” Unfortunately, the question, 
as too often raised by the clinic, is: “How 


Dr. Smolen is medical director, the Child Guidance 
Clinic of Greater Bridgeport, Inc., Bridgeport, Conn. 
This paper was adapted from an address presented 
at the 39th Annual Meeting of the Hartley-Salmon 
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can the community best serve the clinic?” 
How can the clinic best serve the com- 
munity? This, indeed, is the $64,000 ques- 
tion, I would like to try to answer this 
question, but in typical psychiatric fashion, 
I am going to respond to a question with 
another question—or rather with three 
separate questions. In finding the answers 
to these, we shall be able to point the way 
toward the answer to the major question. 
The three questions we are going to explore 
are: 
1, Why were clinics started in the first 
place? 
2. What does a community really expect 
of a clinic? 
3. What changes are taking place in re- 
lated areas which will affect the role 
and function of the clinic? 


Why were clinics established in the first 
place? Let us very briefly review a bit of 
history. In 1921, the National Committee 
for Mental Hygiene (now the National As- 
sociation for Mental Health) obtained a 
five-year grant from the Commonwealth 
Fund to establish a Division on the Pre- 
vention of Delinquency. In order to im- 
plement its function this Division, in turn, 
established a Demonstration Clinic Project 
which marked the beginnings of the mod- 
ern child guidance clinic movement. So, 
from the very moment of birth, clinics had 
a clear-cut goal—to prevent delinquency. 

From the very beginning, the objectives 
of these demonstration clinics were both 
broad and comprehensive. Let us look at 
the actual charge to these clinics. 

“I. The demonstration of methods of study 
and treatment of behavior problems. This in- 
volves: a) the actual study and treatment of cases 
by the clinic alone or by the clinic in co-operation 
with other agencies, and b) the demonstration of 


1See Pratt, George K., “Twenty Years of the Na- 
tional Committee for Mental Hygiene,” Mental Hy- 
giene, 14(April, 1930), 399-428. 


498 


methods and technique to trained workers from 
other fields who are accepted for actual work in 
the clinic for varying periods of time. 

“II. Educational work in the community in 
the fields of mental hygiene and in the applica- 
tion of psychiatric methods to problems of be- 
havior. 

“This involves: a) for the community in gen- 
eral, lectures and publicity regarding the activi- 
ties of the clinic, its point of view, etc., designed 
to arouse interest and secure community backing 
and co-operation; b) for social workers in various 
fields, lectures and case discussions in psychiatry, 
psychology, and the factors involved in the pro- 
duction of disturbing behavior; c) for parents, 
lectures on the parental factors in the production 
of disturbing behavior; d) for schoolteachers, di- 
rect contacts and lectures on the school factors in 
behavior problems; e) for the medical profession, 
direct contacts, attendance at staff meetings and 
reports to societies regarding the medical prob- 
lems involved; f) for students in colleges and 
professional schools, courses in psychiatry, ab- 
normal psychology, and psychiatric social work. 

“II. Analysis and development of methods of 
study and treatment of behavior problems; in 
other words, research into causes and treat- 
ment.” 1 


Today, some 40 years later, and taking 
into account specific details about which we 
may have become more sophisticated—such 
as training—how many clinics can legiti- 
mately state that they are fulfilling all of 
the functions originally set forth as part 
and parcel of the responsibility of the child 
guidance clinic? 

So we see that, historically, clinics were 
established to help prevent delinquency; 
and they were to do this by direct treatment, 
by lay and professional education, by help- 
ing various other people involved with chil- 
dren function better in their own jobs, by 
actually training additional personnel, by 
involving themselves in the problem areas 
of the community, and by doing research 
into causes and treatment. 

Having answered the first question as to 
why clinics were established, let us examine 
the second: What does a community really 


of a child guidance clinic? Here, of 
se, we are on less certain ground since 
unities vary a great deal in sophistica- 
nd in services. But we do have some 
tion which is helpful. This comes 
arily from the study done by the Sub- 
ittee on Mental Health of the Con- 
icut White House Conference Commit- 
of 1960. A broad-based questionnaire 
y and some intensive workshops 
d specific problems and problem areas 
d similar kinds of general conclu- 


These conclusions can be roughly di- 
into three areas. First and foremost, 
irse, there was universal concern with 
imitations on the amount of direct 
ent service available. 


cout leaders, and many others indi- 
their feeling that their programs and 
relationships with the youngsters have 
finite impact on the mental health of 
children they work with. Furthermore, 
e Way or another, very many of them 
e looking for help, guidance, direction, 
tation—call it what you will—and 
5 help they were looking hopefully 
child guidance clinic. 
he third area again came from many 
ent sources; prenatal clinics, public 
ng authorities, welfare and juvenile 
workers, educators, and many others 
d a growing concern about the pub- 
health and epidemiological aspects of 
ital ill health. They were asking for 
of early detection, rapid treat- 
better protective services, and real 
ive programs. Again, these groups 
looking to the child guidance clinic 
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for assistance and leadership in these areas 
of community concern. 

So the answer to the second question, 
“What does a community really expect from 
a child guidance clinic?” is very much like 
the answer to the first question: “Why were 
clinics started?” Both historically, and in 
terms of clearly expressed current commu- 
nity wishes, child guidance clinics are re- 
sponsible for three major functions: treat- 
ment; education (including both lay and 
professional, consultation, and training); 
and prevention (which includes research, 
public health, and involvement in all as- 
pects of community problems which ad- 
versely affect the mental health of children 
and their parents). 

It is all too true that, in the course of 
their development, clinics have concen- 
trated more and more on the treatment 
aspect of their function and ignored or 
merely paid lip service to the other func 
tions. For many reasons which need not 
concern us here but which are involved 
with the training and orientation of the 
professionals, the glamorizing of psychi- 
atry and psychoanalysis and other such fac- 
tors, treatment of the child patient and his 
parents has become the major commodity 
which the clinic offers the community and 
which many communities have bought and 
are buying. And these things they will 
continue to buy until, in one way or 
another, they realize that they are not get- 
ting what they want when they buy only 
this and nothing more from the clinic— 
particularly if the clinic is primarily in- 
volved in treating those children about 
whom the community is not really con- 
cerned. 

If many clinics have concentrated their 
efforts almost exclusively on treatment of 
the individual case, they will not long be 
able to do so. For, in addressing ourselves 
to the last of the three questions we posed 
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earlier—‘“What changes are taking place in 
related areas which will affect the role and 
function of the clinic?”—we will soon see 
that too much is going on which is inti- 
mately involved with the treatment func- 
tion itself to leave any clinic unaffected. 

Whether we like it or not, child guidance 

clinics are being driven in the direction of 
an even broader concept of role and func- 
tion than that outlined by the Division on 
Prevention of Delinquency of the National 
Committee for Mental Hygiene in 1921. 
First and foremost among the forces in- 
volved. is the undoubted influence of the 
Final Report of the Joint Commission on 
Mental Illness and Health in defining the 
trend toward a whole host of community- 
based and community-focused psychiatric 
services of all kinds. 

Day and night hospitals, halfway houses, 
residential treatment units, group-living ar- 
rangements, community-based acute treat- 
ment centers, expanded psychiatric services 
in general hospitals will all be in the pic- 
ture. The child guidance clinic cannot iso- 
late itself from these. On the contrary, in 
order to safeguard the place of specialized 
community, based psychiatric services to 
children, paralleling and complementing 
the above, the clinic must set itself squarely 
in the center of these developments and 
participate actively in the leadership role. 

In the field of welfare we are in the be- 
ginning stages of reappraisal of the entire 
problem of the economically and socially 
deprived, as well as the reorientation of the 

entire program toward an active concept of 
psychosocial rehabilitation. In this de- 
velopment the child guidance clinic has a 
vested interest despite the fact that the usual 
mode of functioning of the clinic is not only 
inadequate but is also highly inappropriate 
for dealing with the problems of the many 
children involved. Once again, in this area, 
the clinic must be prepared to leave its 
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well-defended fortress of traditional func- 
tion and meet the problem in the field. 
The game must be played with new ground 
rules and with new tools and techniques, 

Further, the clinic must actively concern 
itself with what happens to these children 


in foster homes, in institutional placement, 


in civic redevelopment, in settlement house 
programs, in school, and in the courts. And 
this, not just for the pitifully few directly 
involved with the clinic, but for all these 
children. 

In the field of education there is the 
problem of the rapidly expanding area of 
special services and special education. 
The clinic must take an active role in 
teacher preparation for this field. It must 
also be prepared to work closely with the 
schools, again not just in connection with 


those few children in active treatment. | 


Primarily the work must. be in terms of 
helping the school develop these services 
by providing sufficient time to them for con- 
sultation and discussion, for there are many 
questions and problems inherent in estab- 
lishing such special programs. It is mani- 
festly impossible for the clinic to treat 
every disturbed child in school. It is not 
impossible for the clinic to be available to 
help the school establish programs for dis- 
turbed children within the educational 
framework in a way which will be helpful 
to a great many of them. 

In addition to the above forces, there are 
quite a few others actively involved in 
shaping the future of the child guidance 
clinic. Let us look at them briefly to de- 
velop our perspective and point of view still 
further. A separate committee on delin- 
quency has been established and is func 
tioning in the U. S. Department of Health, 
Education and Welfare. This committee 
has large amounts of money at its disposal. 
There seem to be very few requests for spè- 
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cial project funds coming to this committee ' 


| child guidance clinics. Certainly they 
d be in the forefront in attempting to 
e methods and techniques for dealing 
this problem. In the absence of defi- 
interest by the child guidance clinics, 
groups and agencies are assuming 
rship and determining direction. 
other area for consideration is that of 
uvenile narcotic addict. There is a pos- 
y of a White House Conference on the 
lem of narcotic addiction in the near 
e. Are child guidance clinics to be 


oth ers? Most clinics will not even con- 
“seeing a known addict, even if only 


the field of mental retardation, a 
dential fact-finding commission is al- 
y at work. In child psychiatry we are 
hearing more and more about the suc- 
ul treatment of emotional conflicts in 
ded children. Once again, clinics must 
wvailable for appropriate action, or else 
will reinforce the artificial separation 
dy existing in many places between 
ics and programs for mental retardation. 
in the fields of pediatrics and of child 
psychiatry, we are hearing more and more 
it two types of youngsters traditionally 
ded from other than diagnostic serv- 
child guidance clinics. I am refer- 
brain-damaged and mentally ill 
ren. Certainly the child guidance 
cannot legitimately avoid its responsi- 
for participating in the planning and 
lopment of appropriate community re- 
for these children, whether under 
tual auspices of the clinic or not. 
ce we have been ranging rather widely 
uing the answer to our third ques- 
et us briefly review. Thus far we have 
ed on actual or imminently potential 
in community-based psychiatric 
€s, in educational programming for 
bed children, and in changing phi- 
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losophy of welfare administration as they 
involve a need for active participation by 
the clinic. 

We have looked at growing nationwide 
concern, awareness of needs, and demands 
for programming and services for delin- 
quents, juvenile narcotic addicts, mental 
retardates, brain-damaged children and 
mentally ill children. And these by no 
means exhaust the list of changes in mo- 
tion which will, in one way or another, af- 
fect child guidance clinics. I need only 
mention the entire area of rehabilitation of 
the physically handicapped child as an 
example of this latter point, particularly in 
view of Congressional interest in this group. 

These developments cannot be ignored 
and must be dealt with. In order to deal 
adequately with them it is necessary for the 
child guidance clinic to see itself and its 
role very differently. Whether we like it or 
not, the community has and will continue 
to place us in the position of having to as- 
sume some leadership and responsibility 
for dealing with developments such as those 
outlined above. Failure to do so, it seems 
to me, is equivalent to abrogating our re- 
sponsibility not only to the community but 
also to the many, many children involved 
in all these areas. $ 

I realize full well that most clinics are’ 
troubled with small staff, the problems of 
filling vacant positions, difficulties in get- 
ting enough operating funds, many de- 
mands for services, long waiting lists, etc. 
We must recognize that there is not a single 
clinic in the country which is free of all of 
these problems. These problems are uni- 
versal and are really not related to size of 
staff or budget. Perhaps the time has come 
for us to face the fact realistically that there 
never will be enough staff and enough 
money to treat everybody who needs treat- 
ment, not to mention everybody who wants 
treatment. 
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If this is true, then we must ask our- 
selves if we are perpetuating a fiction by 
maintaining that treatment of the indi- 
vidual cases is our primary function. Cer- 
tainly, the community has the right to know 
that it is supporting a drop in the bucket 
and no matter how big the drop gets to be, 
the bucket grows proportionately. 

Does this mean that the clinic should not 
bother treating disturbed children? That it 
should devote all its time to a variety of 
conferences, committees, consultations, and 
other community activities? I believe a 
very good case can be made for this—and 
perhaps someday we will have such com- 
munity-supported services, but they will not 
really be clinics. Actually, at present we 
are not prepared to do justice to this kind 
of approach. We do not have the orienta- 
tion, the training, or even the fundamental, 
well-established information on which to 
base such a program. 

Rather, what is implied in the fact that 
there can never realistically be enough 
treatment time are two other conclusions: 
First, that treatment alone can never be the 
answer and that other solutions must be 
sought and found. In this search the 
clinic must assume its responsibility for di- 
rection and leadership. Second, that the 
entire treatment program of the clinic must 
be realistic, pragmatic, and geared to the 
needs of the community. Implicit in this 
is the need for flexibility, conservation of 
resources and of energy, willingness to deal 
with reality, and avoidance of a clinic- 
centered point of view. 

One could easily cite numerous studies 
detailing revised administrative procedures, 
use of group approaches, changing concepts 
of the roles of the three disciplines, short- 
term and limited goal treatment approaches, 
follow-up studies demonstrating differences 
or lack of differences between treated and 
untreated cases, family-centered approaches, 
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to the question of how best to use sca 
clinic time for treatment purposes. M 
are legitimate and have demonstrated 1 
fulness for one group or another. Many 
them could profitably be adapted to off 
clinics with resultant savings of time @ 
greater efficiency. 
However, such searching and self: 
really is a basic responsibility of any org 
ization seeking to provide a return to 
investors, whether it be a service org: r 
tion or a business organization. This 
of critical self-evaluation and experimi 
tion must be an integral part of all 
programs. But regardless of how suc 
fully this is done, the answer to the € 
munity’s needs is not and never will be 
making more of the same available, eitl 
through expansion or economy. 
Certainly a major portion of the i 
clinic program must be its treatment 
gram. But this treatment program mi 
be established in direct relation to the of 
functions of the clinic as well as to the 
community needs. This means that 
clinic will often choose the difficult pa 
the difficult case with limited goals 
the smoothly paved road of the good 
ment case. It means that the clinic w: 
tempt to use each treatment case as a t 
ing and demonstration project for” 
source of referral. It means that it a 
its treatment Progtany HD point up a K 


concept of the larger perspective fron 
treatment program of the clinic to the 
program of the clinic. The problem ot 
difficult case with limited goals in tré 
ment is also the problem of commut 


_ organization to provide a total range of 
needed services in a meaningful way to all 
the potential difficult cases with limited 
goals. It is a problem of education, of rec- 
reation, of living conditions, of discrimina- 
tion in housing and employment. The 
clinic’s role, then, is to become an active 
participant in those groups involved with 
all aspects of the problem at the level of 
community organization. 

The use of a treatment case for educa- 
tional and demonstration purposes to the 
source of referral can become extended to 
a discussion of the problems of develop- 
ment, geared to the special needs and inter- 
ests of all actual or potential sources of re- 
ferral. The goal would be to help them do 
a better job in their own area, whether 
they be pediatricians or probation officers. 

The treatment of a youngster who needs 
a special program which is lacking in the 
community can lead, by extension, to the 
development of that special program to 
better meet the needs of all such youngsters 
in the community. 

In this way we see that involvement in 

, community organization, in developing new 
Programs to fill gaps in services, in partici- 
pating in the development of other agencies 
and services to strengthen the total commu- 
nity resources must flow from the core treat- 
ment program of the clinic. Limiting clinic 
function to specific treatment and individ- 
ual case-related activities, in our opinion, is 
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tantamount to the failure to recognize the 
fact that perhaps the most significant role 
of the clinic lies, not in treating the few, 
but in extending from the treatment of the 
few to affecting the lives of many via its 
legitimate and sought for leadership in 
areas of education, training, community 
organization, research, and prevention. 

However, this can be done only with real 
conviction as to its worth, with active in- 
volvement in and with all areas of the com- 
munity, and with a willingness to stand up 
and be counted, to take a stand and stick to 
it. The clinic must accept the fact—and be 
prepared to defend it—that this kind of 
commitment to a total community role will, 
of necessity, mean fewer cases in treatment, 
less impressive statistics and, at times, con- 
siderable investment in a calculated risk 
that may not pay off. However, the alterna- 
tive can only lead to insularity, frustration, 
loss of community contact and support, and 
failure to fulfill its mission in the commu- 
nity—a situation facing all too many clinics 
today. 

In conclusion we cannot close our eyes 
and ears to the clear historical mandate and 
the expressed community desire for a broad- 
based clinic program. Further, we must 
prepare for the many changes in process 
which promise to extend greatly the poten- 
tial of the clinic and its role in the commu- 
nity. We can no longer isolate ourselves 
from the past, the present, and the future. 
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In defense of their families 


Those engaged in the rehabilitation of the 
mental hospital patient are becoming in- 
creasingly interested in the patient’s rela- 
tionship to his family and community (1, 
DPS IO) 

The success or the failure of the chronic 
schizophrenic patient's rehabilitation and 
discharge has been found dependent upon 
his relationship to his family (2). When his 
family neglects or abandons him, the 
patient has additional problems to face 
and questions to answer. He has received 
little or no encouragement and support; 
therefore, he has no reason to expect any 
in the future. He must either realistically 
face their abandonment of him and accept 


Dr. Shimota is clinical psychologist, Mental Health 
Research Institute, Fort Steilacoom, Wash. Miss 
Paulson, a former student at the Mental Health 
Research Institute, under the Western Interstate 
Commission for Higher Education work-study 
program, is at the novitiate of the Sisters of Char- 
ity of Providence, Issaquah, Wash. 
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the resulting loss of self-esteem, or he must 
deny or rationalize it to himself and to 
others. 

When they questioned unvisited psychi- 
atric patients about their desire to be 
visited by relatives, Groth, Gordon and 
Dietrich (3) found 55.7 per cent interested 
in visits from relatives, 25.8 per cent indif- 
ferent, and 19.0 per cent undesirous of their 
visiting. (Only those patients making a 
classifiable response are included in these 
figures.) The authors comment: “There 
was the distinct possibility that the indif- 
ference of some patients was a mask being 
used to hide their feelings of rejection.” 

In the above study the patients were 
also asked why their relatives failed to visit 
them. Of those interviewed, 45 per cent 
gave either inappropriate or unrecognizable 
answers. The responses of the remaining 
patients were classified as follows: “don’t 
know,” 23.6 per cent; “too busy, don’t care,” 
30.9 per cent; inadequate finances, 20.0 per 


cent; illness, 16.4 per cent; distance 7.3 per 
mt; fear of patient, 1.9 per cent. Thus, 


acceptable explanation of their families’ 
disregard for chronically ill relatives. But 
their answers, the defense of their families, 
may well be a defense of themselves, for 
their answers provide them a protection 
_ from shame and embarrassment. 
_ If the findings by Groth and his associates 
= can be replicated in another setting, we 
may be able to delve further into attitudes 
related to chronicity. It may be that the 
Schizophrenic patient who comes to defend 
himself and/or his family by excuses is 
also the patient who, consciously or uncon- 
ously, excuses his own illness and his 
wn failure to compete adequately in the 
world outside the hospital. By excusing his 
illness, the patient no longer needs to 
assume responsibility for changing his be- 
havior. His chronic adjustment to the 
Ospital is insured and isolated from any 
© feelings of guilt. However, the link be- 
z tween chronicity and excusing the individ- 
“ual’s own behavior and that of his family 
n be hypothesized and tested only after 
the Groth findings are replicated. 
© This study was designed to investigate 
the attitudes of chronic schizophrenics 
about their families (who have neglected 
em) and to evaluate these attitudes in 
terms of their relationship to the families’ 
_ behavior. 


he patient population of 100 males and 
0 females was selected randomly from 
3 patients diagnosed as schizophrenic, 
Admitted to Western State Hospital five 
‘ars prior to the onset of the study, and 
; mtinuously hospitalized there during the 
_ Preceding three years. Selected for inter- 
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view were those 90 patients who had no 
more than one visit from relatives .or 
friends in the 314 years prior to the study. 
On the average, the 48 males were 60.4 
years of age (SD—9.8) and had been hos- 
pitalized since sometime in 1934 (SD= 
9.95). The 42 females were, on the 
average, 62.2 years old (SD=11.9) and 
hospitalized since 1932 (SD=9.65). These 
differences were not significant. Marital 
status, however, differed significantly be- 
tween the groups: 77.1 per cent of the 
males and 26.2 per cent of the females had 
never married (y*=21.11; df=2, p<.001). 
As required by law, all of the patients were 
residents of the state of Washington. 

Each of these patients was interviewed on 
the ward by the junior investigator, a col- 
lege student with no previous hospital ex- 
perience. After a brief period of rapport- 
building chatter, the following questions 
were asked of each patient: 


m 


. What relatives do you have who are still living? 


2. Where does .......... (Or, YOUEN E ) 
live? 

8. Does your... sisis come to see you? 

4. When was the last time .......... came? 

5. How often does .......... usually come to 
visit? 

6. Why is this? 


Questions 2 through 6 were asked about 
each relative or friend mentioned in re- 
sponse to the first question. 

After the completion of all interviews, 
responses to Question 6 were classified. 
(Responses for each living friend or relative 
mentioned by the patient were considered 
as separate responses.) The responses were 
classified as follows: (1) Verified explana- 
tion; (2) Nonprotective interpretation; (3) 
Protective explanation; (4) “Don’t know;” 
(5) Unrecognizable or no response; and (6) 
Undclassifiable, containing elements of both 
2 and 3. 

Classified as realistic explanations were 
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those verifiable descriptions of reality 
problems. Too great a distance was con- 
sidered realistic if the relative lived over 
500 miles from the hospital. Illness, old 
age and extreme youth were considered 
realistic if they could be verified by infor- 
mation available in the patient’s clinical 
record, 

In those instances where the patient in- 
terpreted the relatives’ failure to visit as 
evidence of their indifference or hostility, 
the response was classified as nonprotective. 
All the patients giving nonprotective re- 
sponses had an earlier history of paranoid 
behavior. 

Any attempt to explain away or to ex- 
cuse the relatives’ failure to visit was classi- 
fied as protective, unless its accuracy could 
be verified. “‘Too busy” was automatically 
considered protective, since it appeared 
highly improbable that all of a patient's 
family and friends were “too busy” contin- 
uously for 342 years. 

Incoherent responses, those in a foreign 
language, and those having no apparent 
connection with the question were included 
in the no response category; also included 
here were mute or catatonic patients. 


RESULTS AND DISCUSSION 


Although the interviewer (Miss Paulson) 
lacked any prior contact with patients and 
had only a minimal amount of training 
(an hour’s observation of interview tech- 
niques), she obtained scorable responses 


1 Her success was somewhat more noticeable with 
the male subjects (83.3 per cent vs. 73.8 per cent) 
than with females. Youth and beauty were, no 
doubt, relevant variables, but equally important 
were her adaptability and her lack of awareness of 
the appropriate role behavior. For example, if a 
patient insisted upon their sitting on the day room 
floor for the interview, she complied. Later Miss 
Paulson commented, “She wouldn’t talk to me un- 
less I did, so I sat down with her. After all, I 
wanted to get her answers.” 
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from 78.9 per cent of the subjects. In 
the above-mentioned study by Groth, 73 
per cent of a comparable group of patients 
co-operated with the interviewer. The 
difference + is not a significant one, but it 
does indicate the potential utility of volun- 
teer help in clinical research projects. 

The current study replicates the over-all 
results of the study by Groth et al. When 
questioned, more than half of the chronic 
psychiatric patients explain their lack of 
visitors by refusing to answer, by making 
some inappropriate comment, or by an- 
swering “I don’t know.” The remaining 
patients interpret the situation as a result 
of either their family’s disinterest in them 
or of their situational difficulties. Ap- 
proximately one patient in four makes some 
form of a reality-oriented explanation. 

The specific explanation used, however, 
differs markedly between the two samples. 
Patients hospitalized in a remote Colorado 
Veterans Administration hospital perceive 
their relatives’ problems with transporta- 
tion, lodging, finances, age and health as 
barriers to their visiting. In contrast, 
patients in a state hospital near the major 
population centers of the state see distance 
and impending danger as more important. 

The classification system described earlier 
attempted to evaluate the responses in 
terms of their relevance to reality factors. 
Because no relationship could be estab- 
lished between the type of answer given 
and either sex of the respondent, reported 
size of family, or the degree of relationship 
to patient, the data were combined. 

Interestingly, only 6.1 per cent of the 
total group, or 7.7 per cent of the patients 
responding, were able to give some factual, 
verifiable explanation of their lack of 
visitors. The nonprotective interpreta- 
tions made by 11.7 per cent of the inter- 
viewees may well be factual, but since all of 
this group had a prior history of paranoid 


on, the accuracy of their statements 
nore questionable. The majority of 
ients who answered the question used 
unrealistic explanation that protected 
themselves and their families from 
e and criticism. Another 15.5 per cent 
ed the implications of the question by 
ering, “I don’t know.” 

ainord (4) has distinguished between 
ers and avoiders, persons who differ 
their response to disturbing stimuli. 
s are those who can relate and re- 


implications of the stimuli and are 
le to perceive implied feelings as 
ted to them. If the distinction is ap- 
X ible to this study, we can say that the 

helming proportion of chronic schizo- 
c patients are avoiders. Because 
/ are unable to deal directly with 
tening or tension-producing stimuli, 
are unable to admit that they have 
forgotten or abandoned by their 
lies. Instead, they either avoid any 
deration of the situation or they find 
ally acceptable explanation (but one 
4s not necessarily true) in order to 
the anxiety aroused by the question. 
pears quite obvious that the chronic 
tric patient hospitalized more than 
s has, for the most part, avoided 
than coped with society's demand 
adults act in a responsible, relatively 
endent way. Whether or not it 
prior to hospitalization, his habit 
ding has been effectively reinforced 
the years and has prevented him from 
hg realistically at himself, a necessary 
quisite to any attempted change in 
jor. If this formulation is correct, 


x of psychiatric hospitals—may be 
lished by changing avoiders into 
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copers and by preventing the development 
of new avoiders. 


SUMMARY j 
Chronic schizophrenic patients with one 
or no visitors in the preceding 31⁄ years 
were asked why their relatives failed to 
visit them. No relationship was found be- 
tween the patient's sex, the reported size 
of family, or the degree of relationship and 
the answer given to the interviewer. An- 
swers protective of self or family were 
given by 40.0 per cent of those interviewed. 
Verified, realistic explanations were given 
by only 6.1 per cent of the group. 

Results were discussed in terms of the 
“coper” and the “avoider’ concepts. 
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A RORSCHACH READER 
Edited by Murray H. Sherman 


New York, International Universities Press, 1961, 


440 pp. 


A Rorschach Reader is a welcome addition 
to the growing literature about one of the 
most complex and important instruments 
in the field of clinical psychology. 

This instrument, as the practitioner dis- 
covers sooner or later, raises many dynamic 
questions; it also offers suggestive answers. 
In the hands of a trained individual, the 
Rorschach is an excellent clinical tool. 
Since each user develops his own unique 
point of view regarding its potential, the 
thinking in this field indicates different 
approaches and explorative uses. 

This volume makes a serious attempt to 
capture this reality. Each chapter is writ- 
ten by a different investigator, the end 
result being that many suggestions are of- 
fered and much perceptive thinking is re- 
vealed. 

The student and long-time devotee of 
this instrument will find significant com- 
ments, as well as excellent bibliographical 
material. The volume rings with an 
awareness of research and experimental 
problems and with a sensitive understand- 
ing of diverse theoretical implications. Cul- 
tural findings are also considered, thus 
tending to broaden further an already 
broadened frame of reference. 

The forte of this volume is also that it is 
not tiring reading. The reader can start 
with any chapter capturing his interest and 
find he has really delved into the heart of 
the book. It is of such stuff that a healthy 

profession is built—Artuur LERNER, Los 
Angeles City College, Los Angeles, Calif. 
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THE PROGNOSIS AFTER STERILIZA- 
TION ON SOCIAL-PSYCHIATRIC 
GROUNDS: A FOLLOW-UP STUDY 
OF 225 WOMEN 


By Martin Ekblad 


Copenhagen, Ejnar Munksgaard, 1961, 162 pp. 


Dr. Martin Ekblad of the Department of 
Psychiatry, Karolinska Sjukhuset, has writ- 
ten a monograph—published as a supple- 
ment to the Acta Psychiatrica Scandinavica 
—on the medical and emotional results of 
sterilization in 225 women. It is translated 
from the Swedish by Richard Cox. The pre 
sent study is a companion piece to the same 
author’s 1955 follow-up on 479 women who 
were legally aborted. 

The Swedish sterilization law, enacted in 
1941, provides for sterilization on three 
grounds: eugenic, social and medical. (In 


Sweden, abortion on eugenic grounds must | 


be accompanied by sterilization.) “Eugenic” 
means the likelihood of transmitting 2 
mental disease or deficiency, or a serious 
disease or defect. “Social” grounds exist 
when a woman, because of mental or emo- 
tional disease or asocial conduct, is unsuited 
to have charge of children. This implies 
personal unsuitability and has nothing to 
do with socioeconomic factors. “Medical” 
indications include both somatic and men- 
tal illness of such a degree that pregnancy 
involves danger to health. In this category 
one finds the ill-defined concepts of “weak- 
ness” and “exhaustion.” Men may be 
sterilized only on eugenic or social grounds 
and constituted three to four per cent of 
total sterilizations in the period 1953- 
1957. All sterilizations must be reported. 

Seventeen hundred and eighty-five pe 


sons were sterilized in 1957, more than 86 | 


per cent because of medical indications. 
Sixty-four per cent of the 225 women were 
sterilized because of “weakness” (a medical 
indication) and exhaustion, more on psy- 
chic than physical grounds. In this cate- 
gory a poor social and economic environ- 
ment influences the board to grant ap- 
proval. 

In sharp contrast to the U.S.A., 62 per 
cent of all the women sterilized had ther- 
apeutic abortion performed concurrently. 
In his earlier study of abortion, Ekblad had 
shown that 11 per cent of abortions are 
sterilized at the same time. 

The 225 sterilizations analyzed in the 
main body of the study were done in Stock- 
holm during 1951, and follow-up was not 
initiated before 1956. Ninety-six per cent 
were psychiatrically examined and evalu- 
ated by Dr: Ekblad at a personal meeting, 
four per cent by telephone. Previous to the 
follow-up interview, the author had con- 
sulted the extensive medical and social 
application documents which had pre- 
viously persuaded the Board of Health to 
validate sterilization. 

“The majority of women (78 per cent) 
were completly satisfied with and grateful 
for the operation.” Four per cent did not 
Tegret it, but were troubled by it “in differ- 
ent ways,” while 11 per cent had occas- 
sional or partial regrets. Seven per cent 
regretted the sterilization and were more 
or less seriously troubled by it. Of these 
15, in 5 the propriety of having done the 
procedure was open to question. (Factors 
Increasing likelihood of dissatisfaction 
Were: childlessness, age less than 26-30, 
and compulsion as an accompaniment to 
legal abortion on eugenic grounds.) 

Of the total series, one-third noted im- 
proved capacity for sexual gratification; 
54 per cent observed no change; 13 per 
cent felt sexual satisfaction had deterior- 
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ated. It must be noted that when these 
historical data were obtained, the patients 
were comparing their present sexual re- 
sponse to a time in their lives when they 
were at least 5 years younger. Without 
matched controls such data, as well as the 
data on menstrual abnormalities, a 20 
per cent post-sterilization incidence, are dif- 
ficult to assess. 

It has been charged that sterilization 
might promote promiscuity. Ekblad’s con- 
clusion from his series of “socially respect- 
able women” was that “no case could be 
shown of promiscuity as a result of sterili- 
zation.” Furthermore it did not lead to 
undue jealousy or suspicion of their sexual 
mates. 

This monograph is an important con- 
tribution to a difficult field. It is more 
ambitious and detailed than the American 
studies; however, it is in essential agree- 
ment with them. On the basis of all 
reports, voluntary sterilization is a highly 
satisfactory therapeutic measure for nine 
out of ten women if selection is employed. 
Yet no matter how carefully selection is 
enforced, the occasional case (5-10 per 
cent) will have regrets. The important 
focus for future investigations is to de- 
velop tests for eliminating this residue. 
Ekblad suggests three contraindications: 
childlessness, youth and compulsion.— 
Aan F. GutrmacHer, M.D., Planned 
Parenthood Federation of America, New 
York, N.Y. 


PEOPLE IN HOSPITAL 
By Elizabeth Barnes 


New York, St. Martin’s Press, Inc., 1962, 155 pp. 


In an era when hospital policies are rapidly 
changing the emphasis on the “open door” 
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trend, People in Hospital by Elizabeth 
Barnes comes as a timely agent. 

All aspects of hospital care from the 
point of view of concentration on ordinary 
human needs are given consideration in 
this book. The devastating effects of isolat- 
ing the patient from the community and 
particularly of isolating the illness from 
the patient and not treating the whole per- 
son are brought to light. 

The book is a result of a study made by 
committees of persons involved in or as- 
sociated with hospitals in 18 countries of 
North America and Europe, a committee 
formed of representatives of these commit- 
tees and an International Expert Group 
selected by the sponsoring agencies of each 
country participating. The sponsoring 
groups were the national mental health, 
the national nursing and national hospital 
associations of the various countries. 

With understanding sympathy and 
humor, Miss Barnes presents the reactions, 
fears, anxieties and attitudes of the patient 
coming into the hospital, during the time 
of hospitalization and after discharge from 
the hospital. The matter is presented in 
such a thought-provoking way that even 
to the uninitiated, the common-sense solu- 
tion to the many mysteries of hospitaliza- 
tion must seem obvious. 

The benefits of patient and visitor par- 
ticipation in care is emphasized as a factor 
in maintaining the social atmosphere of 
the hospital and as a preventive for the 
development of regression and over-de- 
pendence on the part of the patient. Com- 
munication with the patient is considered 
a primary duty of all members of the staff 
as a fundamental courtesy. It is essential 
for the alleviation of the patient’s doubts 
and fears where it concerns the explanation 
and interpretation of hospital procedures. 

Co-ordination of services to avoid duplica- 
tion and undue disturbance of the patient 
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is given a wide range for interpretation, 
with focus on improvement. 

Special chapters in the book are devoted 
to the specific needs of children and the 
elderly, with a great understanding of both 
groups. The necessity of a special aware- 
ness on the part of the staff in dealing 
with them is clearly defined. The in- 
valuable contribution of the parent in the 
total care of the sick child is presented 
without discounting the problems involved 
in the administration of such a program. 
Psychological disturbance, often traceable 
to the separation of the sick child from 
the parents, is estimated. The joint re- 
sponsibility of the community and the 
hospital is exemplified in the area of care 
of the aged more than in any other hospital 
service. 

The chapter on “Going Home” describes 
this period as a new experience and gives 
very practical suggestions for the difficulties 
in making the readjustment. 

In general, the book contains a wealth of 
information for practical application in 
hospitals anywhere. It is knowledge that 
would be most helpful in the hand of every 
hospital staff person; it could well be the 
mainspring of inspiration for a more 
completely patient-centered _ service — 
Morter M. Atoysius, O. Carm., Mary 
Manning Walsh Home, New York, N. Y. 


PLAY ACTIVITIES FOR THE 
RETARDED CHILD 


By Bernice Wells Carlson and David R. 
Ginglend 


New York, Abingdon Press, 1961, 224 pp. 


In this book, “play as the work of child- 
hood” has been emphasized as the primary 
ingredient to stimulate the growth and 


g processes of the handicapped child 
th a mental age of six or lower. The 
arranged in eight practical sections, 
e material is presented in such a 
j as to be used advantageously by parent, 
ler, recreation worker or curriculum 
dinator. 
mply stated goals of play include 
tal health, social development, physical 
lopment and language development. 
the novice, these goals can provide 
2 of the background theory and prin- 
essential to the constructive choice 
Utilization of play activities. For the 
, the statement of goals and objec- 
ith samplings of activity can provide 
ans of re-evaluation or support of an 
ing program. 
OF assistance to the special teacher of 
husic, or physical education are numer- 
ractical considerations: 
child must have an understanding of 
, feel the beat of music, before he 
enjoy marching, let alone play in a 
band.” 
et the child get the idea of color be- 
àe starts to draw or paint something.” 
most any kind of experience may be 
ed Out and so become the subject for 
al and imaginative play.” 
he slightest form of contact should be 
dered the beginning of a social rela- 
ip on which a more advanced social 
tment can grow.” 
Wiously, the more sophisticated edu- 
has heard these statements before, but 
bly not in this context. For a begin- 
acher, or a baffled parent searching 
ific suggestions, the book will hold 
ideas, many crutches. The writer 
m ends this book to anyone who wants 
P the trainable or severely retarded 
With a down-to-earth practical ap- 
—Bernice B. BAUMGARTNER, The 
Schools, Langhorne, Pa. 
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MODERN CONCEPTS OF 
PSYCHOANALYSIS 


Edited by Leon Salzman and Jules H. Mas- 
serman 


New York, Philosophical Library, Inc., 1962, 210 pp. 


Presented as an integrative review of mod- 
ern concepts of psychoanalysis, this volume 
does not, in fact, live up to any such aim. 

It includes contributions by John Reid, 
Nolan D. C. Lewis, Ashley Montagu, 
Carney Landis, Jurgen Ruesch, Harold 
Kelman, H. Guntrip, Judd Marmor, John 
Millet, Edith Weigert, Jules Masserman, 
and Leon Salzman. 

For the most part, these contributions 
are pedestrian and some are carping and 
inappropriately contentious. Nothing 
really new is to be found here, although 
three of the papers rise above the other- 
wise low level of the collection, I refer to 
the thought-provoking essay by Ruesch on 
the problems intrinsic to the evaluation of 
psychotherapy; the historical survey of psy- 
choanalysis and social science, a good refer- 
ence source, by Nolan D. C. Lewis; and the 
sensitive consideration of sympathy and 
empathy by Edith Weigert. 

This reviewer cannot help but wonder 
what purpose is served by making into a 
book papers which either have been pub- 
lished elsewhere in some other form or 
which simply would not be acceptable by 
any journal. Certainly they contribute 
little to the knowledge or enlightenment of 
either professional or lay audiences 
GEORGE L. ENcEL, M.D., Strong Memorial 
Hospital, Rochester, N. Y. 
PERSONALITY FACTORS ON THE 
COLLEGE CAMPUS 
Edited by Robert L. Sutherland, e¢ al. 
Austin, Tex., Hogg Foundation for Mental Health, 
1962, 242 pp. 

This paperback volume is a report of a 
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symposium sponsored by the Hogg Founda- 
tion for Mental Health. The title is some- 
what misleading, for the 10 papers com- 
prising the book cover more than the 
personalities of college students. They 
range over the whole field of college educa- 
tion, or at least of undergraduate educa- 
tion. 

Some of them are fairly general state- 
ments of the relationships of types of stu- 
dents to types of colleges and their cur- 
ricula, such as the paper by Nevitt Sanford, 
“Implications of Personality Studies for 
Curriculum and Personnel Planning,” C. 
Robert Pace’s chapter entitled “Implica- 
tions of Differences in Campus Atmosphere 
for Evaluation and Planning of College 
Programs,” and the concluding chapter by 
Martin Trow on “Student Cultures and 
Administrative Action.” Others, however, 
are very specific reports of research in edu- 
cation, such as “Differences in Student 
Attitudes Toward Civil Liberties’ by T. 
R. McConnell or discussions of limited 
topics such as Ernest R. Hilgard’s “Teach- 
ing Machines and Learning Theory.” 

Although all the papers include data or 
ideas relevant to mental health, the sym- 
posium included two reports which dealt 
directly with this topic: the chapter “Who 
Really Helps Our Students?” by Dana L. 
Farnsworth, and “Student Mental Health: 
The Range of Personality Patterns in a 
College Population” by Robert F. Peck. 
Mental health workers will probably be 
most interested in these chapters, but 
should not neglect Sanford’s paper. How- 
ever, those interested in college education 
in their roles as teachers or students, ad- 
ministrators or parents, or merely because 
they recognize the urgent need to solve 
some of the pressing educational problems 
confronting us as a nation, will find in this 
relatively small volume, a variety of sti- 
mulating observations. The collegiate edu- 
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cation experience is broadly viewed, especi: 
ally the transactions between the various 
personalities of students and the stresses} 
or “environmental press” of college life. 
There is enough of value within this 
volume to make one hesitate to find fault 
Obviously, so large a topic inevitably 
creates problems of omission of relevant 
material. At the level of personality, I 
would have liked to see more discussion of 
the nature of coping mechanisms and how 
students utilize their assets to overcome or 
compensate for their psychopathology (to 
be fair, this is touched upon by Peck) while 
at the more general level, I would hav 
found interesting a discussion of the ptt 
dicted place and impact of our colleges 
and universities in and on American society 
in the next decade. But perhaps thes 


Foundation—Harorp I. Lier, 
School of Medicine, Tulane Universiti 
New Orleans, La. 


PERSUASION AND HEALING: A 
COMPARATIVE STUDY OF 
PSYCHOTHERAPY 


By Jerome D. Frank, M. D. 


Baltimore, Johns Hopkins Press, 1961, 282 pp | 


It is unfortunate that the maturation 
thinking about the process of psycho} 
therapy has tended to provoke ill-foundet 
claims, aggressive critiques, and highly d 
fensive counterclaims. Therefore, it is mos 
refreshing to read Dr. Frank’s book, wiv) 
attempts both to winnow the claims 4) 
to set forth a positive conception of tht} 
mode of action of psychotherapeutic P™ 
cedures. 

This book is obviously the product 
Dr. Frank’s personal experiences an 


vestigations as well as his thinking about 
the forms that healing has taken over the 
centuries. Using as a base the important 
roles of the sufferer and the healer, he has 
compared a variety of treatment experi- 
ences, ranging from religious healing 
through reform and placebo treatment, to 
_ the organized efforts of contemporary psy- 
chiatry. With clarity and examples he 
demonstrates the important aspects of the 
two parties in all of these transactions, 
= It is his feeling that there are many 
common processes that underlie the dif- 
ferent methods of approach to a sufferer. 
. He states that such efforts do have much 
to do with persuading the individual in 
treatment to change in a manner the 
! therapist feels will be helpful. Although 
_the therapist usually follows the customs of 
the culture, there may be wide differences 
| of what is considered the norm within any 
culture, 
= This implies that the structure of the 
healing relation depends greatly on the 
Concept of health used by the healer as 
Well as the many clues—words, gestures, 
' medications, etc.—that are used to convey 
this concept. The book describes the use 
of these various approaches with thorough- 
hess and sympathy. 
Since its publication, the book has 
stirred criticism as well as praise, the former 
oming from those practitioners who feel 
that their methods are more scientific than 
| a ‘Soe descriptions suggest. Some have 
i 18 equation of modern therapy with 


an oe z 3 
Ore primitive methods is too great a sim- 
‘Plification, 


in The book, however, while provocative, is 
a generally hostile nor condemnatory 
Rade. One school of thought. Rather the 
Poen 18 impressed with its sincerity, its 
a a and the very real effort to look 
Pic confused field and to find some 

n understanding in what may seem 
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to be diverse processes. The need for a 
basic understanding of the universalities in 
various modes of approach in treatment 
demands more of the sort of thinking Dr. 
Frank has offered. Henry H. Work, M.D., 
University of California Medical Center, 
Los Angeles, Calif. 


MENTAL ILLNESS AND DUE PRO- 
CESS: Report and Recommendations on 
Admission to Mental Hospitals under New 
York Law 


By the Special Committee To Study Com- 
mitment Procedures of the Association of 
the Bar of the City of New York, in co- 
operation with The Cornell Law School 


Ithaca, N. Y., Cornell University Press, 1962, 303 


pp- 


In 1960, the Association of the Bar of the 
City of New York set up a special com- 
mittee, composed of judges, lawyers, and 
psychiatrists, to study the commitment pro- 
cedures with reference to the mental 
hospitals of New York State, and to make 
recommendations as to possible changes in 
the law. 

This volume presents the report and re- 
commendations prepared by this committee 
with the co-operation of the Cornell Law 
School. Since the specific subject is the 
laws of New York State, the report would 
hardly be expected to be of general interest, 
were it not for two facts: (1) That, all things 
considered, New York has developed one 
of the best bodies of mental hospital law 
and procedures in the country; and (2) That 
the committee discusses in its report general 
principles as to the rights of the mentally 
ill and the proper attitude of the law to- 
ward these persons. 

Although the committee was predom- 
inantly legal, the general approach to the 
problem is sympathetic with the patient's 
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needs, Thus, while the patient’s rights are 
always clearly in view, easier admission is 
emphasized as desirable, as are a greater 
use of the voluntary admission provisions, 
easier access to the receiving hospitals, and 
the greater use of simple certification pro- 
cedures, for example. 

Subscribing to the “forgotten man” 
legend, the committee recommends (Rec- 
ommendation Number Onel!) a new state- 
wide agency, to be called The Mental 
Health Review Service, to provide “objec- 
tive and periodic examination of a patient’s 
status and right to release” (p. 19). 

Just where this new agency would func- 
tion with relation to the Department of 
Mental Hygiene and the hospital staff (al- 
ready expected to carry out these duties) 
is not clear, nor is the training of the per- 
sonnel of the agency. Perhaps if the hos- 
pital staffs were brought up to quota, the 
functions to be assigned to this new agency 
could be equally well discharged! Piling 
Relion on Ossa in a bureaucracy does not 
always increase efficiency, as Professor 
Parkinson has already pointed out. 

With relation to the elderly, who now 
present a serious problem to the mental 
hospitals, the committee urges the estab- 
lishment of additional facilities “for the 
care of those aged who are without major 
mental impairment” (p. 43). 

There is widespread interest today in the 
provisions of laws relative to the admission 
of patients to mental hospitals—(the Amer- 
ican Bar Foundation’s study, among others). 
The recommendations of the committee as 
presented in the present volume, with the 
one notable exception referred to above, 
are sound and progressive, and offer much 

for consideration for the legislature of New 
York State, and of other states as well.— 
WinrreD OVERHOLSER, M.D., Washington, 
D.C. 
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CLINIGAL CHILD PSYCHIATRY 
By Kenneth Soddy 


Baltimore, Williams & Wilkins Co., 1960, 470 pp. 


Kenneth Soddy, a lecturer in child psychi- 
atry in London and scientific director of 
the World Federation for Mental Health, 
has written a book about clinical child 
psychiatry. He brings in many points that 
are of interest because his approach differs 
in certain aspects from those used in the 
states. 

He places more stress than do we on 
the cultural and social conditions as con: 
tributing to the pathology of the child. His 
theoretical background is not based on any | 
particular school, but is generally psycho- 
dynamic; i.e. eclectic. 

He criticizes the usual form of diagnosis 
in child psychiatry, which is built on symp: 
toms and signs instead of syndromes. He 
feels that the diagnostic terms are taken 
from adult psychiatry and, therefore, ate 
not appropriate in child psychiatry. For 
him, the element of time, the reaction type 
of the child, and the environmental te 
actions are of the utmost importance fo! 
diagnosis, 

Time involves the cultural expectation 
for the different age groups, is producing 
tension and can either be stimulating fo! 
new development or paralyzing and leading. 
to regression. i 

The reaction types of children are dil 
ferentiated as out-turning, in-turning an 
inhibited. The continual rewards 0 
maternal care are seen as significant factors 
of the psychological development; they m4) 
facilitate instinct modification and prepa 
for new development, Maturity is COM 
ceived by Soddy as a “harmonization 0 
conation and cognition,” the best help f% 
strong identity formation. 


re is ample case material (about 100) 
ble, but it is not always clearly enough 
nized to illustrate the previously men- 
theoretical point. The American 
er gets to know how many of the pre- 
children with emotional disturb- 
ad experienced war, bomb raids and 

tion. The great difficulty in housing 
lities might also explain to some degree 
greater readiness of English parents to 
their children, even the young ones, 
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to that country’s various boarding schools. 

Finally, the dedication of Soddy's book 
should not go unnoticed: it is gratefully 
dedicated to the Commonwealth Fund of 
America, because “Child guidance owes its 
development in Great Britain almost en- 
tirely to the farseeing policy of the Fund 
more than 30 years ago in financing the 
training of professional personnel.”—Lor1 
Bernstein, M.D., University of Louisville | 
School of Medicine, Louisville, Ky. 


ARNI 
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U. S. SENATE PASSES MENTAL 
HEALTH BILL 


The U. S. Senate passed President John F. 
Kennedy’s mental health bill by a vote of 
72 to 1 on May 27. The measure is desig- 
nated officially as The Mental Retardation, 
Facilities and Community Mental Health 
Centers Act of 1963. 

It calls for federal help in financing a sys- 
tem of community mental health facilities 
and new facilities for the retarded. 

Companion measures have been intro- 
duced in the House of Representatives and, 
at this writing, were before the House Sub- 
committee on Public Health and Safety of 
the House Committee on Interstate and 
Foreign Commerce. 

The measure passed by the Senate pro- 
vides for: 

1. A four-year program, costing $230 mil- 
lion, under which federal grants would go 
to states for construction of public or other 
nonprofit community mental health centers. 

2. An eight-year program, costing $427 
million, of federal grants for states for staff- 
ing these mental health centers. Federal 
aid would gradually decrease and event- 
ually would be cut off. 

3. A five-year program, costing $30 mil- 
lion, of federal grants to public or other 
nonprofit institutions for construction of re- 
search centers and facilities for the mentally 
retarded. 

4. A five-year program, costing $42.5 mil- 
lion, of federal grants for constructing col- 
lege or university facilities to offer services 
to the mentally retarded and training for 
persons dealing with the retarded. 

5. A four-year program, costing $67.5 mil- 
lion, of federal grants to states for construct- 
ing facilities for the mentally retarded. 

The measure also provides a three-year 
program, costing $45.5 million, for the 
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training of teachers of the mentally re- 
tarded, deaf, emotionally disturbed, crip- 
pled and other handicapped children. 


PRESIDENT KENNEDY LAUNCHES 
MENTAL HEALTH WEEK 


President John F. Kennedy officially 
launched 1968 Mental Health Week and 
Month, as well as the fund-raising campaign 
of the National Association for Mental 
Health, at a special White House ceremony 
on May 38. 

Referring to the “National Rally Against 
Mental Illness,” theme of this year’s Mental 
Health Week and Month observances, the 
President called for a demonstration of pub- 
lic concern throughout the country, adding 
that the efforts of the NAMH “deserve the 
enthusiastic support of the entire nation.” 


ELECTIONS AND APPOINTMENTS 


Winfred Overholser, M.D., has been elected 
president of the Academy of Religion and 
Mental Health. He retired recently as su- 
perintendent of Saint Elizabeths Hospital 
in Washington, D. C. 

Dr. Overholser was honored recently by 
AMVETs, an association of World War II 
and Korean conflict veterans, for his “un- 
surpassed dedication and superb contribu- 
tions to man’s eternal struggle against man’s 
greatest enemy—mental illness.” He was 
presented with the organization’s National 
Silver Helmet Award for Rehabilitation. 


* +*+ * 


New officers of the American Psychosomatic 
Society include Carl Binger, M.D., presi- 
dent; Eugene Meyer, M.D., president-elect; 
and William A. Greene, M.D., secretary- 
treasurer. The élections took place during 
the Society’s annual business meeting held 


ntic City in April, 1963. The twenty- 
t meeting of the organization will be 
April 4 and 5, 1964, in San Francisco. 


* * * 


ick R. Ewalt, M.D., professor of psychiatry, 
d Medical School, and director of the 


chiatric Association at the close of the 
iation’s annual meeting, held in St. 
Mo., May 6-10, 1963. 

succeeds C. H. Harden Branch, M.D., 
and chairman of the Department 
ychiatry, University of Utah College of 

ine. 

niel Blain, M.D., director of develop- 
or psychiatric services, Pennsylvania 
ital, Philadelphia, was named presi- 
ect. Dr. Blain will automatically 
the APA presidency at the close of 
¢ 1964 annual meeting, to be held in Los 
les. He recently resigned as director 
ental hygiene for California, a post he 
eld since 1959. 


ERENCES, MEETINGS, 
SHOPS 


1963 conference of the American Occu- 
l Therapy Association will be held 
mber 27—October 4 in St. Louis, Mo. 


+ * + 


nal Day Hospital Workshop will be 
in Kansas City, Mo., September 16-18, 
Sponsored by the Greater Kansas City 
Health Foundation and under- 
by a grant from the National In- 
of Mental Health. The workshop 
igned for all disciplines with a profes- 


th Pan-American Congress on Chil- 


Notes and Comments 


dren will be held in Buenos Aires, Argen- 
tina, during September, 1963. The prin- 
cipal theme will be “The Anti-Social Con- 
duct of the Young.” 


The Third International Congress of 
Group Psychotherapy will take place in 
Milano-Stresa, Italy, July 18-21, 1963. The 
Congress will survey new developments in 
group psychotherapy, psychodrama, soci- 
ometry, group analysis, group psychology, 
family therapy, group dynamics, role-play- 
ing, and their influence on mental hygiene, 
medicine and society at large. 


Representatives of the broadcasting indus- 
try and professionals from the field of men- 
tal health met in April in West Point, N. Y., 
to discuss problems which arise in present- 
ing the subjects of mental illness and the 
mentally ill on television and radio. 

The Conference on Broadcasting and 
Mental Health was cosponsored by the Na- 
tional Association of Broadcasters and the 
National Association for Mental Health. 

The sessions focused on the basic prob- 
lem of how to overcome the distortion and 
misrepresentation which often occur as the 
broadcasters attempt to tailor the facts of 
psychiatry to meet the requirements of 
entertainment on television, and on the 
practical limitations imposed by the re- 
stricted time of a television program. 

Another purpose of the conference was to 
bring the broadcasting people up-to-date on 
the latest developments in psychiatry and 
mental health. 

* + + 


Approximately 500 delegates, including 60 
from the United States, attended the Eighth 
Inter-American Congress of Psychology held 
in Mar del Plata, Argentina, in April, 1963. 
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“The Professional Training and Functions 
of the Psychologist” was the major theme 
of the five-day meeting. Harold Anderson, 
Ph.D., Michigan State University, Lansing, 
Mich., was elected president of the organiza- 
tion; Victor D. Sanua, Ph.D., Yeshiva Uni- 
versity, New York City, was named secre- 
tary-general. 
+. + + 


The Sixteenth Annual Meeting of the 
World Federation for Mental Health will 
take place in Amsterdam, The Nether- 
lands, July 22-26, 1963. The membership 
of the WFMH presently consists of 147 asso- 
ciations in 46 countries. 


The 13th Annual Meeting and Mental 
Health Assembly of the National Associa- 
tion for Mental Health will be held at the 
Sheraton-Park Hotel in Washington, D. C., 
November 20-23, 1963. 


* + # 


The Royal Medico-Psychological Associa- 
tion, at the invitation of the International 
Federation for Medical Psychotherapy, 
will sponsor the Sixth International 
Congress of Psychotherapy in London in 
August, 1964. This Congress will survey new 
developments in psychotherapy and their 
influence on psychiatry, general medicine 
and society. 
+ + + 


The 17th International Congress of Psy- 
chology will be held in Washington, D. C., 
from August 20 to 26, 1963. It will be or- 
ganized under the auspices of the Interna- 
tional Union of Scientific Psychology by the 
American Psychological Association. 


PRIZES, AWARDS, GRANTS 
The American Psychiatric Association’s an- 
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nual $1,500 Hofheimer Prize for Research 
will be divided this year between two pairs 
of applicants: 

(1) Howard E. Freeman, Ph.D., associate 
professor of social research, Florence Heller 
Graduate School for Advanced Studies in 
Social Welfare, Brandeis University, and 
Ozzie G. Simmons, Ph.D., professor of 
sociology and director of the Institute of 
Behavioral Science at the University of 
Colorado. Their work, for which the prize 
was awarded, is published in the book The 
Mental Patient Comes Home (New York: 
John Wiley & Sons, 1963). It involved a 
follow-up study of 649 mental patients dur- 
ing their first year after hospitalization. 

(2) Jerome Kagan, Ph.D., chairman of 
the Department of Psychology at the Fels 
Research Institute, and associate professor 
of psychology at Antioch College, and How- 
ard A. Moss, Ph.D., research psychologist in 
the Child Research Branch of the National 
Institute of Mental Health. 

Their work, for which the prize was 
awarded, is published in the book Birth to 
Maturity: A Study in Psychological Develop- 
ment (New York: John Wiley & Sons, 1962). 
It entailed a longitudinal study of 71 adults 
from birth to 14 years of age. 


* * * 


Judge Morris Ploscowe, practicing attorney | 
and associate professor of law at New York 
University Law School, is the winner of the 
American Psychiatric Association’s Isaac 
Ray Award for 1963. The prize is given an 
nually to a psychiatrist or a lawyer for fur- 
thering understanding between the two pr 
fessions. 


* +» 


Kenneth E. Appel, M.D., is the recipient of 
the third annual award of the Academy of 
Religion and Mental Health. The annual 
award is presented to an individual or i 


een religious values and human 


Blakeslee, Associated Press science 
as received an Albert Lasker Med- 


of articles on mental illness. Mr. 
s series appeared in hundreds of 
adian and foreign newspapers in 
er, 1962. 


SURVEYS, REPORTS 


rican Bar Foundation is launch- 
mprehensive, year-long study on 
ess and the criminal law. The 
ced by a $99,000 grant from the 
Institute of Mental Health, will 
‘the actual legal and medical prac- 
ently employed in dealing with 
ill criminal offenders. 


* * # 


| coverage of mental illness has 
considerably in all types of health 
ans, according to the report In- 
r Coverage of Mental Illness, 1962. 
covers a nationwide study made 
t Information Service of the 
Psychiatric Association and the 
ciation for Mental Health. 
al insurance companies, the re- 
sually include coverage of men- 
n their basic hospitalization pol- 
ups, but exclude mental illness 
1¢-fourth to one-half of the policies 
dividuals. 
also states that by January, 
Cross was providing at least 21 
ital care per benefit period for 
Mental disorders through 58 of 
alization plans. But only 13 
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Blue Cross plans cover mental illness to the 
extent that physical illness is covered. 
Copies of the report, which includes data 
about independent plans, are available at 
$1.00 each from the Publications Depart- 
ment, American Psychiatric Association, 
1700 18th St. N.W., Washington 9, D. C. 


+ * & 


The National Child Welfare Commission 
of the American Legion and the National 
Association for Mental Health are co-oper- 
ating in a joint national undertaking to 
survey and assess services in the field of 
childhood mental illness. Local Legion 
posts, units of the Legion Auxiliary and 
local chapters of the NAMH will survey 
community-based services and facilities. 
State committees will compile results of 
both the state and local surveys and report 
their findings to a joint national committee. 


One out of every four new patients enter- 
ing a mental hospital is admitted at his 
own request. The other 75 per cent are 
admitted by physician’s certification or 
through court commitment. ii 

This disclosure was made in Fact Sheet 
17 issued by the Joint Information Service 
of the American Psychiatric Association and 
the National Association for Mental 
Health. 

While voluntary admissions rose in the 
U. S. from 16 per cent to 24 per cent be- 
tween 1956 and 1961, they are still low by 
comparison with European countries, the 
report states. In England, more than 70 
per cent of mental hospital admissions are. 
voluntary. } 

Court commitments, which have tradi- 
tionally accounted for the largest percent- 
age of total mental hospital admissions in 
the U. S., fell from 51 per cent in 1956 to 
40 per cent in 1961. 
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A special information bulletin, recently 
issued by the Joint Information Service, 
stresses the importance of establishing laws 
and procedures to assure that the mental 
patient is dealt with as a sick person rather 
than as a defendant before the law. 

The bulletin is titled “Psychiatric Points 
of View Regarding Laws and Procedures 
Governing Medical Treatment of the 
Mentally Ill.” The statement was origi- 
nally presented to the U. S. Senate Sub- 
committee on Constitutional Rights, in 
March, 1961, by Francis J. Braceland, M.D., 
and Jack R. Ewalt, M.D., on behalf of the 
American Psychiatric Association and the 
National Association for Mental Health. 

The new bulletin was published espe- 

cially for all those engaged in public edu- 
cation to advance attitudes which will sup- 
port better treatment and care for the 
mentally ill: Copies in any quantity, at 
$.05 each, are available from the National 
Association for Mental Health, 10 Colum- 
bus Circle, New York 19, N. Y. 
High Road to Mental Health, a summary 
and brief interpretation of the principal 
recommendations from a five-year study of 
psychiatric treatment services in Canada, 
has been published by the Canadian 
Mental Health Association. Copies are 
available from the Association's office, 1114 
Spadina Road, Toronto 4, Canada, at the 
price of $.50 each; $.35 in quantities of 10 
or more. 


* * * 


The American college campus offers many 
opportunities for major psychiatric re- 
search designed to extend psychiatric and 
educational knowledge and to help students 
in making the transition from high school 
to college in a more meaningful way. 

This is the conclusion expressed by the 
Group for the Advancement of Psychiatry 
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in a 64-page report titled “The College 
D ES A Focus for Psychiatric Re 
search.” The report summarizes the find- 
ings of members of GAP who worked in 
collaboration with educators during a sey. 
eral-year study of psychiatric research in 
colleges. It includes interviews with ad- 
ministrators and faculty members at some 
15 colleges and universities, both state and 
private, in various sections of the United 
States. Copies may be obtained at $1.00 
each from the Publications Office, Group 
for the Advancement of Psychiatry, 10f 
East 25th Street, New York 10, N. Y 
Quantity prices are available on request. 


NEW PUBLICATIONS, FILMS 


A new film “Children in the Hospital,” p 
duced and filmed by Edward A. Mason, 
M.D., associate professor of mental healt 
Harvard University School of Public 
Health, is currently being distributed by 
the International Film Bureau, 332 South 
Michigan Avenue, Chicago 4, Ill. 

The new production is a record on film 
of the spontaneous activity of children 0 
the wards at Boston City Hospital. It ha 
application in considering the managemen 
of children on the ward and in understant 
ing the variety of ways children can cop 
with stress, 


* * * 


A new manual, titled Services and Compal 
ionship for Retired Persons: An Expelt 
ment in Training Volunteers traces the d 
velopment and initiation of a progra 
which opened many doors for retired pe 
sons. It was published by the Departmem 
of Social Relations, Episcopal Diocese 

Washington, Mount Saint Alban, Washing 
ton 16, D.C. The price of the 54-page pub 
lication is $1.00, 


| A listing of some 430 pocket books dealing 
with a wide variety of mental health topics 
has been published by the Mental Health 
Division, Department of National Health 
and Welfare, Ottawa, Ontario, Canada. 

The listing, titled “Mental Health Paper- 
backs,” includes many assigned reading 
items for those in training and can be of 
practical value to student and teacher alike. 
Complimentary copies of the listing are 
available from Canada’s Mental Health Di- 
vision. 

* * * 


The Encyclopedia of Mental Health, a six- 
volume work spanning a vast range of 
| knowledge about mental illness and mental 
, health, has just been published by Franklin 
Watts, Inc., 575 Lexington Ave., New York 
| 22, N. Y. Itis sold for $49.50, with install- 
_ ment arrangements. 

In addition to presenting 170 original 
articles by leading authorities in the field, 
| the work includes a glossary of more than 
1,000 psychiatric and psychological terms. 

The Encyclopedia was started under the 

editorship of Albert Deutsch, famed jour- 
| nalist and author. After his death in 1961, 
| t continued under the guidance of an 11- 
man board of consultants. 
_ According to the publishers: “The sub- 
Ject matter ranges from the most highly 
technical to the most popular. It contains 
knowledge useful to the professions con- 
‘ened with mental illness and mental 
health—physician, social worker, psycholo- 
| Sst, nurse, clergyman, attorney, teacher, 
Probation and parole officer, judge.” 


* * * 
Patents disturbed by children’s questions 
a the threat of nuclear war can find help 
as and understanding their 
th ren’s fears in a pamphlet published by 

€ Child Study Association of America. 
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The booklet, titled “Children and the 
Threat of Nuclear War,” was written by 
Dr. Sibylle K. Escalona, child psychologist, 
and a Child Study Association Committee. 

Copies may be obtained from the Child 
Study Association, 9 East 89th Street, New 
York 28, N. Y. The single copy price is 
$.40, but the quantity rate is much lower. 


* * * 


A brochure titled “The Prevention of Dis- 
ability in Mental Disorders,” edited by 
Richard H. Williams, Ph.D., has been pub- 
lished as Mental Health Monograph No. 1 
by the Publications and Reports Section of 
the National Institute of Mental Health. 
Copies may be ordered from the Govern- 
ment Printing Office, Washington 25, D. C. 
Quantity copies may be obtained at list 
prices from the Superintendent of Docu- 
ments at the above address, with a 25 per 
cent reduction on orders for 100 or more. 


* * * 


The 13th edition of the Directory of Out- 
patient Psychiatric Clinics has been pub- 
lished by the National Association for 
Mental Health in conjunction with the 
Biometrics Branch of the National Insti- 
tute of Mental Health. The publication, 
the only national listing of its type, lists 
mental health facilities in all states, the 
District of Columbia, Puerto Rico and the 
Virgin Islands for 1961. 

Listed in the directory are over 1,575 full 
or part-time outpatient psychiatric services. 
The new publication also gives details 
about each clinic, including name and 
address; clinic auspices; geographic area 
served; special groups served; age limita- 
tions, if any; clinic schedule and profes- 
sional staff. 

Also listed for each state are state hos- 
pitals for mental disease; public institu- 
tions for the mentally defective and epilep- 
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tic; psychopathic hospitals; the department 
designated as the state mental health au- 
thority; the department that operates the 
state mental hospital program; Veterans 
Administration hospitals operated specifi- 
cally for the mentally ill; and state mental 
health associations. 


* * * 


The psychiatric journal long known as the 
Journal of Mental Science now appears as 
the British Journal of Psychiatry. It is the 
official publication of the Royal Medico- 
Psychological Association, which is the only 
comprehensive organization of psychiatrists 
in the United Kingdom, with a member- 
ship of over 2,000. 

The subscription rate for the British 
Journal of Psychiatry (six issues per year) 
is $16.80. Orders may be placed from the 
publisher: Messrs, H. K. Lewis & Co. Ltd., 
136 Gower Street, P. O. Box 66, London, 
W. C. 1, England. 


NAME CHANGE FOR SCHOOL 
OF SOCIAL WORK 


The name of the New York School of Social 
Work has been legally changed to the Co- 
lumbia University School of Social Work. 

In making the announcement, Dean Fred 
DelliQuadri said that one reason for the 
change at this time was the increasing 
amount of confusion of the New York 
School with other graduate schools of social 
work with similar names in the area of 
Metropolitan New York. 


IN MEMORIAM 


Homer Folks, internationally known pio- 
neer in social work and public health, died 
February 13, 1963, in New York City. He 
was 95 years of age. 
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At the time of his retirement in 1947, he 
had served as executive director of the State 
Charities Aid Association in New York, for 
more than 50 years. He is credited with se- 
curing the enactment of the New York State 
Public Health Law and its Public Welfare 
Act. 

In 1910 he organized the Committee on 
Mental Hygiene of the State Charities Aid 
Association. He also served on the board 
of the National Committee for Mental Hy- | 
giene Inc. for many years. 


* * * 


William Healy, M.D., internationally-recog- 
nized pioneer in the field of juvenile delin- 
quency, died in Clearwater, Fla., on March 
15 at the age of 94. Dr. Healy was director | 
of the Judge Baker Guidance Center, Bos: | 
ton, from 1917-1949. 

A memorial service was held at the Judge 
Baker Guidance Center on May 22. Trib: | 
utes were given by Professor Sheldon 
Glueck, Marion Kenworthy, M.D., Hon. G. 
Howland Shaw, George E. Gardner, M.D, 
present director of the Center, and George | 
S. Stevenson, M.D. 

In his address Dr. Stevenson cited Dr 
Healy’s many contributions to the problem 
of juvenile delinquency “. . . his far-sighted 
approach . . . his concept embodying the 
full life story and potential of the child’! 

Dr. Stevenson added: “[He] also was not 
afraid to invest his efforts in behalf of cases 
of mental deficiency . . . What he learned 
from his cases was quickly transmitted t0 
the world through his respected leadership 
in scientific societies, 

“He was a founder and first president of 
the American Orthopsychiatric Association 
which followed his lead in opening full 
membership to the members of the clinical 
team and also to distinctive collaborators i? 
the community. . . . He was listened to 3 
the dean of his field. i 


1920-1921 the National Com- 
r Mental Hygiene planned an at- 
on delinquency, Dr. Healy served as 
and it was the pattern he developed 
was promulgated in this problem. 
Healy] was also the mentor for 
who “sat at his feet to study the field 
absorb his experience . . . They were 
different kinds of people because he 
‘devotee of the individual rather than 
m and helped shape each according to 
tential.” 

many ways,” Dr. Stevenson con- 
“Dr, Healy is immortal.” 


tablishment of a national program 
tic addiction was approved recently 
oard of Directors of the American 
Health Association. Prevention of 
read of drug addiction and the devel- 
of programs of rehabilitation for 
addicts are major goals of the program. 
Of the first steps will be the estab- 
nt of a professional information cen- 
information about every aspect of 

addiction can be collected. An- 
mmediate goal of the program will 
itate interprofessional communi- 
among the wide variety of disciplines 
king independently on narcotic 
Another goal will be a special 
of those rehabilitation programs 
em to offer promise of success. Also, 
l be a focus on feedback from re- 

Current practices in rehabilitation. 


FEDERATION ESTABLISHES 
NG HOUSE OF INFORMA- 
A 

Vorld Federation for Mental Health 
ed a clearing house of informa- 
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tion about activities in mental health all 
over the world. The system adopted en- 
ables whatever is known in the World Fed- 
eration’s office about current projects to be 
made known to inquirers on request. 

The Clearing House was designed pri- 
marily to cover activities undertaken in con- 
nection with World Mental Health Year, — 
but its scope is not limited to this, extend- 
ing to all relevant information reaching the 
World Federation's office. The following 
fields are included; basic and operational 
research; surveys; mental health service pro- 
motion; teaching programs in the mental 
health professions and other professions 
dealing with people; and parent education 
and counseling. 


NEW SOCIETY FORMED 


The Western Society for Existential Psy- 
chology and Psychiatry is being formed to 
scientifically study the newer concepts of 
Existence Analysis and Daseinanalysis, 
Those interested in possible participation 
may write to Dr. Arthur Burton, 5055 
Northlawn Drive, San Jose 30, Calif. 


ARTICLES SCHEDULED FOR 
PUBLICATION IN FUTURE ISSUES 
OF MENTAL HYGIENE 


Continuation of the Series of Studies Describing the 
Frequency of Mental Disease Among Ethnic and 
National Groups in the United States by Ben- 
jamin Malzberg. 

“The Etiology and Epidemiology of Mental Illness 
and Problems of Methodology: With Special Em- 
phasis on Schizophrenia” by Victor D. Sanua. 

“The Pharmacy: Unique Setting for Rehabilitation 
of Mental Patients” by James F. McCourt and 
George Goldstein. 

“Some Problems in the Development of Co-opera- 
tion between Mental Health and Community 
Welfare Programs” by Milton Wittman. 

“The Homeless Man: A Psychological Enigma” by 
Boris M. Levinson. 
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“Delinquency, Juvenile Courts and Chronic Unem- 
ployment” by Albert W. Silver. 

“On the Relationship Between Social Work, Reli- 
gion and Psychiatry” by Joseph H. Golner. 

“Some Reflections on Suicidal Tendencies Among 
College Students” by Leif J. Braaten. 

“Adaptive Patterns and Theoretical Implications of 
the Mother-Complex Housemother” by Morris 
Weinstein. 

“Child and Family Psychiatry Today: A New Look 
at Some Old Problems” by Nathan W, Ackerman, 

“Opportunities for School Psychologists in the 
Primary Prevention of Mental Disorders in Chil- 
dren” by Gerald Caplan. 

“Psychiatry in a Midwestern Metropolitan Commu- 
nity” by Carl P. Malmquist. 

“Employment After Psychiatric Hospitalization: An 
Orientation for Texas Employment Personnel” 
by Philip G. Hanson, Paul Rothaus, Sidney E. 
Cleveland, Dale L. Johnson and Daniel McCall. 

“Re-education for Living Through Experience” by 
Sol Richman. 

“Employer Attitudes, Discharged Patients and Job 
Durability” by Charles D. Whatley, Jr. 

“Quo Vadis I.Q.? Some Reflections on the Current 
Psychological Scene” by Boris M. Levinson. 

“The Psychiatric Patient and the State Vocational 
Rehabilitation Agency: A Nationwide Survey of 
State Agency Practices” by Harvey E. Wolfe, 
Leston L. Havens and Monica K, Jenks, 

“The Mental Health Program in a College Health 
Service” by Charles E. Llewellyn Jr., Elbert L. 
Persons and Caroline Helmick. 

“The Group Interview in Mental Health Research: 
Methodological Aspects of an Inquiry Among 
Prehospitalization Associates of Schizophrenics” 
by Steven Polgar and Jason Aronson. 

“A Study in Role Diffusion: The Chief and the 
Sergeant Face Retirement’ by Irvin D. Milowe. 

“Reception in a Psychiatric Outpatient Clinic” by 
Lillian E. Morrow, 

“A Simplified Approach to the Promotion of Voca- 
tional Adjustment in Mental Patients” by Sylvan 
S. Furman. 

“Adolescence in a Communal Society” by Joseph W. 
Eaton. 

“Identity and Ethnocentrism in American Negro 
College Students” by Robert L. Derbyshire and 

Eugene B. Brody. 

“Differential Teaching Techniques for Emotionally 
Disturbed Children” by Donald A. Leton. 


524 


“Alas! For the Moving Generation: An Essay on 
Residential Movement in the United States” by 
Ruth B. Caplan. 

“Freud’s Contributions to Psychiatry” by Philip 
F. D. Seitz. 

“Learning Mental Health Consultation, History and 
Problems” by I. N. Berlin. 

“Changing Perceptions of Mental Health” by Bry- 
ant M. Wedge. 

“Three Aspects of Psychiatric Rehabilitation at 
Fountain House” by John H. Beard, James R, 
Schmidt, Mary M. Smith and Jerry Dincin. 


“The Homosexual’s Image of Himself” by Lt. M. J. 


Horowitz. 

“The High Cost of Nonpsychiatric Care” by Charles 
E. Goshen, 

“Technical Alterations in the Psychotherapy with 
An Adolescnt Cerebral Palsy Patient” by Arnold 
S. Carson. 

“The Child Psychiatrist in a State Industrial School” 
by Povl W. Toussieng. 

“Psychiatric Consultation With Nurses on a Leu- 
kemia Service” by Abraham Wodinsky. 

“Unique Aspects of University Health Service Psy- 
chiatry” by Melvin L. Selzer. 

“Methodological Problems in Evaluating Follow-up 
Services to Psychiatric Patients” by Paul V. 
Lemkau. 

“Influences of Previous Help-Seeking Experiences 
on Applications for Psychotherapy” by Betty L. 
Kalis, Edith H., Freeman and M. Robert Harris. 

“The Nurse-Patient Relationship in a General Hos- 
pital” by John C. Nemiah. 

“Resistance to Psychological Care of Hospitalized 
Children; Observations on Socioprofessional Fac 
tors in the Resistance Process” by Arthur Stein. 

“A Tale of Moses: Postdoctoral Interlude” by At 
thur L. Rautman. 

“Symbiosis of Hospital and Community: Opinions 
of Residents, Employees and Volunteer Work 
ers” by Charles V. Lair and Allen W. Byrnes. 

“Psychiatry Re-enters the Community” by C. H 
Hardin Branch. ; 

“The Personal and Family Strength Research Proj- 
ects: Some Implications for the Therapist” bY 
Herbert A. Otto. 

“The Mental Health Professional in the Cont 
munity: Some Generalizations for Effectiveness 
by Allen Hodges. 

“Bilingualism: A Brief Review” by Kaoru Yamamoto. 

“Foster Homes for the Mentally Il” by Hele? 
Padula. 


i tae 


GERALD CAPLAN, M.D. 


“Primary prevention” is a public health 
term denoting measures to reduce the in- 
Cidence of a disorder in the community; 
amely, to lessen the rate of new cases of 
this disorder occurring during a specified 
period of time. 

In contrast to “secondary prevention,” 
Which aims at lowering the frequency of 
“Sick persons at a particular time by success- 
ful treatment of established cases prior to 
‘that time—so that the duration and there- 
fore the number of old cases is reduced— 
Primary prevention focuses not upon per- 
pons who are sick but upon those factors 
Which lead to sickness. 
hg present time we do not know the 
a ae of many mental disorders, but we 
y € some plausible assumptions regard- 
; E RN which are conducive or inimical 
Epon pe healthy functioning, and based 

ese it is possible to develop pro- 
k slams which may lower the risk of persons 
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in the primary prevention 


of mental disorders in children 


reacting to life experiences in a mentally 
unhealthy way. 

In the field of mental health a conceptual 
model borrowed from the field of physical 
nutrition is helpful in clarifying some basic 
issues. We can conceive of healthy person- 
ality development and the avoidance of 
mental disorders as depending upon the 
provision to the individual of adequate 
supplies—physical, psychosocial, and so- + 
ciocultural—which are appropriate to his 
successive phases of growth and develop- 
ment. £ 
Underprovision or overprovision of these ` 
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this. The way a mother copes with the 
crisis of the birth of a premature baby is 
much influenced by the reactions of her 
husband and other relatives, as well as by 
the behavior of the hospital nurses and 
doctors, and by the help she receives from 
public health nurses and pediatricians 
when she takes the baby home (4). The 
way a patient handles the crisis of a surgi- 
cal operation can be modified by the as- 
sistance he receives from doctors and nurses 
(9). The way a bereaved person handles 
the crisis of the removal by death of a loved 
one is influenced by the reactions of his 
family and social group and by the minis- 
trations of his priest or clergyman (12). 
This leads us to the realization that since 
life crisis involves not only the danger of 
provoking mental disorder but also an op- 
portunity for improved mental health, an 
important aspect of basic biopsychosocial 
supplies is training in crisis coping, and 
also the provision of services so that during 
inevitable crises individuals will receive 
appropriate material and psychological 
help to assist them to cope adequately with 
the current situation, and to improve their 
capacity to withstand future stress. 


IMPLICATIONS FOR PRIMARY 
PREVENTION IN SCHOOLS 


I. Ensuring adequate basic supplies 
` (A) Physical supplies 


Mens sana in corpora sano is an accepted 
slogan in most schools in this country, and 
there is little need to dwell here on this 
issue, which lies more in the province of the 
athletic coach, the school nurse, and the 
school doctor than in that of the psy- 
chologist. 

It may be relevant, however, to empha- 
size that those focused primarily on mental 
health must collaborate actively with the 
workers- mainly interested in physical 
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health. In such instances as inadequate 
nutrition of underprivileged children, dis- 
orders of vision and hearing, or culturally 
based prejudice against exercise, psycholo- 
gists should be alert to invoke the aid of 
the health workers for the benefit of chil- 
dren who have first come to their attention. 
It is also necessary to build up satisfactory 
relationships with the doctors and nurses 
so that they, in turn, will call upon the 
psychologist for advice and collaboration 
in cases of acute and chronic physical ill- 
ness. The treatment and rehabilitation 
of a physical defect usually carries with it 
the opportunity for primary prevention of 
psychological disorder. 


(B) Psychosocial supplies 


The provision of most of these supplies, 
such as love and: affection, a balance be- 
tween gratification and control of instinc- 
tual wishes, appropriate balance between 
support of dependent needs and the foster- 
ing of independence, and provision of per- 
sonality role models and a primary group 
as a basis for identity formation, etc., takes 
place outside the school in the family circle. 

On the other hand, especially in kinder- 
garten and the earlier grades, the school 
acts as an extension of the family group, 
the teacher being a supplementary parent 
figure, and the other children being acces- 
sory sibling figures who can complement 
and, if necessary, replace supplies which 
are inadequately provided at home. 

Later on, as children approach adoles- 
cence, teachers become important, non- 
parental role models, and the peer group of 
children becomes an essential reference 
group for the development of values which 
are incorporated as an enrichment of per- 
sonality. Throughout school life the in- 
terchange with teachers and other children 
provides an opportunity for developing in- 
terpersonal skills, and for the consensual 
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validation of a child’s feelings about his 
own identity. 


(C) Sociocultural supplies 


The school shares with the family the 
task of providing most of the basic socio- 
cultural supplies during childhood. Among 
community agencies, its role in this area is 
pre-eminent, and although religious and 
recreational agencies have their part to 
play, and general neighborhood and com- 
munity traditions and expectations have 
an important molding effect on the child's 
personality, it is the school, as the socializ- 
ing instrument of the community, which 
determines to a considerable extent how 
the child perceives the world and its prob- 
lems, and how he goes about dealing with 
them. 

The effect of the school on the child is 
partly cognitive—in developing and pat- 
terning his perceptual set and his methods 
of problem-solving. Many people believe 
that the basic function of the school is in 
teaching children how to think, which in 
turn influences how they act and react. 

Ojemann (18) has criticized the content 
and process of teaching which obtains in 
many schools in this country. He believes 
they encourage children to develop what he 
calls “a surface approach,” in which they 
react in judgmental and stereotyped ways 
to the manifestations of situations, includ- 
ing the actions of others. He has suggested 
alterations in the content of teaching ma- 
terials and in methods of teaching which 
foster a “causal orientation;” that is, an 
approach in which the child attempts to 
understand the causes of the phenomena 
he perceives, and to choose from among a 
range of alternatives those reactions which 
are in keeping with the complicated nature 
of the presenting situation. 

This “causal approach” is not taught as 
a special course but, as Ojemann has shown, 
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can be integrated in all phases of the school 
curriculum. He has evaluated the differ- 
ences in those children exposed to this type 
of teaching as compared to traditional in- 
struction, and he has shown that the former 
children are better able to deal with the 
confusion and ambiguity of a difficult prob- 
lem, and are more flexible in working out 
effective solutions—both of which have 
positive implications for crisis-coping. 

Ojemann’s work points to a significant 
role for school psychologists in collaborat- 
ing with educators, in order to modify 
teaching materials and methods so that 
children are better equipped with those 
problem-solving skills which will help them 
deal in a mentally healthy, reality-based 
way with future crisis situations. 

The contribution of the school to the 
personality development of children is, of 
course, not confined to the cognitive area. 
Both the inculcation of values, which in- 
fluence motivation, and the development 
of skills to master and exploit feeling are 
an essential aspect of education—the so- 
called character-building upon which good 
educators have always placed so much 
emphasis. In relation to improving a 
child’s capacity to deal in a mentally 
healthy way with life’s problems, particu- 
lar importance is to be ascribed to train- 
ing him to withstand frustration and anx- 
iety, to persevere with problem-solving in ~ 
the face of difficulty, to confront his prob- 
lems actively and maintain them in con- 
sciousness despite their unpleasantness, and 
to be able to ask for help and use it without 
a weakening loss of self-esteem. : 

The work of a group of psychologists as- 
sociated with the Bank Street School in 
New York, and reported by Barbara Biber 
(1) is a good example of the contribution 
of psychology to the understanding of the 
mental health implications of the total pat- 
tern of the educational process and of the 
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school setting (what Biber calls “the ‘organ- 
ized complexity’ of total school function- 
ing”) that includes not only intra-classroom 
processes but also the value system and psy- 
chological atmosphere of the school—“the 
interaction patterns among staff, between 
parents and school personnel, and between 
the school and its community.” 

Biber and her colleagues show how all 
these factors influence the molding of the 
child’s developing personality, with par- 
ticular reference to psychological resilience 
and robustness, which are not only a basis 
for effective functioning and creativity but 
also a bulwark against mental disorder. 

The work of Ojemann and Biber points 
to a significant role for psychologists in the 

school system as participant observers of 
school life with reference to its general 
implications for the present and future 
mental health of the children, and as re- 
source persons who can advise on modifica- 
tions which may improve the provision of 
psychosocial and sociocultural supplies. 

The primary actors in this process are 
the school administrators and teachers. 
They are the people who initiate and main- 
tain the educational program and deter- 
mine its setting, in response to their own 
personalities, training, and professional ex- 
perience, and to the prescriptions and de- 
mands of the community. They have al- 
ways been interested in the “character 
building” aspect of their work, and they 
have developed humanistic traditions to 
deal with this. 

In recent years many educators have be- 
come aware of the specialized researches 
and thinking of psychologists and would be 
interested in exploiting this added resource 
in developing new approaches to their edu- 
cational goals. On the other hand, psy- 
chologists must move cautiously in this 

area; first, because we are relative new- 
comers in this field and have as yet little 
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scientifically validated knowledge upon 
which to base specific advice; and second, 
because mental health, although our chief 
professional goal, is not the primary goal 
of education, and sometimes must yield 
precedence to other goals, such as technical 
proficiency or social conformity, which the 
community enjoins upon its school system. 

Moreover, administrators and educators 
may feel threatened by the demands of psy- 
chologists for changes in traditional pat- 
terns, and may be ambivalent and uncertain 
about possible unfortunate and unexpected 
side effects of changes which are advocated 
by those who lack expert knowledge of 
education. 

Nevertheless, psychologists may achieve 
major mental health goals if they can de- 
velop relationships of mutual trust with 
educators so that the latter will invoke 
their help in regard to adding a new mental 
health dimension to their planning and 
program management. The contribution 
of the psychologists will occasionally be in 
the form of specific advice about course 
or curriculum content and timing, but 
more often it will take the form of putting 
forward a point of view about the psycho- 
social and sociocultural needs of children 
which the educators may find useful in 
coming, on their own, to a more sophisti- 
cated decision. 

This point of view should, wherever pos- 
sible, be backed by communication of Te- 
search findings, such as those of Ojemann 
(13) and Biber (1), and this means that 
school psychologists should act as channels 
of information and as interpreters, to the 
educators, of significant research and profes- 
sional thinking gleaned from psychologi- 
cal and mental health literature, and from 
conferences of school psychologists. 

Psychologists who are interested in this 
approach may benefit from certain princi- 
ples and practices of community organiza- 
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tion which have been found useful in com- 
munity mental health. In this field we 
have discovered that in order to be optim- 
ally effective as professional consultants and 
expert resource persons, it is important not 
to campaign actively for our own goals with 
missionary or reforming zeal. Such be- 
havior tends to arouse resistance among 
members of other professions with different 
value systems and traditions. This is par- 
ticularly unfortunate if they happen to 
have not only the responsibility but the 
authority to reject discordant elements. 

Instead, we try to make ourselves avail- 
able to our colleagues and to offer help on 
their terms in relation to their current felt 
needs. Little by little, they learn what we 
have to offer, and begin to respect our com- 
petence and our point of view. We take 
care not to trespass beyond the boundaries 
of our sanctioned roles; that is, we do not 
tell them how they should manage their 
affairs, and we show our respect for their 
areas of professional competence by not 
presuming to judge their functioning. In- 
stead we stay strictly within the limits of 
what we have been specifically asked to do 
in the community by virtue of our own pro- 
fessional training and experience. 

On the other hand, we do try to arrange 
for our roles not to become circumscribed 
so that we get shut off ina corner. Instead, 
we try and obtain sanction to move rela- 
tively freely within the system, so that we 
can establish proximity with colleagues 
with whom we can interact and build up 
the mutually respectful relationship which 
is the essential prerequisite for being asked 
for meaningful consultation assistance. 

The permission to move around in the 
system is also important because it provides 
us with the opportunity to learn at first- 
hand how our colleagues perceive their 
problems and deal with them, since this 
knowledge is essential if we are eventually 
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to understand the inner meaning of the 
questions they ask us and the nature of those 
replies which will have significance for 
them. Probably the most important insight 
is that gaining the acceptance of members 
of another profession and learning how 
they operate within their system is often a 
lengthy process. It cannot be hurried. It 
is rarely a smooth process. 

We have to develop a common language, 
mutually acceptable ground rules of inter- 
action and behavioral cues, and free chan- 
nels of communication. We have to get to 
know and respect each other, which means 
that we have to overcome personal and 
cultural stereotypes that distort our view of 
each other. This is a two-way process and 
requires effort and patience on both sides. 
For instance, many teachers have the stereo- 
typed fantasy that psychologists are mind 
readers and will ferret out their personality 
weaknesses and their socially unacceptable 
instinctual desires. This naturally leads to 
some anxiety and defensiveness in relating 
to a psychologist. 

On the other hand, many psychologists 
imagine that teachers who do not share 
their systematic knowledge of the laws of 
psychology are ill-equipped to understand 
and deal with interpersonal matters. This 
may lead to a belittling attitude of supe- 
riority, which they may unsuccessfully try 
to hide, and which may blind them to the 
evidence that the teachers have their own 
conceptual systems for guiding their hand- 
ling of interpersonal transactions, which 
may not be so elegantly expressed as the psy- 
chologists’ but which in many cases may be 
not less effective as a basis for action. 


II. Helping children to cope with crisis 


In contrast with efforts to ensure ade- 
quate basic physical, psychosocial, and 
sociocultural supplies, which are long-con- 
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tinuing and are directed to the entire school 
community and its effect on all children, 
the present section deals with short-term 
activities focused upon specific children or 
groups of children, who are currently upset, 
or in whom it is possible to predict upset in 
the near future. 

There is a link between these short-term 
activities and the ongoing program of 
ameliorating the school environment, be- 
cause every individual case should also be 
considered in relation to its general implica- 
tions; and repetition of cases of similar 
types in certain grades or at characteristic 
times in the school year should always 
stimulate the consideration of general 
policy changes which may attenuate the 
hazards or challenges so that they may be 
less burdensome. It is not possible or 
desirable to prevent crisis altogether by 
obviating threat, loss, or challenge, but if 
these can be reduced in intensity or some- 
times postponed till individuals have 
acquired greater problem-solving capacity, 
there is more likelihood that the crisis will 
be adequately handled and will lead to a 
healthy outcome. 


(A) Identification of a crisis 


The recognition of crisis depends mainly 
upon observing signs of the relatively sud- 
den onset of cognitive and emotional dis- 
equilibrium in a child whose previous 
pattern of functioning was known to be 
fairly stable. Classroom teachers are in an 
excellent position to identify crises in their 
students because of their hour-by-hour and 
day-by-day observation of their behavior. 
A child’s functioning is not static. He 
shows minor variations of emotional re- 
sponse and cognitive effectiveness. Some 
children are more unstable in this respect 
than others. Teachers, however, learn the 
expectable and consistent styles of each of 
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their children, and can identify marked 
deviations when they occur. 

It is probable that crises only achieve 
significance as turning points in personality 
development when they have a duration of 
at least several days, and when their in- 
tensity is such as to lead to observable rise 
of tension, lowered effectiveness in learning, 
and signs of negative feelings, such as 
anxiety, depression, anger, shame, and guilt, 
which are not consonant with the current 
reality situation. 

Children in such states of turmoil should 
not be thought of as emotionally disordered 
or ill, even though they are cognitively and 
emotionally disturbed. This disturbance 
is the sign that they are wrestling with a 
problem which is, for the time being, in- 
soluble, and it usually does not last longer 
than four to six weeks. 

If a disturbance lasts for a longer period, 
it probably is not a crisis or reaction to a 
current problem, but is a true emotional 
disorder, which represents a stabilized out- 
come of a crisis. Temporary crisis upsets 
occur both in mentally healthy and men- 
tally unhealthy children. It is therefore 
sometimes difficult to differentiate a crisis 
in a neurotic child from some endoge- 
nously provoked exacerbation of his chronic 
symptoms. 

Most psychological screening instruments 
will not differentiate children in crisis from 
those with stable emotional disorders, so 
any systematic screening program, such as 
that developed in California (2,3) will 
screen out not only the emotionally dis- 
ordered but also those children who happen 
to be in crisis at the time. 

Identification of crisis is facilitated not 
only by observing the response of a child, 
but also by knowing that he is currently 
confronted by the loss or threat of loss of a 
source of basic biopsychosocial supplies, or 
by a challenge which burdens his readily 
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available resources. Similar environmental 
situations will not evoke crisis in all chil- 
dren, since the subjective meaning of the 
situation will vary from child to child be- 
cause of his cultural and personal back- 
ground, and because some children may 
have learned in the past to handle such a 
situation with relative ease. 

It is possible, however, to identify situa- 
tions which are likely to provoke crisis 
in a significant proportion of children, and 
this enables us more easily to diagnose that 
certain behavioral upsets are likely to be 
signs of crisis, and also to predict that when 
such situations occur, a certain number of 
children will become upset. 

As previously indicated, these hazardous 
or challenging situations are of two main 
types—regularly occurring biopsychosocial 
transitional points and accidental happen- 
ings. The so-called developmental crises 
occur both in relation to expectable endoge- 
nous changes associated with biological and 
psychological growth and development 
phases which are more or less linked with 
chronological age, such as the stages of 
personality development described by Freud 
(8), Piaget (14) and Erickson (7), and also 
in relation to the regular succession of 
events associated with a child’s school 
career, such as the transition period on 
entering kindergarten, between kindergar- 
ten and first grade, on leaving the early 
grades (usually during fourth grade), be- 
tween junior high and senior high, during 
the last year before college, etc. A survey 
of a school population should show a num- 
ber of regularly occurring peaks in the in- 
cidence of children in crisis related to the 
consonance of transitional periods in bio- 
psychological and school career develop- 
ment phases. 

Superimposed upon these will be the ac- 
cidental situations: (a) family problems 
associated with such events as illness or 
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death of a family member, birth of a sibling, 
economic insecurity, change of father's job, 
mother going out to work, change of ad- 
dress to a new neighborhood, etc.; (b) per- 
sonal illness of the child, which may be 
hazardous in itself and may be associated 
with added burdens because he may miss 
critical learning opportunities which may 
not be repeated; and (c) problems in school, 
such as status or prestige change due to 
academic or athletic failure or success, loss 
of relationship with a significant teacher 
or a school friend because of illness or 
death or because of moving to another class, 
etc. 


(B) The role of the school psychologist 


The preventive activities of school psy- 
chologists in relation to crises in children 
can be considered under three headings: (1) 
Direct action (2) Indirect action and (8) 
Research. 


(1) Direct action 


Here the psychologist intervenes directly 
with individual children or groups of chil- 
dren, either while they are in crisis, which 
is called “preventive intervention,” or 
before a crisis occurs, which is called “anti- 
cipatory guidance” or “emotional inocula- 
tion.” 


(Ja) Preventive intervention 


The psychologist may intervene in the 
case of an individual child during a crisis, 
or he may deal with a group of children, 
all of whom may be in crisis because of a 
common hazard or challenge, such as an 
impending exam or the problems of 
transition between high school and col- 
lege. 
“Fhe essence of preventive intervention 
is that the psychologist knows enough 
about patterns of effective and ineffective 
coping that he can identify among chil- 
dren in crisis those who are using poor 
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coping mechanisms, and with whom he 
then interacts, so as to influence them to 
adopt more effective coping patterns. 
Klein and Lindemann (11) have de- 
scribed some of the techniques involved, 
and I have discussed certain of the 
practical issues in my recent book 
An Approach to Community Mental 
Health (4). 

It appears that every situation of 
hazard or challenge is associated with its 
own characteristic succession of psycholo- 
gical tasks, which the child must master 
in the appropriate order in order to deal 
effectively with the total situation (10). 
Psychologists are building up a fund of 
knowledge derived from apaia with 
various crisis situations and the range of 
reactions to them, and on the basis of 
this knowledge they are learning to iden- 
tify unhealthy responses and are working 
out the details of alternative mechanisms 
which they influence the children to 
utilize. 

This influence is partly educational 
and partly psychotherapeutic; it is ener- 
gized by an ego-supportive relationship 
between psychologist and child, and the 
leverage of this is used to direct the child 
to confront his crisis tasks in a reality- 
based way.. We still do not know much 
about this process, and there is a need for 
further research and empirical trial. 

In addition to the detailed responses 
which are specific to each crisis situation, 
we have reason to believe that there are 
certain global paseri of coping that 
appear applicable to most crises (5), and 
that can be recognized to be adaptive or 
maladaptive. In general, the psychologist 
should influence children to confront 
their crisis problems actively rather than 
to evade or deny them, which implies 
maintaining the problem in conscious- 

ness, actively collecting information about 
the factors involved and how to deal with 
them both by personal observation and 
thinking and by asking others who have 
been through the experience or who 
know of people who have. 

The psychologist should influence the 
children to allow themselves to feel and 
express the negative feelings associated 
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with the crisis, rather than suppress or 
deny them. He should counteract any 
marked tendency to release tension by 
blaming others or themselves for the dif- 
ficulty. He should assist the children to 
master their expressed feelings both by 
their own efforts, and in interaction with 
himself and with significant others in 
their environment. He should help the 
children become aware of their state of 
fatigue and manage their coping efforts 
ey so that they take sufficient 
rest periods, and yet so that they return 
to dealing with the problems as soon as 
they have recovered their strength. 

The psychologist should also influence 
the children in crisis to ask for ap- 
propriate help from their families, 
teachers, and friends, both in handling 
feelings and in dealing with the material 
aspects of their tasks; and he should be 
especially active both in encouraging the 
children and in influencing their families 
and friends in those cases where he sees 
any reluctance to ask for help or to offer 
it. 


Wherever possible, the psychologist 
should intervene not only with the chil- 
dren in crisis but also with their families, 
to whom he should offer his support and 
active guidance (7). 

_ Many of these suggestions for crisis 
Intervention are probably what most 
psychologists might spontaneously think 
of doing in offering a human helping 
hand to an upset child and his family. It 
is hoped that as we get more experience 
in this field, and as we subject the process 
of preventive intervention to further de- 
tailed scrutiny, we may refine our techni- 
ques. ‘The measures I have suggested are 
derived from researches we have con- 
ducted at Harvard School of Public 
Health on families dealing with the crisis 
of the birth of a premature baby (4, 5, 
10) from Lindemann’s studies on the crisis 
of bereavement (12), from the researches 
of Janis on the responses of adult patients 
to surgical operations (9), and from a 
study of the reactions of high school 
students coping with the anticipation of 
college, carried out by Silber, Hambur 

and their colleagues at the NIMH (15). 
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It will be noted that I do not advocate 
trying to uncover the causes for poor 
coping, as one might do in analytic psy- 
chotherapy. The essence of preventive 
intervention is to ameliorate the final 
common path of the coping mechanisms 
by “here and now” influence, which alters 
the child’s thinking and behavior, rather 
than to identify and influence the under- 
lying causes of these mechanisms. 

It is important that the child should 
behave adaptively, and not that we or 
he should understand why he was pre- 
viously behaving maladaptively. During 
crisis his coping is the end result of a 
multitude of factors pushing and pulling 
him in various directions. Our minimal 
intervention brings this balance of forces 
down in a healthy direction. We are 
enabled to do so in most cases, despite 
all the counterbalancing forces in his 
past experience and personality, because 
we are intervening at the crucial moment 
when the iron is hot, and when he is most 
susceptible to short-term influence. The 
same influence exerted when the child is 
not in crisis would have very little effect 
on his behavior or attitudes. 


(1b) Anticipatory guidance or 
emotional inoculation 


Identification of regularly var 
hazardous situations in the life of schoo 
children allows us to focus our tt 
attention on populations of children who, 
in the near future, will be exposed to the 
risk of crisis, e.g., children about to enter 
kindergarten or high school, or children 
facing the uncertainties of attempting to 
get into college. 

Not all children in the populations 
will react with crisis, but on the basis of 
past studies psychologists may be able to 
predict what proportion of them will 
suffer. If the rate of crisis is likely to be 
significantly high, the psychologists may 
decide to intervene ahead of time in order 
to prepare the children to cope more 
adequately with the situation when it 
arises. 


In addition to dealing with predictable _ 


hazards by means of this group approach, 
psychologists may be alert to Fentify 
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ahead of time stress situations in individ- 
ual children, such as a child who has to 
enter hospital for elective surgery, or a 
child who faces impending separation 
from a parent—a father who may have to 
go out of the country on military service, 
or a mother who may have to enter a 
tuberculosis sanitorium, etc. 

Lindemann has shown that the psycho- 
logical work of mourning by means of 
which a bereaved person adjusts to the 
removal from his life of a loved one, who 
is a source of satisfaction of his basic 
psychological supplies, may sometimes be 
partially accomplished before the death 
occurs. He calls this “anticipatory 
mourning” (12). There is some evidence 
that bereavement is a more difficult crisis 
to cope with if the death is unexpected, 
and if anticipatory mourning cannot take 
place. 

Janis (9), studying the adjustment of 
patients to surgical operations, found 
that those with the most successful psy- 
chological outcome had accomplished a 
certain amount of active worrying before 
the operation, so that when the real crisis 
began they had already achieved some 
mastery of their feelings of fear and © 
frustration. He suggested the term 
“emotional inoculation” for active in- 
tervention with patients before their 
operations in order to stimulate them to 
carry out some anticipatory “worry 
work. 
In public health, anticipatory guidance 
has long been used, especially in well- 
baby clinics to pepe young mothers 
for predictable problems which they will 
probably have as their babies grow and 
develop, and in prenatal clinics to pre- 

are pregnant women for the stress of 
abor and delivery (4). 

Psychologists may base, themselves 
upon these and similar studies and prac- 
tices in working out rocedures 0 fo- 
cused intervention with individuals or 
groups of children before a crisis. ‘The 
essential element in this method is to 
arouse ahead of time as vivid an anticipa- 
tion as possible of the details of the 
predictable hazard or challenge and of 
the unpleasant emotions and fantasies 
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which are likely to accompany it, while at 
the same time offering support and 
guidance in the rehearsal of ways in 
which these stresses and strains may be 
handled. 

If carried out successfully, the term 
“inoculation” is a most appropriate 
name for the process, since what is in- 
volved is the introduction of an at- 
tenuated stress which stimulates the 
development of a protective response 
that subsequently can be used to counter- 
act the greater stress of the real-life crisis 
situation, 

The main technical problem is how to 
evoke ahead of time a vivid foretaste of 
the real experience. The further away 
the crisis is, and the more alien from the 
child’s past experience, the harder this is 
to do, The use of emotionally toned 
words and detailed step-by-step descrip- 
tions are useful in individual and group 
discussions, and psychologists who are 
skilled in the technique may utilize the 
dramatic impact of role-playing. 

Some workers may be concerned about 
overdoing this type of approach and 
scaring the children unduly by under- 
lining the gory details, but this is rarely 
a serious danger, since a competent psy- 
chologist will be observing carefully the 
effect of his efforts on the children, and 
he will be active in offering support in 
handling their reactions. Some children, 
who are excessive worriers, may not be 
suitable for this procedure, and in their 
cases it may even be appropriate to reduce 
their anxieties ahead of time in order to 
help them achieve the self-confidence to 
master the crisis problems. 

In all cases it is important to help the 
children gain a realistic view of what is 
likely to happen and to free them from 
the exaggerations produced by fantasy 
elaborations. It is also important to 
underline the availability of help and 
support during the crisis itself, and to 
stimulate a hopeful outlook by discussing 
the limited nature of the difficulties; that 
is, by counteracting any tendency to 
stereotype a possible bad outcome as an 
inevitably global catastrophe. 4 

The best time to do anticipatory guid- 
ance is when some current event is evok- 
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ing feelings similar to what can be pre- 
dicted for the main crisis, which means 
that the feelings are being stimulated by 
real experience rather than artificially by 
discussion. For instance, in a recent pro- 
gram of anticipatory guidance for Peace 
Corps volunteers the feelings of depriva- 
tion aroused in them by parting from 
family and home town fiends when 
coming to their training center provided 
a realistic foretaste of the more intense 
feelings of isolation and loneliness they 
could imagine they would feel when they 
would go overseas on their assignment. 
A discussion of the future situation there- 
fore used their current feelings as a mean- 
ingful take-off point. 

Another strategic time to do anticipa- 
tory guidance is in the earliest stages of 
the crisis, or immediately prior to its 
onset. At this time the impact of the 
stress is beginning, but it is not yet over- 

wering. This is a transitional stage 

etween anticipatory guidance and pre- 
ventive intervention. 

From a certain point of view, all pre- 
ventive intervention can well be con- 
sidered anticipatory guidance for future 
crises, since we must remember that we 
are intervening currently, not merely to 
help someone cope with the present 
difficulty, but also—and perhaps most 
important—to help him develop healthy 
coping skills which may enable him to 
withstand possible greater stress in his 
future life. 


(2) Indirect action 


Here the psychologist attempts to pro- 
vide emotional support and guidance 
for children in crisis, not by interacting 
himself directly with them, but by stimu- 
lating and guiding the other school 
workers to do so—mainly the educators, 
but also the school nurses, doctors and 
guidance personnel. He may accomplish 
this in three main ways, by: (a) teacher 
training, (b) training of educational 
supervisors, and (c) consultation and 
collaboration. In order to save time we 
will focus only upon the interaction with 
educators. Similar principles apply to 
interaction with the other workers. 


Opportunities for school psychologists 


(2a) Teacher training 


Psychologists should, wherever pos- 
sible, communicate appropriate knowl- 
edge about crisis-coping patterns of 
children and about methods of preven- 
tive intervention and anticipatory guid- 
ance to school teachers—both through 
participation in preprofessional training 
and also in on-the-job training of school 
staff. A basic tenet of the community 
approach is that, wherever possible, pre- 
ventive work should be carried out by the 
large number of nonspecialized line 
workers rather than be restricted to the 
highly trained specialists who are always 
too few in number to cover the field. 

In the schools, the classroom teachers 
are the most appropriately placed 
workers to identify the early stages of 
crisis in children, and they can often 
intervene effectively by offering adult 
support and guidance at the most stra- 
tegic time. In fact, many teachers do 
this every day without any special realiza- 
tion of the mental health implications of 
their help. 

Psychologists can introduce some pro- 
fessional self-awareness into this process 
by sharing with teachers our increasing 
body of specific knowledge in this field, 
and by so doing enhance what is cur- 
rently going on. 

In this endeavor there is the possibility 
of a significant danger which must be 
consciously avoided. It is important that 
the psychologists take care not to in- 
fluence teachers to utilize techniques 
which are not in keeping with their tra- 
ditional teaching role. It would be most 
unfortunate if teachers felt impelled to 
become psychotherapists, or to act as 
proxy psychologists. The best safeguard 
against this is for psychologists to pro- 
vide teachers with information about the 
relation of crisis-coping and mental 
health and about adjustive and malad- 
justive coping patterns, and leave the 
working out of techniques of preventive 
and anticipatory guidance to the teachers 
themselves. 

This approach may be usefully aug- 
mented by learning how certain gifted 
teachers handle these problems, either in 
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the classroom or with individual chil- 
dren, and then communicating this to 
other teachers as an example of effective 
preventive work which they may try. 


(2b) Training of educational 
supervisors 


The approach here is similar to that 
with teachers. It is singled out for spe- 
cial mention only to emphasize that in 
order to maximize the effect of his efforts, 
the psychologist should always try and 
operate, as it were, “upstream.” The 
supervisory group in the school system 
must be convinced of the importance 
of primary prevention so that they 
will sanction and encourage the teachers 
to engage in such activity. The psycholo- 
gist should focus as much effort as pos- 
sible on adding to their knowledge, so 
that they in turn can disseminate the in- 
formation to their teachers. 


(2c) Consultation and collaboration 


Adding to the knowledge of teachers 
and supervisors will lead to best results 
in practice if the psychologist freely of- 
fers his services to support, guide, and, 
if necessary, collaborate with them in im- 
plementing their developing insights and 
skills in relation to specific children. In 
their early attempts at preventive activity 
teachers may wish the psychologist to 
share responsibility for the case in point. 

A child or a group of children may be 
dealt with separately or jointly by both 
teacher and psychologist. If they work 
separately, the psychologist should spend 
a significant part of his time telling the 
teacher what he is doing, and invoking 
the teacher's supplementary assistance. 
With increasing experience the teacher 
may take over more and more responsi- 
bility for future cases, and may work out 
techniques of his own. 
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Eventually the teacher may ask only 
for consultation help when he encounters 
an especially complicated case, although 
the psychologist should always offer to 
“backstop” him by sharing responsibility 
or accepting all the responsibility for a 
really difficult problem. 

I haye discussed techniques of consulta- 
tion fully elsewhere (6). Although my 
present paper makes so brief a mention 
of this technique, I believe that it should 
be a major focus of effort among school 
psychologists. 


(3) Research 


I do not wish to end this paper without 
making brief reference to the research role 
of school psychologists in the field of pri- 
mary prevention, I hope that some school 
systems will provide the necessary person- 
nel and funds to allow the carrying out of 
formal projects with adequate research de- 
sign. I envisage that more commonly the 
nature of the job demands will be such that 
psychologists will be operating mainly as 
practitioners and will have little time or 
energy for research. 

I do believe, however, that alert, inter- 
ested, and sophisticated practitioners can 
make major contributions to knowledge by 
informal studies, or at least by studies 
which are not rigorously designed. There 
is, at present, a tremendous need for ex- 
ploratory investigation in this field, and no 
group is more strategically placed than 
school psychologists to undertake this task. 
This is especially the case in California, 
where the work of Bower, Lambert, and 
their colleagues has blazed so important a 
trail. 

I have time only to mention four topics 
which seem especially appropriate to ex- 
plore at the present time:— 


(A) A survey of the types of situation 
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which recur in the school setting as pre- 
cipitators of crisis, and the characteristics 
of the children in whom these situations 
most commonly provoke crisis, in regard to 
such variables as age, sex, socioeconomic 
class, and ethnic background. 

(B) Follow-up studies of coping patterns 
of children in successive crises of different 
types, to see whether there are consistent 
styles of coping, and whether, and under 
what circumstances, changes in style occur. 

(C) Development of improved methods 
of preventive intervention and anticipatory 
guidance by psychologists and teachers, and 
definition and description of the tech- 
niques. 

(D) A preliminary approach to evaluat- 
ing the results of intervention techniques in 
relation to changes in patterns of coping 
with future crises, and in relation, to 
changes in general behavior in the school 
setting. 
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Child and family psychiatry today: 


A new look at some old problems 


Psychiatry, as a special phase of medicine 
and the healing arts, has an ancient back- 
ground, 

Modern dynamic psychiatry, however, is 
something else again. By every measure, 
it is a young science, far younger, for ex- 
ample, than physics and chemistry. But 
the psychiatry of children is even more re- 
cent. Dating back roughly some 40 years 
in this country, its beginnings can be traced 
to the establishment of demonstration 
clinics under the banner of the old Na- 
tional Committee for Mental Hygiene. In 
this short span, remarkable advances have 
been recorded in the understanding of the 
emotional development of the child in ill- 
ness and in health. 


Dr. Ackerman is clinical professor of psychiatry, 
Columbia University; supervising and research psy- 
chiatrist, Family Mental Health Clinic, Jewish 
Family Service, and director of professional pro- 
gram, Family Institute, Inc., New York City. 
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There is this paradox however: the very 
proof of advancing maturity in this field is 
the increasing clarity, confidence, and 
frankness with which we are now able to 
define persistent gaps in knowledge and 
recognize the weaknesses and limitations 
of conventional procedures of child therapy. 
With these developments comes a changing 
orientation to the tasks of child and family 
guidance. 

Today, the fluid state of the entire field 
of mental health practices for children is 
amply attested to in the extraordinary 
range of studies which find their way into 
the literature—studies in child development 
and child psychopathology, and studies in 
the applied fields of childrearing and child 
therapy. ‘ 

The impact of new perspectives can be 
discerned in two important ways: the ex- 
panding knowledge of the psychiatry of 
children exerts a catalytic influence on the 
evolving principles and practices of the 
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psychiatry of adults; and again, the in- 


creased knowledge of the psychiatry of 
children stirs into being a new dimension 
in mental health—the psychiatry and ther- 
apy of the family unit. Within this frame- 
work, there arises a powerful impetus to 
appraise components of health as well as 


illness, to conceptualize the dynamics of. 


individual personality within the dynamics 
of the family group, and to co-ordinate the 
knowledge of the psychopathology of child 
and adult. 

Following this line of thinking, it is 
reasonable to expect that an emerging so- 
cial psychology and social psychopathology 
of family life will feed back and enrich both 
the psychiatry of children and the psychiatry 
of adults, With this broader viewpoint, a 
new look at old problems seems timely; it 
raises significant questions concerning our 
point of view toward some basic proposi- 
tions in the emotional life, of children. 

(1). The historically patterned concep- 
tion of the child as individual is, in some 
respects, incomplete and inaccurate. In 
the light of our growing understanding of 
child development, we now require a more 
precise conceptualization of the intercon- 
nections between the processes of individua- 
tion of personality and the parallel proc- 
esses of joining and individuation in family 
relationships. 

Emotional weaning and the cultivation 
of individuality do not mean isolation. 
They mean the gradual acquisition of 
Strength, not by way of independence, but 
rather by the achievement of an appropri- 
ate level of interpendence. The child is 
part of the family, as the family is part of 
him. By the same token, the adult, too, is 
a part of the family, and family and society 
are a part of him. 

(2). For a further advance in the psy- 
chopathology of childhood, we now need 
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a theoretical model, a standard, for healthy 
child development. But this, in turn, rests 
on our ability to design a parallel model 
for the stages of healthy family develop- 
ment. In other words, the pathogenic 
components of development must be viewed 
within a broader frame of total develop- 
ment, and the sick parts seen in relation 
to the preserved healthy parts of growth, 
both in the child and in the family as a 
whole. 

(3). The existing systems of classifica- 
tions of psychiatric disorders of childhood 
need to be amended so as to encompass the 
organic unity of child and family. Family 
type must be correlated with child type. 
Only in this way will diagnosis become 
specifically useful in the planning of 
therapy. 

(4). The contemporary theories and prac- 
tices of child therapy must be amended so 
that child and family may be treated as a 
single entity, rather than piecing them 
apart. 

(5). Prevention of mental disorders in 
childhood becomes feasible only as we in- 
tervene on clusters of persons who share 
emotion, identity, and the struggle with 
danger and conflict. An effective social 
action program would need to merge the 
goals of education, therapy and prevention. 
This is best done by focusing on the family 
as the unit of health. 

The issues are complex, We are con- 
fronted by critical problems; the road 
ahead is a hazardous one. It might profit 
us, however, to try to glimpse some of the 
sources of difficulty. In the never-ending 
struggle to design a more accurate con- 
ceptual scheme within which to delineate 
the problems of child psychiatry, we are 
caught in a vicious cycle. In order to 
break out of this chain, we must search out 
the weaker links. The discovery of one 
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such link facilitates the discovery of others. 
And so, ultimately, we may break our way 
out of the trap. 

In the work of theory-making there is no 
end. In the midst of this labor, if one finds 
one’s head is muddled, it is often useful to 
erase the whole thing and start fresh, In 
struggling with the inadequacies of the 
present-day theoretical foundations of child 
psychiatry, this is a lesson to be borne in 
mind. 

We'may relieve our minds of clutter and 
once again make a clean beginning if we 
admit that culturally habituated styles of 
thinking block our path. One such cul- 
tural impediment is the persistent habit of 
dichotomizing organism and environment. 
In the realm of behavior theory, this is a 
perpetual dilemma. There is still far too 
much tendency to treat this as an either/or 
problem. 

In the extreme, theorists divide them- 
selves into two broad classes: the organicists 
and the environmentalists. Of course, in 
sophisticated professional discussion, we 
give lip service to the broader point of 
view, to the indivisible unity of organism 
and environment. Nevertheless, by sheer 
inertia, the bad habits of thinking and the 
related biases persist. 

To fortify our immunity against this de- 
fective form of thinking, we need to be fore- 
warned and forearmed. We will be 
strengthened in this objective if we give 
specific recognition to an important cul- 
tural source of the tendency to split’ or- 
ganism and environment; namely, the col- 
lective response to the ever-present prob- 
lem of human suffering. 

Throughout history, the patterned cul- 
tural reactions to suffering have been 
loaded with superstition, magic belief and 
prejudice. In the western community, we 
point with pride to the conquest of super- 
stition by scientific enlightenment. How- 
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ever, in the area of the group response to 
the suffering associated with mental sick- 
ness, this clearly is not so. 

In all cultures, including our own, feel- 
ings about suffering connected with mental 
illness continue to be profoundly influenced 
by magic belief and prejudice. What is 
different in western society js this: the ad- 
vent of modern science has merely driven 
underground these same tendencies to 
magic superstition and prejudice; they have 
taken on a more subtle disguise. 

Whenever, in life, a human being suffers 
or is maimed physically or mentally, in- 
evitably the question arises: who should 
be blamed, who should pay the penalty— 
the individual, the family, or the commun- 
ity? 

The response to the threatened indict- 
ment is a defensive one. At every level of 
society, there is the inevitable pressure to 
fend off blame and guilt, to displace and 
project the responsibility—in other words, 
to seek out a scapegoat. This is invariably 
what happens when injury and, suffering 
come to any human being. 

When the victim is a helpless child, the 
protective reactions, the defense against 
guilt, the projection of blame and the re- 
lated scapegoating, are all the more intense 
and dramatic. When a child is hurt, all of 
society feels distressed. | Unconsciously, 
every part of the community and every 
single individual take their share of the 
guilt and blame. At the same time, there 
is a powerful defensive force that expresses 
itself in the urge to deny the blame, project 
the guilt and pin the crime on a scapegoat.’ 
When a child is afflicted with mental suf- 
fering, whom shall we punish—the child 
himself, his mother, his family, or society 
at large? 

It is this culturally conditioned, magic, 
superstitious response to human suffering 
and the associated prejudice and scapegoat- 


ing that reinforce a persistent pattern of 
ambivalence. I believe this is one root of 
our confused thinking about the causation 
of mental illness. It perpetuates a defensive 
and fuzzy conceptualization of the relative 
roles of individual and group. 

It is easy to trace the vicissitudes of such 
ambivalence and scapegoating in the daily 
practices of child psychiatry. The social 
community holds the mother responsible. 
The mother blames the child; the child 
blames and punishes some part of himself. 
He counterattacks and tries to push the 
blame back to mother. In another varia- 
tion, mother attacks father. Father may 
take the blame, punish the child, or do 
both. Finally, in another variation, the 
parents turn about to blame society itself. 
This is passing the buck on a truly grand 
scale. It is a vicious cycle. 

Two considerations stand out sharply: 


(1). Our ambivalent resistance to examin- 
ing the causative role of the group environ- 
ment; and, as’a result, a persistent lag in 
our understanding of the transactional re- 
lations of individual and environment; 


(2). The child complies compulsively to 
accusations of blame; he therefore inflicts 
pain and suffering on himself. Of all mem- 
bers of the family group, the child is the 
most exposed, the least defended and there- 
fore the most readily victimized. Beyond 
the child, the next most exposed family 
member is the mother herself. She too is 
vulnerable and is scapegoated. 

In the cultural patterning of mental 
health services, we professionals have uncon- 
sciously participated in this vicious cycle 
of blame and penalization. Since we are 
part of the same culture, we have unwit- 
tingly complied with and fortified this un- 
rational trend toward scapegoating and 
alienation in family relationships. 

As indicated, one result of this undercur- 
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rent of ambivalence is the confusion that 
surrounds the whole question of causation 
of mental breakdown, especially in the case 
of a child. 

Thus far, we have not been clear as to 
how far the child is individual, how far the 
child is part of the family, and how far the 
family is part of the child. We have stud- 
ied the individual personality of the child, 
the child in the family, and now we come 
to the recognition of the need to study the 
dynamics of the whole family. In the effort 
to build a more accurate theoretical basis 
for clinical operations in child psychiatry, 
we need to re-examine the root issues. 

Up to now we have viewed the many de- 
terminants in a hierarchical series: hered- 
ity, constitution, embryonal factors, the 
central nervous system, the physiology, the 
stages of development as defined by the or- 
ganization of basic drives, the patterning 
of personality, and, finally, the interactional 
relations between child and environment. 

The path of theoretical movement has 
been from inside, outward. We moved con- 
ceptually from the determining forces of 
the internal environment of the living or- 
ganism to the factors in the external en- 
vironment, We examined the influence of 
the parent as an external agent acting upon 
the child’s personality. 

Following that, we moved a step further 
in trying to understand the circularity of - 
influence in child-parent relations—the par- 
ent acting upon child, the child acting 
upon parent. And now, finally, we have 
joined the child and parent to family and 
to the wider environment. 

Thus far, we have not succeeded in 
achieving a clear definition of each link in 
the chain of causation, nor have we been 
able to design an elegant synthesis, a uni- 
tary scheme, within which we can more 
adequately define the circular relations 
among the various etiological components. 
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From this standpoint, we are gradually 
shifting from a linear concept of causation 
to a circular one—we think of multiple and 
circular causation rather than of one-to- 
one cause and effect relationships. Within 
this frame, we embrace the specific and 
nonspecific, direct and indirect elements of 
causation. 

We move steadily toward a unitary and 
ecologically oriented theory of causation, 
incorporating the principle of homeostasis 
of behavior. It is in this sense that we pre- 
dict that in the coming years we shall be 
talking less of child psychiatry and more of 
family psychiatry. 

It would be useful, now, to cite a group 
of clinical observations which document the 
validity of the above principles: 

(1). The emergence of a psychiatric dis- 
order in a child is regularly preceded by 
family conflict. There is a demonstrable 
correlation between the conflicts of the 
child and the conflicts of the family group. 
The failure of healthy emotional develop- 
ment and the emergence of specific psychia- 
tric disabilities in the child’s personality is 
a functional expression of the emotional 
warp of the entire family. 

In other words, specific distortions in psy- 
chosocial development of the family entity 
bring about specific distortions in the emer- 
gence of the child’s personality. Once the 
disorder is internalized, the ongoing emo- 
tional interaction of child and family affects 
the whole destiny of the child’s illness. 

(2). Specific identifiable warps in the 
evolution of the marital and parental union 
are followed by a subtle process of displace- 
ment and division of these pathogenic 
trends among the children. The path- 
ology of the children is not only a response 
to the individual personalities of the two 
parents, but also to a distortion in the 
evolving identity representations of the 
joined marital and parental pair. In a 
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single set of children, one is most severely 
damaged emotionally; another less so; and 
a third, relatively healthy, personifying the 
preserved potential for growth in the 
family. 

(3). If the child is treated and the dis- 
order of family ignored, the child again 
falls ill. 

(4). If the child gets better, other mem- 
bers of the family may get either better or 
worse. If the child becomes less anxious, 
less conflicted and better integrated, the 
mother and other family members may also 
show a reduction in conflict and anxiety. 
On the other hand, if the emotional needs 
of other family members compete with the 
child’s needs, as this child improves the 
others may get worse. 

(5). The existence of conflict and anx- 
iety in other family members may block 
progress of the child’s therapy, especially if 
the child is the emotional pawn of the un- 
resolved conflicts of the two parents. If the 
change in the child’s behavior alters the 
pre-existing balance between the two par- 
ents, the defensive response of the parents 
may retard the child’s progress. In some 
cases, when child and mother have im- 
proved, the father gets worse. 

(6). A disturbed child is often not cured 
in a single course of psychotherapy, re- 
gardless of the depth and intensity of the 
treatment. At a given stage of his develop- 
ment, the child may be able successfully to 
confront certain conflicts, and yet, at a later 
stage, may not be prepared to face new 
kinds of life problems. A disturbance may 
occur again since prior therapy does not 
prepare the child for dealing with later 
problems, nor does it provide any lasting 
immunity. This is all the more likely to 
be the case where a pattern of family dis- 
order persists, 

(7). Over the stretch of time, the inter- 
vention of professional influence over 
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family affairs, whether this be on the part 
of a therapist, teacher, pediatrician or 
nurse, has the effect of modifying pre-exist- 
ing family relationships and this, in turn, 
alters the behavioral response of the child. 

(8). In mental health work, when one is 
able to involve the family in a comprehen- 
sive program, one is better able to join the 
goals of psychotherapy with the goals of 
prevention and the goals of childrearing 
and education. This is especially relevant 
for the prevention of emotional disorders 
in younger siblings. 

In respect to these principles, there is 
one overriding factor that must qualify our 
view of the relevant processes. In our time, 
the impact of revolutionary social change 
induces a profound shift in the configura- 
‘tions of family living. As a matter of 
principle, specific configurations of conflict 
and specific patterns of coping with con- 
flict are transmitted, through time, across 
three generations. 

In our era of revolutionary social and 
cultural change, the balance is altered so 
that, comparatively speaking, the longi- 
tudinal determining influence of the con- 
flicts and the patterns of coping become less 
potent than the influence of the peer group 
association. 

In our day, both in the younger and 
older generations, in child and parent, the 
emotional integration of family members 
into the social network reflects the con- 
tagious force of particular ways of perceiv- 
ing conflict experience and also certain 
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ways of defensive struggle with these same 
conflicts. 

In our country, there has been a long 
tradition of respect for the importance of 
the environmental factors influencing child 
personality. Wide recognition has been 
given to the principle that the organization 
of child personality is critically dependent 
on the climate of the family relations. It 
is all the more interesting, therefore, that 
the behavior of family as family has not 
been the subject of more rigorous scientific 
research. 

Up to now, the evaluation of the dyna- 
mics of the family entity itself has been 
rather intuitive and judgmental—not at all 
systematic in the scientific sense. By tra- 
dition, the study of human adaptation and 
associated conditions of health and illness 
has tended to gravitate to one of two ex- 
tremes: either to the processes of individual 
personality or to those of society. 

Accordingly, parallel advances have been 
made in individual psychology and in 
the science of culture. This is a strange 
contradiction at the very least. The family 
as a system of behavior offers a unique chal- 
lenge for study. The family is the unit of 
experience, of health and of illness. It is 
a live, biosocial phenomenon with defin- 
able psychodynamic properties of its own. 

The lag in the systematic examination of 
the family phenomenon is all the more 
striking when one recognizes it as the criti- 
cal link between the internal forces of per- 
sonality and the wider forces of culture. 


545 


SEWARD HILTNER, Px.D. 


By 


SERMON TEXT: Luke 11:20. “But if it is by 
the finger of God that I cast 
out demons, then the king- 
dom of God has come upon 
you.” 


DEMONS VERSUS THE FINGER OF GOD 


The story from the eleventh chapter of the 
Gospel according to Luke is about the na- 
ture of the Kingdom of God. As the ac- 
count opens, Jesus has just finished an act 
of exorcism. A man who was unable to 
speak had been healed. The gift of lan- 
guage was restored to him. The demon that 
had inhibited his communication was 
‘driven out, as demonstrated by actual 
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Mental health— 
the finger of God 


speech on the part of the formerly dumb 
man. 

Since this healing had occurred in a pub- 
lic place, apparently numbers of people wit- 
nessed the transformation. All of them, 
says the story, “marveled” at it. Some of 
the witnesses, it further appears, were of a 
heckling disposition. So they asked Jesus 
to “show cause,” as we would say, against 
their conclusion that the ability to drive out 
a little demon is evidence that one is in 
league with the head demon. This tactic, 
of charging guilt by association, unfor- 
tunately did not end with the reply made by 
Jesus in this story. 

In his answer to the charge of guilt by 
association with the principal demon, Jesus 
went far beyond mere defense or denial. 
The head demon, he implied, would 
naturally be in favor of the demonic status 
quo. He would have no motive for driving 
out any particular demon. On the contrary, 
if a troublesome demon is driven out—and 


driven out for the sake of what we now call 
“mental health”—it i is through a power that 
_is opposed to demons. And if it succeeds 
in casting out the demon, the presumption 


T precisely this, implied Jesus, that is true. 
T God is far stronger than even the prince of 
‘demons. It is through his strength that 
f such demons are cast out. When one is 
A fully convinced that God is against such 
Í demons, and has the power to cast them out, 
then he has already begun to enter into 
| God’s Kingdom. 

As Jesus gives this reply to his hecklers, 
“the phrase that strikes us most forcibly is, 
“By the finger of God.” In using this 
phrase, Jesus is quoting Scripture. To be 
exact, he is quoting from the eighth chapter 
of Exodus. In that part of the book of 
‘Exodus, the ancient Hebrew people are 
Teported as impatient against their captivity 
in Egypt. In their impatience, the story as- 
Serts, they are joined by God, who has sent a 
‘plague of gnats upon the country as a sign 
to the Pharaoh to let the Jews go free lest a 
‘Greater punishment come upon the land of 
Egypt. 

At this point the Egyptian bureaucrats 
Of the day felt threatened. If they lost the 
Jews, the labor market would skyrocket. 
mo they appealed for help to the ancient 
uivalent of Ph.D.’s—they are called “ma- 
Bicians” in the text—to produce a plague 
of gnats on their own, and thus demonstrate 
m to the Pharaoh that he could ignore the 
Warning from God. But apparently the 
Magicians had not done enough pure re- 
arch ahead of time, for they could pro- 
duce nio gnats. Yet their degrees must have 
taught them something at least about 


(Of their researches, they reported this duti- 
‘ ‘fully at headquarters. Their report con- 
cluded with an interpretation, when they 
* Warned the Pharaoh not to underestimate 


"is that it is stronger than the demon. It is | 


' Scientific honesty; for, realizing the failure , 
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the opposition. “This,” they said, “is by 
the finger of God.” 

The force behind this metaphor may be 
felt more accurately if one recalls Michel- 
angelo’s picture of God with the finger 
extended toward the viewer. When Jesus. 
says, in our story, that it is “by the finger 
of God” that he has cast out the evil demon, 
what he has in mind is triumph; for the 
Hebrew people did finally escape from their 
captivity in Egypt. Whenever there is 
release from that which has bound a man, 
or a people, there is evidence of “the finger 
of God” at work. ; 

There is something in both these stories 
—from the Old and the New Testaments— 
that is especially appealing to the pragmatic 
American mind. When we see a good thing 
done, such as the release of the dumb man 
from his speechlessness, we may recognize 


-it and think gratefully of what made it 


possible: “the finger of God.” For the 
moment, we need not have doubts about 
whether this man will use his renewed 
speaking ability for good ends or bad. 
That is another question. The ability to 
speak is good in itself. So we rejoice in its 
restoration, and in the God by whose finger 
it is effected. 


THE DEMON THEORY IN JESUS’ STORY 


All these references to liberation, release, 
and restoration are appealing. But what 
about the demons? Why did Jesus have to 
put the story in terms of demons? Has it 
not been a major forward step in civiliza- 
tion for us to get rid of demon theories? 
Granted that Jesus may have used language 
and thought-forms that enabled him to 
communicate with the people of his day, 
should we not now say as little about this 
part of the story as possible? 

I agree entirely with the intent of this 
criticism. The demon theory, especially as 
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it was used later on, did serve as a barrier 
to exploring the natural causes of illness, 
including mental illness. It is, in fact, a 
major triumph of civilization to have re- 
placed such literalistic demon theories with 
concepts of illness and disease which can be 
studied and, therefore, very often cured or 
alleviated. Nothing that is said here should 
give any aid or comfort to any one who may 
wish to resuscitate literal demon theories 
that stand against scientific explanations of 
illness and other human evils. 

But if we stop there, we should miss 
entirely the meaning of demons in Jesus’ 
story. Let us attempt, first, to place our- 
selves back in that ancient world before any 
one knew that aphasia (or speechlessness) 
might arise from paralysis in the nerves or 
inhibitions in the feelings as well as from 
obstructions in the throat. Let us further 
suppose ourselves as encountering, on the 
street, the very man whom Jesus was later 
to heal. We say to him, “Good morning,” 
or more probably, “Peace be with you,” 
as was the ancient custom. But he does not 
reply. Rebuffed, we say it again, in a louder 
tone, so that he can not possibly contend 
that he failed to hear us. 

He does hear us, for he nods his head 
and perhaps wiggles his ears. But still he 
makes no answer. In that ancient world, 
we would have passed on, convinced that 
he did not reply because he willed not to 
reply. Thus, we should go off believing 
that he had rebuffed us out of plain malice. 

Unless there were some obstruction in the 
man’s throat plain to the casual eye, we and 
all who saw this man, would conclude that 
he was dumb because he willed not to talk. 
To say the least, that interpretation would 
reduce considerably the man’s chances of 
living to a ripe old age. 

But the real situation in the ancient world 
was different. If we were transported back 
to that real world and encountered such a 
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man with our ”Peace be with you,” and he 
nodded but did not speak, we would in 
fact say to ourselves, “Poor fellow, he is 
possessed by a demon.” That is, our in- 
terpretation about his possession by a de- 
mon would alter our interpretation of his 
behavior in a humane direction. 

We would recognize implicitly that he, 
the essential person or self, might indeed 


wish to speak to us and that his inability _ 


to speak might run directly counter to his 
intention and desire. Thus we would not 
interpret his aphasia as malice, but rather 
as evidence of possession, that is, of some- 
thing having power over him different from 
his essential self. 

Let me admit that the demon theory, 
even in the ancient world, had many side 
effects that were evil. It was often con- 
cluded that, since a person was felt to be 
possessed by a demon, the best thing others 
could do was to keep as far away from him 
as possible lest they too become possessed 
of demons. Thus, demon theory did contri- 
bute to alienation of many people. And we 
know now that alienation makes mental 
illness worse. 

But those evil side effects of the demon 
theory in the ancient world should not 
obscure the principal positive function it 
performed. It made a distinction between 
what the central or essential person could 
control and what he could not. 
demon theory performed a function then 
(excluding the side effects) that is similar 
to the function performed today by our 
best theories of mental illness. 

Whatever the specific factors in mental 
illness, they do not constitute or make up 
the whole person who has the illness. The 
person is more and deeper than his illness. 
Thus, the first effect of the illness idea is 
that the person did not produce it willfully 


or with malice. This kind of function in ; 


the ancient world, in the absence of natural © 


Thus the 


= 
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causation theories of mental illness, was 
performed by the demon theory. 

When Jesus is reported, then, as in the 
present story, as casting out a demon, the 
first thing to be noted is the attitude that 
is evident toward the person. This attitude 
is compassion, not blame. It assumes that 
the man fails to speak because he cannot 
speak, and not because he will not speak. 
Whatever makes him speechless is, in some 
way, alien to the center or focus of him. 
The not-speaking is not itself the man’s 
center or self. Whatever it is that cuts the 
man off from speaking, and thus from social 
communication with his fellows, it is not a 
complete and whole decision made by the 
essence of the man. It is therefore alien to 
his focal self, however powerful it may be. 
It is, in fact, an enemy of the man’s will 
and not its servant. 

Every mention by Jesus of demons, as 
reported to us, is in this same spirit of 
compassion that distinguishes the essential 
man and his will from the forces that hold 
him enthralled. When he confronted the 
mentally ill Gadarene, for instance, he 
asked the question, “What is your name?” 
And the Gadarene answered, “Legion,” 
that is, a thousand. 

The significance of this question and 
answer is that the question could not have 
been addressed to demons, nor answered 
by them, because only a man who was 
recognized to have a self deeper than his 
demons could be aware that he was pos- 
Sessed by a thousand demons. Therefore 
the question was posed to the real man, op- 
pressed but not obscured by the demons, 
and it was this same man who could say he 
had a thousand demons. But a man who 
knows he has a thousand demons is not 
just the sum of the thousand demons. 

Thus the demon theory, in the ancient 
world and especially as used by Jesus, per- 
formed the primary function of urging 
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compassion in attitude toward sufferers 
whose basic selves were not responsible for 
their condition. However we conceive the 
factors that make people ill, it is not malice 
on their part. They are, in some significant 
sense, victims. Victims demand of us com- 
passion and an attempt to help, not aliena- 
tion and blame. The first test of any theory 
of human conduct is whether it elicits 
compassion. 


OUR HERITAGE FROM THE 
DEMON THEORY 


The idea of “victim” may serve as a tran- 
sition from considering the meaning of 
demons in the ancient world to that of the 
present day. What is our proper heritage 
from the ancient demon theory? Some of it 
is still, let us confess at once, from the 
wrong side of demon theory. As the re- 
cent important study Action for Mental 
Health makes clear, a major reason we have 
not made the progress that ‘is possible in 
alleviating mental illness and helping the 
mentally ill is that we still feel they are 
alien, removed, detached and apart from 
the rest of us. 7 

Our natural compassion is inhibited by 
our fear; our fear makes us hopeless; and 
hopelessness breeds fatalistic acquiescence 
to the status quo. Precisely at the time 
when we know far more about how to help 
the mentally ill than ever before, this old 
aspect of the demon theory rises up to give 
us the false conclusions that the mentally 
ill are utterly different from us, that they 
are not worth helping, and that they could 
not be helped anyhow. All these points 
are wrong. The mentally ill can be helped; 
they are worth helping; and they are not as 
different from the rest of us as we should 
like to think. 

With this aspect of the demon heritage 
we can have no sympathy. In ancient or 
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modern times, it is inhuman because it 
increases the alienation, cuts down thé 
compassion, and above all gives us the 
illusion that we are somehow not respon- 
sible, But we are responsible. 

The very center of meaning of ancient 
demon theory, however, is another matter. 
This heritage may be found in three positive 
and related points. First, man is divided, 
in conflict, not whole. 

There are parts or segments of man that 
are alien to his proper center. Although 
such a word may be chilling to the super- 
ficial optimist, it is good news to every one 
else. For it means that, no matter how 
divided and alien and foreign a man may 
appear, this part of him is not the whole 
of him. The real person, whether he is a 
patient at a mental hospital, or is you or 
me, is more and deeper than the part that 
causes trouble. This message is, in the 
best sense, reassuring. It helps us to help 
ourselves, and it impels us to help others 
both because they are worth it and because 
help is possible. 

Second, the start of man’s troubles is 
outside himself, according to demon theory. 
The “start” should be underlined twice. 
For this assertion does not mean that man 
can handle his troubles by blaming them on 
the outside world. It does mean that sheer 
perversity on his part did not initiate them. 

The sheer fact is that the person who is 
now too inwardly fearful to let himself 
become involved in a positive human rela- 
tionship started in this direction because, 
in early life, some one else failed to give 
him the more or less unconditional love he 
needed as a baby. Indeed, if one reads 
much of the modern literature on child care 
with his other eye on demon theory, he 
finds that some modern experts regard 
parents as the true demons of the modern 
world. They are shown as hating their 
children, or loving them in the wrong way, 
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or of not providing proper guidance and 
protection—all of which may become a 
form of name-calling or, in our language 
of this discourse, “demon-calling.” 

Yet reflection shows that there is never 
an answer in the ascription of blame. If 
Johnny withdraws because mother failed 
to love him, then who did what to mother 
so she could not ‘love Johnny? The mes- 
sage here is not blame of any one, but the 
clear recognition that every one, mother 
and Johnny and grandparents, began their 
difficulties because of something some one 
else did or failed to do. What they, later 
on, may do about it is quite a different 
question. J 

A child reared without love will not be 
helped to take responsibility for his own 
future by convincing himself falsely that 
his parents were perfect. He must learn to 
be honest about how his problem got 
started. But such honesty is not the shuf- 
fling off of his own responsibility by blam- 
ing others. If he now knows the ill that 
was done him, the he who knows it is no 
longer the him to whom it was first done. 
True responsibility is future-oriented. But 
this is not achieved by obscuring the past. 

The demon theory is still relevant, then, 
in the two ways that have been suggested: 
it shows that we are all divided and in con- 
flict but that our central self is more than 
our trouble; and it shows that the trouble 
began from outside and not from sheer 
perversity on our part. 

There is another inheritance from demon 
theory, perhaps the most important of all. 

Third, the difficulty, although it begins 
from outside, insinuates itself into us 
and tries to make itself indistinguishable _ 
from our real selves. If we know truly 
that the demon is not all of us, and that we 
did not start it to work, half its power is 
gone. The demon, well-aware of this, goes 
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into high gear to make us lose these distinc- 
tions, in both ourselves and others. 

Let us give this behavior of demons a 
rough test in ourselves. Suppose that, 
tomorrow, you or I meet a person who, for 
example, seems supremely phlegmatic, or 
detached, or withdrawn. Is it not our first 
reaction to think and feel, “This person is 
phlegmatic, withdrawn, detached?” And 
is it not likely that only later will we correct 
that first response and remind ourselves 
that the real person, the essential self, is 
very probably different from this appear- 
ance? That he probably, inside, feels wist- 
ful and alone and afraid—and that, at the 
same time, he has not completely given up 
hope of disentangling his real self from the 
protective detachment to which he has 
become accustomed? 

If we can remember this, fully and in 
time, then blame turns to compassion, 
alienation to concern, and our feeling of 
strangeness to an active support of those 
persons whose skill and kindness can bring 
restoration. 


FAITH IN THE FINGER OF GOD 


Jesus said, “. . . if it is by the finger of God 
that I cast out demons, then is the kingdom 
of God come upon you.” If you and I can 
acknowledge that whatever we and others 
do to restore health, to heal alienation and 
to foster positive human relationships is by 
the loving power of God, then we are, ac- 
cording to Jesus, at the threshold of the 
Kingdom. 

Here the metaphor of the finger has a 
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hidden meaning. We may be supported, 


as the Bible says elsewhere, by “God's 
hand.” And we may pray confidently that 
“God's right arm” shall shield us. But it 
is God's finger, even “the finger of God” 
that is strong enough to help us drive out 
our demons. When one youngster boasts to 
another that he could lick him with one 
arm tied behind his back, he is not making 
a prediction but is asserting what he hopes 
is strength in reserve. Even God’s finger 
can take care of the demons, provided its 
power is acknowledged and received, 

At the very end of the reading from the 
eleventh chapter of Luke, a woman spoke 
out to Jesus. She was manifestly an ad- 
mirer and not one of the hecklers. She 
said, “Blessed is the womb that bore you, 
and the breasts that you sucked.” In other 
words, it is as if she said, in modern Jan- 
guage: “I agree so strongly with everything 
you have said that I hereby jump on your 
bandwagon.” But Jesus was not in the 
bandwagon business. Admiration was no 
substitute for acknowledging the power of 
God. 

So Jesus replied, “Blessed rather are 
those who hear the word of God and keep 
it.” If we can believe what he said, even 
homage to him is not a substitute for faith 
in the finger of God. For where the finger 
has cast out a demon, there also is the word 
of God which we may hear. God acts— 
both in word and in finger. When we re- 
spond, we act in faith, and by the finger of 
God the demons are cast out. 
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“The great end of life is not knowledge but action——” 


THomas Henry HUXLEY 


The psychiatric patient and the 


state vocational rehabilitation agency: 
A nationwide survey of 
state agency practices 


INTRODUCTION 


The rehabilitation of the mentally ill pa- 
tient is the newest major opportunity for 
state vocational rehabilitation agencies. 
Just how this challenging opportunity 
is being met has been difficult to determine 
because nationwide research on agency 
work with the psychiatric patient has been 
limited (3, 4, 5). For this reason it was de- 
cided to investigate the present-day accom- 
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plishments in psychiatric rehabilitation 
among the state agencies, and the resulting 
service patterns. 

Attention has been increasing on this 
disability group since the enactment of fed- 
eral legislation allowing state vocational 
rehabilitation agencies to become active 
with the mentally disabled. The progress 
noted in our survey and problems ensuing 
will be cited under two major headings: 


I. Patterns and problems of organization 
of mental disability services in the state 
agencies: 

A. Separate autonomous units (as exist i 
for the blind in many States) versus — 
incorporation into existing state vo- 
cational rehabilitation agencies, ; 

B. Problems of eligibility for service by — 
the state vocational rehabilitation 
agency. j 
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State vocational rehabilitation agency 


C. When is the psychiatric patient re- 
habilitated? When should his case be 
closed by the state agency? 

D. How should aftercare services be pro- 
vided? 

E. How should counseling and other 
services be handled? (Should psychi- 
atric cases be served in mixed case- 
loads or should special counselors 
handle only psychiatric cases?) 

F. How large an investment should the 
state vocational rehabilitation agency 
make in mental disability cases? 


II. Relationships to outside agencies: 

A. State hospitals (organization and ad- 
ministration of vocational rehabilita- 
tion services). 

B. State employment services (co-opera- 
tive relationships with state voca- 
tional rehabilitation agencies and 
state hospitals). 

C. Special facilities, their organization 
and purpose (day hospitals, night 
hospitals, halfway houses, psychiatric 
services in general hospitals, family 
services, outpatient clinics). 


Procedure 


Wolfe, in April, 1961, after publish- 
ing an article describing a state hospital 
program at Longview State Hospital in 
Cincinnati, Ohio (4), decided to explore state 
Vocational rehabilitation agencies’ reactions 
to this approach. A letter, enclosing this 
article, was sent to state vocational rehabili- 
tation directors. A review of the article 
Was requested to determine how the voca- 
tional rehabilitation approach at Longview 
State Hospital was compatible with the 
thinking in their agencies. 

Thirty-seven, or 75.5 per cent of the states 
sent in first-letter responses indicating their 
reactions. Many reports were detailed and 
rich in content. Six additional responses 
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were received after a follow-up letter was 
sent. Only six states never replied. 

On May 29, 1962, a questionnaire was 
distributed to clarify some of the material 
received from the initial open-ended sur- 
vey. 

The questionnaire was directed to state 
vocational rehabilitation directors for com- 
pletion by them or by a designated staff 
member. It consisted of 15 statements or 
questions to be answered by “yes” or “no,” 
and one question to be answered in terms 
of months. All were on one side of a 
standard-size page, with an additional page 
provided to allow for comments (by “item 
number” or “other”). An addressed, 
stamped envelope was enclosed and respon- 
dents were promised a composite of results 
after tabulation. 

First-letter replies were received from 
forty-six, or 92 per cent, of the states. After 
about one month, a follow-up letter was 
sent and four additional replies, making up 
a total of 100 per cent, were received. One 
state did not answer our questionnaire; in- 
stead, they sent us a summary of psychiatric 
rehabilitation information they had gath- 
ered earlier. Questionnaires were also com- 
pleted by the District of Columbia, Puerto 
Rico, Guam, and the Virgin Islands, al- 
though, for uniformity, only states are used 
in the final tabulation. Comments were 
received from 29 states.t 


Results and Discussion 


The distribution of answers to the ques- 
tionnaire is given in Table 1. 

The trends emerging from the responses 
lend themselves to organization under the 
two headings: (1) How are mental disability 
services within the state vocational rehabili- 


n Mammal 


1 The six states that never replied to the first inquiry 
were among the very first to return the question- 
naire! 
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TABLE 1 


Tabulation of questionnaire 


< There is a state supervisor or co-ordinator for the vocational 


rehabilitation of the mentally ill. 


2. There is a special unit (or units) for working with this 
disability group. 

3. A counselor (or counselors) is functioning full-time at (with 
office at) the state hospital (or hospitals), 

4. Counselors carry full-time psychiatric case loads but are not 
exclusively at the state hospital. 

5. Counselors carry partial pychiatric case loads, 

6. The counselor servicing psychiatric cases reports directly to 
his district office, 

7. Vocational rehabilitation units are operated by the state 
agency at the state hospital. 

8. Does the state rehabilitation agency do direct vocational 
placement with psychiatric cases? 

9. The state employment service is an effective resource for 
the vocational placement of psychiatric cases. 

10. Arrangements are made for continuity of supportive services 


16. 


for psychiatric clients whose cases have been closed (referral 
to family services, community clinics, hospital outpatient 
departments, etc.), 


. Some type of “half-way houses” are used in rehabilitation 


process for psychiatric cases. 


. The state vocational rehabilitation agency operates some 


type of “half-way house.” 


. Are night hospital facilities available? (Night hospitals) 
. For most psychiatric cases, where training is indicated, 


specific training for a new job is employed. 


. Vocational Rehabilitation Administration grants working 


with state hospitals are in operation. 
Approximately how long does the state agency follow up the 
suitably placed psychiatric case before closure? 


yes 29; no 20; ?_G be 
yes 26; no 23; AER a 
yes 29; no 20; ? b 
ysl; nosti 2; bg 
yes 44; no 5; gaa b 


yes 44; -no 5; ? = b 
yes 19; no29; ? oz b 
yer 4835) i o dey b 


yes 19; no 22; ? 1; bl 


yes 42; no 5 ? l; b 
yes 21; no 27; ae. 


yes 8 no4l; ?_ 5 
yes 25; no 20; ? 


yes 41; no 8; 


g 


yes 16; no 32; AE m 
“Range: I-16 months. 
Average: 3- 6 months. 


Pr 5. 


* b indicates “no answer.” 


tation agency being organized? (2) What 
are the state vocational rehabilitation 
agency’s relationship to outside agencies? 


ORGANIZATION OF MENTAL 
DISABILITY SERVICES IN 

THE STATE AGENCY i 

Olshansky (3) feels that mental disability 
services should be organized as a separate 
entity because of the nature of the problem 
and because of the intensive, long-term serv- 
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ices needed by this disability group. This 
is currently being done in the case of the 
blind in many states; as a result there are 
two administrative units, generally in differ- 
ent state departments, operating under the 
same public laws and often competing for 
state funds. 
The majority of state administrators ap’ 
pear to feel that the mental disability serv- 
ice should be developed within the regular 
state vocational rehabilitation agencies. 


State vocational rehabilitation agency 


The chief differences occur in terms of the 
best functional structure within the state 
agency itself. 

At present, about 60 per cent of the states 
have some sort of special supervisor or co- 
ordinator for the psychiatric-disability 
group. Twenty-nine states answered “yes” 
to this question; a thirtieth stated that it 
was in next year’s budget. A few states in- 
dicated that the special supervisor also had 
responsibilities with other groups, such as 
the mentally retarded. Current thinking 
clearly indicates acceptance of the need for 
some co-ordinator or specialist to assure 
movement and provide specialized help 
with psychiatric cases. 

The need for a state-level psychiatric con- 
sultant is also becoming accepted. In order 
to facilitate psychiatric review of cases, 
many states also have local psychiatric con- 
sultants at the district office level. In these 
states the chief consultant provides general 
guidance and administrative supervision to 
the local consultants in order to develop 
uniform criteria for accepting and handling 
the cases throughout the rehabilitation 
process. 

The state consultant will generally have 
a line relationship with local psychiatric 
consultants and a staff relationship with 
the state co-ordinator. The state co-ordi- 
nator may have either a line or staff rela- 
tionship with psychiatric counselors, de- 
pending on the organizational structure. 

The idea of assigning counselors to state 
hospitals on a part- or full-time basis seems 
now to be more general than the develop- 
ment of rehabilitation units within the 
hospitals. 

Special disability units, where they oc- 
cur, are organized in several ways. They 
can be part of the district office organiza- 
tion with line responsibility resting with 
the district supervisor, and the state co- 
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ordinator acting as a consultant to the unit. 
The unit also can be under the direct super- 
vision of the co-ordinator. 

Another possibility exists where the unit 
functions in a hospital setting with adminis- 
trative supervision falling to the clinical 
director or superintendent. Five states re- 
ported that their psychiatric counselors 
were not responsible to the district office. 

Vocational rehabilitation units operated 
at the state hospitals by the state vocational 
rehabilitation agencies were reported by 19 
states. Several other states indicated that 
such units were being considered. A defi- 
nite sharing of responsibility by the state 
hospital and the state vocational rehabili- 
tation agency seems indicated. 

About 60 per cent of the states indicated 
that counselors were functioning full-time 
within state hospitals. Many of these states, 
however, reported that this was being done 
at only some of the state hospitals. Sixteen 
states reported that counselors carry full- 
time psychiatric case loads but are not ex- 
clusively at the state hospitals. 

Some administrators are against full-time 
counselors at the state hospital because they 
feel this mitigates against the hospital ex- 
pansion of services into the community and 
keeps it a kingdom unto itself. They feel 
that the counselor must establish the image 
of himself as a vocational liaison with the 
community rather than become too identi- 
fied with the internal hospital structure. 
Forty-four states said they had some coun- 
selors carrying partial psychiatric case loads. 
One state stressed that the entire staff 
should bear the responsibility for psychia- 
tric rehabilitation. 

It has been reported that it is extremely 
difficult for the counselor with a partial 
psychiatric case load to gain full team ac- 
ceptance at the hospital. To be successful, 
any counselor working within a hospital 
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must have full administrative acceptance, 
be able to show continually that he has a 
valuable contribution to make to the hos- 
pital program and be able, through special 
knowledge and personality make-up, effec- 
tively to find his place with often already- 
conflicting disciplines (social service, psy- 
chologists, psychiatrists, etc.). 


Eligibility, Closure and Aftercare 


The problem of eligibility for service by 
the state vocational rehabilitation agency 
is a big one, and, in addition, the meaning 
of successful rehabilitation cannot be easily 
interpreted. Age, the background of the 
client, the vocational possibilities of the 
area must all be carefully considered in 
each individual case. Obviously, these 
criteria cannot be reduced to a formula; 
thus, the flexibility, confidence, and back- 
ground of the counselor making the de- 
termination remains the critical factor. 

The suitably placed psychiatric case must, 
by statute, be followed by the state agency 
for at least 30 days. This is obviously in- 
sufficient for most cases, and the range in- 
dicated by the states was from one to sixteen 
months, with three to six months being the 
average. Major determinants are the avail- 
ability of suitable supportive resources in 
the community and vocational rehabilita- 
tion agencies, and communication between 
them. 

With reference to supportive services, 
the mention of an effective state hospital 
outpatient department or organization was 
conspicuously absent. The reference to 
night hospitals was exceptionally high, with 
25 states mentioning at least a partial avail- 
ability of this resource. One cannot help 
but comment on the wide band of services 
referred to as a “night hospital,” ranging 
from merely having the patient return to 
sleep on his original ward to a separate 
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therapeutic unit providing the whole ga- 
mut of supportive services. Experience 
leads to the speculation that many of the 
mentioned night hospitals would probably 
fall near the beginning of this spectrum. 
Some of the states, in their eagerness for 4 

program development, are usurping a sub- 
stantial amount of the responsibility which 
should be but often is not assumed by the 
state hospital. Relieving the state hospital 
from full participation in the vocational 
rehabilitation of its patients is poor econ- 
omy and not sound medicine. 


How much of an investment is it profitable 

for the state vocational rehabilitation 

agency to make? What services should it 
provide? 


A question was asked as to whether train- 
ing for a new job was employed in most 
psychiatric cases where training was indi- 
cated. Forty-one states replied yes, Job 
upgrading, in many cases, is a long-term 
proposition and requires a large investment 
of counselor time and services. It is likely 
that most of the training is of the work 
adjustment type (development of work 
habits, socialization, work tolerance, etc.) 
or some type of “brush-up” in specific skills 
like shorthand or typing. 

One wonders how much’ vocational in- 
eptness may contribute to emotional break- 
down. The day of the unskilled laborer in 
our society is passing, so the individual 
must be trained to survive. Plainly, many 
people cannot gain the requisite skills with- 
out considerable help. 

A few states are planning considerable 
emphasis on specific trade training; for ex- A 
ample, in carpentry, sheet metal work, elec- 
tronics, automobile repair, welding, plumb- 
ing, etc. 

Obviously with the pressure for services 
to the psychiatric patient and the huge x 


gaps in their actual provision, the state vo- 
_ cational rehabilitation agencies are being 
pressed into providing services of many 
new types. A large number of needed serv- 
| ices can most profitably be purchased for 
_, patients from resources available in the 
community; e.g., all sorts of higher type 
clerical skills. Buying them from the com- 
munity should be considered in individual 
cases because of the added value of draw- 
ing the patient away from the hospital. 
Much added social support can sometimes 
_ be found for the patient through this sort 
of community-oriented planning. 

It is also poor economy to attempt in any 
way to duplicate resources that are already 
available and adequate. 

The state vocational rehabilitation agency 
can, through its relationships with industry, 
promote definite on-the-job training for 
selected patients. This is being done every 
day for employees routinely hired. 

All but one state indicated that they do 
vocational placement. Whether they do 
a or not, it is actually their statutory respon- 
sibility. The state employment services, in 
_ general, were not thought to be effective re- 
© sources in psychiatric job placement by 22 
| States. Eight others answered with a ques- 
_ tion mark or left the question blank. 

, What role should the state employment 
i service play? In widely scattered areas, the 
» state employment services were reported as 
useful, well-integrated members of the vo- 


the authors’ experiences, they have proved 
very effective. Under such circumstances 
~ it appears more profitable for the state vo- 
_ Cational rehabilitation agency to attempt 
_ to “beef up” the state employment agency's 
Services and psychiatric placement through 
Co-operative efforts, rather than to try to 
duplicate potential service. Several states 
already have tri-agency agreements to at- 
. tempt this, among the state vocational 
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rehabilitation agency, the state hospital 
and the state employment service. 


THE RELATIONSHIP OF THE STATE 
VOCATIONAL REHABILITATION 
AGENCY TO OUTSIDE AGENCIES 


What should the state vocational rehabili- 
tation agency’s relationship be to the state 
hospital? This has been covered earlier, 
and the idea of assigning counselors ap- 
pears more prevalent than the development 
of rehabilitation programs within the state 
hospitals. Several states have effective hos- 
pital programs not attempting to duplicate 
state vocational rehabilitation services but 
channeling mutual efforts and resources 
into a maximum productivity. 

In these programs the state hospital vo- 
cational rehabilitation specialist works co- 
operatively with state vocational rehabili- 
tation, with each providing the services for 
which they are best equipped. State hospi- 
tal resources (4, 5, 6, 7) are brought into 
play, assisting with evaluation, work adjust- 
ment, brush-up training, development of 
work tolerance, day and night hospitals, etc. 

Vocational Rehabilitation Administra- 
tion research and demonstration grants can 
be useful in generating activity and de- 
veloping services, if these grants are not 
used as a two or three-year escape or dodge 
from a serious problem. State and local 
mental health associations frequently also 
can provide the catalytic action necessary 
for the initiation of programs. 

In some states the legislatures have pro- 
vided generously for the state hospitals and 
have permitted the realization of the poten- 
tialities for rehabilitation present in even 
large custodial institutions. 

Special facilities, such as day hospitals, 
night hospitals, half-way houses, are becom- 
ing increasingly the vogue. The state vo- 
cational rehabilitation agency should care- 
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fully examine and evaluate all of these 
developments, as should local and state 
mental health associations. 

The day hospital within the state hospi- 
tal has many positive values as a place for 
the treatment of the patient who is able to 
return home at night. A vocational re- 
habilitation specialist should definitely be 
a consultant for such programs. The day 
hospital should not be a refuge for patients 
to get together to play cards and indulge in 
arts and crafts. This is sometimes the case. 

To be useful, the day hospital must pro- 
vide a well-structured psychiatrically-ori- 
ented program for the patient. Its main 
purpose should be to foster confidence and 
useful relationships. The good day hospi- 
tal must be multidisciplinary, and the vo- 
cational rehabilitation specialist has a defi- 
nite, important role to play. It must also 
be suitably located in terms of patient 
access. 

The effective night hospital should pro- 
vide well-balanced, individually prescribed 
supportive services for the patient who can 
be employed during the day. It too must 
be multidisciplinary, and the vocational re- 
habilitation specialist should be included. 

The outpatient type of half-way house, 
such as Fountain House in New York City, 
can be a valuable supplementary resource 
and, finally, a successor to the day or night 
hospital as patients show psychiatric im- 
provement. This type of facility has ad- 
vantages over the residential type in that it 
serves many more people with a great reduc- 
tion of per patient cost, serves both sexes, 
serves clients from various psychiatric ori- 
gins, is never operated by the hospital, and 
is completely voluntary, thereby fostering 
independence and movement toward the 
community. 

For the employable patient, the night 
hospital, outpatient, half-way house pro- 
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gression is the most efficient, inexpensive 


route. Twenty-one states reported using 
half-way houses of some type in the psychi- 
atric rehabilitation process (some of these 
may be limited to social clubs). Eight 


state vocational rehabilitation agencies re- 


ported actual operation of some type of 
half-way house. 


half-way house area. 

The role of the interested general medi- 
cal practitioner in assisting community fol- 
low-up will continue to grow, whether his 
service is provided directly or indirectly 
through a local service or welfare agency. 
His role, as it is evolving in follow-up, 
should grow in importance until it can as- 
sume major significance in the prevention 
of mental illness. With the continuing 
shortage of capable, fully-trained psychia- 
trists, we must rely more and more on the 
general practitioner. This will require the 
flexible use of psychiatric consultation. 

In follow-up, the core of the problem, 
with regard to co-operative agencies, seems 
to be communication. With the hospital 
assuming its share of responsibility for fol- 
low-up, possibly an advisory committee 


composed of appropriate members from 


useful agencies, including the state voca- 
tional rehabilitation agency, could help, at 
least partially, to resolve the problem of 
communication as well as provide guidance 
toward a more equitable and efficient shar- 
ing of ultimate responsibility for the pa- 
tient. 

Several patterns of organization of psy- 
chiatric vocational rehabilitation services 
are emerging. 


1. The development of a vocational re- 


habilitation unit on the hospital grounds, 
operated and staffed by the state vocational 
rehabilitation agency and providing com- 
prehensive services to patients. 


Two states showed un- 
usual interest in and development of the 


P 


State vocational rehabilitation agency 


The best-developed examples of this plan 
are rehabilitation centers operated by the 
state vocational rehabilitation agency, with 
the state hospital providing the housekeep- 
ing and maintenance of the center area. 
Medical, psychiatric, psychological, social 
and vocational services are provided. Oc- 
cupational therapy and industrial therapies 
are considered adjunctive to other services. 
Patients are transferred to the center on the 
written referral of the ward doctor, with 
adequate background information pro- 
vided. 

Everything is geared to return the client 
to useful employment in the most rapid 
and efficient manner, consistent with his 
abilities and emotional status. Reports in- 
dicate that this plan is very productive in 
providing continuous services which result, 
in turn, in a high percentage of successful 
rehabilitations. 

2. Another plan, somewhat similar to 
- the Veterans Administration program, in- 
volves the development of a comprehensive 
vocational rehabilitation unit within the 
hospital, with state hospital staffing. This 
unit uses the resources of the state voca- 
tional rehabilitation agency to provide 
services not available in the state hospital. 
The state vocational rehabilitation agency 
counselor serves as a liaison with the com- 
munity, helping the patient bridge the gap 
through the community-based services he 
[the counselor] is able to provide. This 
plan is apparently very satisfactory to both 
the state vocational rehabilitation agency 
and the state hospital in the state where it 
is best developed. 

3. A rehabilitation ward or separate 
housing providing special services to pa- 
tients active with the state vocational 
rehabilitation agency. With this arrange- 
ment no hospital-provided vocational re- 
habilitation services are used, or they are 
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not organized as a vocational rehabilita- 
tion unit. An over-all therapeutic milieu 
is the aim. This arrangement is becoming 
rather extensively developed. 

4. State vocational rehabilitation agency 
counselors with offices at the state hospital. 
This is the most extensive type of program 
in operation, probably because it represents 
a good way to get started in developing a 
relationship with the state hospital. This 
is very often merely a token relationship, 
with little bearing on the reality needs of 
the patient. 

5. Counselors carrying state hospital 
and/or clinic case loads; i.e., serving hospi- 
tals, clinics and other outpatient referral 
sources. 

6. Counselors carrying partial psychia- 
tric case loads. 

The increased availability and use of 
psychiatric services in general hospitals for 
intensive short-term treatment provide a 
rich source of feasible clients for the state 
vocational rehabilitation agency. The out- 
patient community clinic can also be useful 
for state vocational rehabilitation in pro- 
viding follow-up and aftercare for their 
clients, when it is available. 

Family service agencies are sometimes used 
to supplement state hospital social service 
department facilities. These are often espe- 
cially necessary because of frequent state 
hospital social service staffing deficiencies. 
Such agencies also have the advantage of 
being able to provide continuing service to 
both the patient and his family. State hos- 
pital social service should be available for 
trouble shooting and the provision of con- 
sulting services. If this is done, a continu- 
ity of service involving both the patient and 
his family can be developed. 


COMMENTS AND CONCLUSIONS 
In summary, emerging trends seem to be: 
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the handling of psychiatric disability by 
the state vocational rehabilitation agency 
through more adequate professional sup- 
port and supervision within the existing 
agency; the involvement of the state hospi- 
tal more directly by the establishment of 
vocational rehabilitation units co-opera- 
tively administered; recognition that the 
job cannot be done by state vocational re- 
habilitation agency alone and efforts to in- 
volve all agencies having potential resources 
for the patient to produce a more commun- 
ity-directed program; and finally, recogni- 
tion of the need for greater understanding 
of the rehabilitation potential of the psy- 
chiatric patient by both the state hospital 
and state vocational rehabilitation agency 
[this is being implemented by training pro- 
grams, research and demonstration grants, 
and involvement of voluntary organizations 
such as mental health associations (1).] 

On a nationwide basis, state vocational 
rehabilitation agencies, in general, seem to 
be making efforts to provide service to an 
admittedly large and difficult disability 
group. This is especially noteworthy if it 
is considered that the federal statute per- 
mitting state vocational rehabilitation serv- 
ices to this group (Public Law 113) was only 
enacted in 1943. This was permissive legis- 
lation requiring modifying of state plans 
of operation and has frequently had to be 
approved by state legislatures. In many 
states, the final legal step has been slow, 
the last state legislation being only in 1961. 
All states are now at least legally involved 
in psychiatric vocational rehabilitation. 

Apparent strengths of state programs ap- 
pear to be the following: gradual expansion 
in number of trained vocational rehabili- 
tation personnel; recognition that psychi- 
atric vocational rehabilitation is a com- 
munity problem and cannot be handled 
alone by the state vocational rehabilitation 
agency; efforts in various geographical areas 
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to delineate and clarify sharing of responsi- 
bility—for example, among state vocational 
rehabilitation agency, state employment 
service, state hospital, and other community 
resources, 

Areas for improvement are: clarification 
of criteria of eligibility for services; i.e., 
clearer knowledge of the vocational reha- 
bilitation potential of the psychiatric pa- 
tient by both state vocational rehabilita- 
tion agency and state hospital; recognition ` 
of responsibility for contributing to the 
vocational rehabilitation of the psychia- 
tric patient by state hospital superinten- 
dents and state mental health directors 
and implementation of this responsibility; 
clearer determination of community re- 
sources and agencies that can contribute 
to the vocational rehabilitation of the pa- 
tient and the determination of ways at the 
local level to exploit these resources; en- 
largement of treatment resources; recogni- 
tion of the potential contribution for after- _ 
care from the general medical practitioner, 
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under proper psychiatric guidance; thor- 
ough evaluation of special facilities to de- 
termine types and sequences of service most 
profitable in terms of rehabilitation and 
cost; and, the reappraisal of grant programs 
to determine whether results obtained to 
date are, for the most part, commensurate 
with money expended. 

The state vocational rehabilitation agen- 
cies and state hospitals in particular must 
be willing to share responsibility for the 
vocational rehabilitation of the mentally 
ill. Who must assume the largest part of 
the responsibility will depend on the types 
of patients a given hospital serves; for ex- 
ample, in many prolonged care hospitals 
a substantial number of patients who can 
be rehabilitated would not meet the criteria 
of eligibility as presently interpreted by — 
many of the vocational rehabilitation 


agencies. 


State vocational rehabilitation agency 


Mental hospital staffs are faced with 
some responsibility for greater participa- 
tion in educating state vocational re- 
habilitation agencies to the rehabilitation 
potential of the psychiatric patient. Until 
the state hospitals are willing to accept a 
greater leadership role in many areas, psy- 
chiatric vocational rehabilitation will lag. 
The vocational rehabilitation of state hos- 
pital patients will proceed in a direct rela- 
tionship with the breaking down of isola- 
tion and mystery still so common in many 
state hospitals. The state hospital must be- 
come as enmeshed as possible with all agen- 
cies and resources of the community that 
can be of value to the patient. The day of 
the custodial hospital has passed. 

The psychiatric and social aftercare serv- 
ices the hospital is able to provide will be 
crucial for many patients employed in in- 
dustry. The hospital should provide in- 
formation about hospital job behavior, 
work tolerance, medication, physical condi- 
tion, etc., for without this information the 
state rehabilitation agency obviously will 
not be adequately prepared to work with 
the client and develop a reasonable voca- 
tional plan. 

To be successful, the rehabilitation of 
the mentally ill patient must be thought of 
as a continuum which must begin, at least 
from the standpoint of evaluation and plan- 
ning, from the moment the patient enters 
the hospital, clinic or private office. He 
must pass through successive levels of de- 
velopment until he is able to be reinte- 
grated into society and/or employment. 
He must be thought of as a “totality” (psy- 
chiatrically, vocationally, and socially) as 
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early as possible after the beginning of 
treatment (5). 

The rate of vocational rehabilitation 
may, for some time, remain statistically dis- 
appointing because of the nature of many of 
the emotional disabilities (2,6). It can be 
substantially improved if all disciplines 
and agencies involved are willing to adopt 
a more “global” approach, considering the 
whole patient and starting as early as prac- 
tical with a united effort in his behalf, The 
community at large is bound to remain 
ambivalent about the ex-patient since many 
state agencies themselves have only begun 
their work with the mentally ill. 
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LEIF J. BRAATEN, Px.D. 


Some reflections on suicidal 


tendencies among college students 


Most college students do not have to resolve 
major emotional conflicts. ‘They admit- 
tedly must work hard to learn, both aca- 
demically and socially, but they need no 
professional assistance from the mental 
health clinician. 

However, about 10 per cent of all college 
students experience serious emotional prob- 
lems while passing through this phase of 
late adolescence, Of particular importance 
is one such subgroup consisting of both 
male and female students with suicidal ten- 
dencies. 

The purpose of this paper is to present 


Dr. Braaten is associate professor of clinical psy- 
chology, Gannett Medical Clinic, Cornell Univer- 
sity, Ithaca, N. Y. 

This paper is based upon an address presented at a 
symposium titled “Some Reflections on Suicide and 
Death” held during the annual meeting of the 
American Psychological Association in St. Louis in 
August, 1962. 


562 


and discuss some selected research findings 
regarding suicidal tendencies among col- 
lege students. A more technical and com- 
prehensive report is already in press in the 
Psychiatric Quarterly (1). 

This paper deals with such topics as the 
conceptualization of suicidal subgroups, 
the incidence of suicidal tendencies, a com- 
parison of suicidal and nonsuicidal patients, 
psychodynamics, management and treat- 
ment. A longer case illustration, with the 
necessary disguise to protect the patient's 
identity, will also be included. 


SOME FUNDAMENTAL ISSUES 


The writer will state the issues in the form 
of questions and then discuss some tenta- 
tive answers. 


The conceptualization of suicidal subgroups 


What is the most adequate conceptual- 
ization of suicidal subgroups? 


Suicidal tendencies among college students 


The classical studies did not distinguish 
between different subgroups of individuals 
with suicidal tendencies. Until recently, 
researchers were only interested in such 
questions as the incidence of completed 
suicide in different countries. Attempts 
were made to explain the incidence in terms 
of such concepts as Durkheim’s anomie, 
the condition which exists in a social group 
whose members feel cast loose from their 
moorings, purposeless, normless, lonely and 
alienated. 

In the opinion of this writer, suicide re- 
search took a great step forward when 
Farberow and Shneidman (3) started to dis- 
tinguish sharply between threatened, at- 
tempted, and completed suicide. They 
found some evidence which appeared to 
justify the assertion that individuals be- 
longing to such suicidal subgroups show 
significant psychological differences. For 
example, it looked as if individuals threat- 
ening suicide were emotionally “sicker” 
than those who made bona fide suicide at- 
tempts. 

The writer has been puzzled by these re- 
sults for some time, and he has tried par- 
tially to replicate their procedures to see 
if their results could be corroborated. 

Two points are worth making. First, it 
should be considered a possible methodo- 
logical artifact that the “attempts” are less 
sick than the “threats.” At least in this 
college setting we typically give the “at- 
tempts” psychological tests after their dras- 
tic act. Most often the student's first con- 
tact with the Mental Health Division takes 
place when the student is brought to the 
clinic or infirmary after the suicide attempt. 

The generally lower profiles of psycho- 
pathology for the “attempts” as compared 
with the “threats” may be due to the fact 
that some of the needs of the potential sui- 
cide have been satisfied through his desper- 
ate behavior. It is referred to the need for 
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self-punishment, the expression of hostility 
toward some significant other, and the need 
of the disturbed person that his cry for 
help be heard by somebody. 

The second point is that it is somewhat 
dangerous that so much is being made of 
the finding that suicidal subgroups are so 
different. One sometimes obtains the im- 
pression that if you are a “threat,” you will 
probably not change into an “attempt” or 
a “completed suicide.” Therefore, rather 
than give the indication that we are dealing 
with discreet categories of suicidal patients, 
this writer feels that it is a more accurate 
conceptualization to think in terms of a 
continuum of suicidal concern. This for- 
mulation reflects the clinical observation 
that a patient may change, sometimes very 
rapidly, from one point on the continuum 
to another. 

In our own study of suicidal tendencies 
among college students we found the fol- 
lowing points necessary to describe ade- 
quately such a continuum: the “intellec- 
tualizers,” the “threats,” the “attempts,” 
and the “completed suicides.” The in- 
tellectualizers showed occasional suicidal 
thoughts or impulses, but rather on an 
intellectual level, and they could not be 
tied down to specific events, moods and 
methods. 

The threats exhibited rather frequent 
and intensive suicidal inclinations; pre- 
cipitating events and possible methods of 
suicide were contemplated; their mood was 
usually fairly congruent with the suicidal 
impulse. Minor acts of self-mutilation, 
such as superficial cuts of the wrist, still did 
not exclude them from this category. 

The attempts were characterized by 
having actually carried out bona fide sui- 
cide attempts, that is, acts appearing to be 
directed toward destroying the whole of the 
individual’s physical organism, as distin- 
guished from minor acts of self-mutilation, 
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more plainly psychological self-destruction, 
and completed ‘suicide. Finally, the com- 
pleted suicides were individuals who car- 
ried out suicide attempts, with death as a 
consequence, 

As compared with Farberow and Shneid- 
man (3), the only additional category that 
we isolated was the “intellectualizers.” A 
minimal criterion for this category was that 
the student had underlined “thoughts of 
suicide” on the Mooney Problem Check 
List. 

As a control comparison group we used 
other mental health patients from our regu- 
lar patient population not falling in either 
of the suicidal subgroups. Because of the 
lack of “completed suicides” among our 
mental health patients at Cornell, all our 
results deal with suicidal tendencies not 
ending with self-inflicted death. Yet in 
line with our basic conceptualization of a 
continuum of suicidal concern we believe 
that our results may shed some light on the 
general topic of suicidal tendencies, suicide 
included. 


The incidence of suicidal tendencies 


What is the incidence of suicidal ten- 
dencies? Whereas there are many studies 
reporting the incidence of completed sui- 
cide, few studies are available reporting the 
incidence of suicidal tendencies. There- 
fore, it may be of some interest to report 
that among the student patients visiting 
the Mental Health Division of Cornell Uni- 
versity the incidence of suicidal tendencies 
was 11 per cent of our total case load. 
Sixty-eignt per cent of these suicidal pa- 
tients showed only intellectualized concern, 
while 27 per cent threatened suicide, and 
5 per cent actually made bona fide suicide 
attempts. 

Temby (6) at Harvard has recently re- 
ported that their rate of completed suicides 
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is approximately 1.5 persons for every 10, 


would be roughly the same for the college 
age, our data would indicate that for every 
actual suicide there are at least 50 students — 
who have more or less serious suicidal ten- 
dencies which do not end in tragic death. — 

Some of these depressed and unhappy 
youngsters are probably saved each year 
through the preventive and therapeutic i" 
efforts of the Mental Health Division of _ 
the Student Medical Clinic. A few suicidal _ 
patients are so emotionally disturbed that M 
they are granted a medical leave of absence 
to be given intensive psychotherapy out- — 
side the college setting. But the great ma- _ 
jority of suicidal students are successfully — 
treated while they still go to school. 


Suicidal and nonsuicidal patients compared 


What significant differences were found 7 
between the various subgroups in this 
study? In terms of objective personality 
tests, could the “intellectualizers,” the 
“threats,” the “attempts,” and the “con- 
trols” be clearly distinguished from each 
other? The tests used were the Minnesota 
Multiphasic Personality Inventory (the 
MMPI) and the Mooney Problem Check 
List (the Mooney). i 

The most striking result was as follows: 
Suicidal patients, both males and females, 
for all subgroups considered together, — 
showed, on the average, significantly more 
psychopathology than nonsuicidal patients 
as objectively measured by both the MMPI 
and the Mooney. In other words, a sui- 
cidal patient is definitely “sicker” than a 
patient without suicidal tendencies, Hf 

When we compared the suicidal patients 
with the nonsuicidal patients, we found 
that the suicidal patients were significantly 
more depressed, more schizoid and more 
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obsessive-compulsive when measured by the 
MMPI. Therefore, when a clinician deals 
with a patient displaying such syndromes, 
he should be alerted to the possibility of 
associated suicidal tendencies. 

Dahlstrom and Welsh (2) reviewed sev- 
eral studies which had used the MMPI and 
concluded that “. . . a suicidal impulse may 
stem from several different personality proc- 
esses. A recurrent pattern in all these find- 
“ ings is the elevation on depression and psy- 
chasthenia, reflecting a combination of 
feelings of unworthiness, lack of hope for 
the future, and a self-blaming and depre- 
cating tendency of major proportions. A 
second pattern appears to be based upon 
intense frustration and anger, appearing 
in elevations on scales 4/ psychopathic de- 
viation/, 6/ paranoia/, and occasionally 
8/ schizophrenia/.” 

As you can see, our findings partly con- 
firm their conclusions in that suicidal ten- 
© dencies among our subjects are associated 
with high peaks on the Depression and Psy- 
chasthenia scales. At the college level, 
however, suicidal tendencies are not only 
occasionally correlated with a spike on the 
Schizophrenia scale; rather, this is the rule, 
While our suicidal patients showed high 
peaks on the Psychopathic Deviation and 
Paranoia scales, these differences were not 
Statistically significant when the suicidal 
patients were compared with the control 
group. 

The one category on the Mooney which 
showed a statistically significant difference 
between the suicidal and the nonsuicidal 
patients was the so-called “personal psy- 
chological problems.” In other words, the 
Most common denominator for the suicidal 
group was emotional problems within the 
self—intrapsychic conflicts. 

It will be recalled that Farberow and 
Shneidman (3) had found that the “threats” 


N appeared to be “sicker” than the “at- 


BRAATEN 


tempts.” The general trend of our findings 
supports their result. Our “attempts” gen- 
erally scored lower than both the “intel- 
lectualizers” and the “threats.” However, 
on neither the MMPI nor the Mooney were 
any of these subgroup differences statistic- 
ally significant for either sex. In our study 
the definite and impressive difference was 
found between suicidal and nonsuicidal pa- 
tients, not between the different suicidal 
sub-groups. 


The psychodynamics of the suicidal patient 


What are the typical psychodynamics of 
the suicidal patient? Our answer to this 
question is based upon our objective test 
results from the MMPI and the Mooney, 
item analyses of the significant scales of 
these tests, and an intensive perusal of the 
clinical folders for the “attempts.” Al- 
though the following description of the 
suicidal patient is most valid for the “at- 
tempts,” it is our impression that it applies 
to suicidal patients in general. 

The suicidal patient in college is an an- 
gry, excessively dependent and very un- 
happy individual. His anger often assumes 
the proportions of rage or intense hostility. 
“Acting out” to get his way is a favorite 
mechanism. He is often excessively com- 
petitive and ambitious both in his work 
and interpersonal relations. His depend- 
ence upon others often becomes nearly un- 
bearable during crises in love attachments 
and impending academic failure. By as- 
suming that the significant other—a parent, 
a girl friend, or a parent substitute—is as 
dependent upon him as he is, the suicidal 
patient would expect that anything bad 
that happened to him would also be ex- 
perienced with sadness and despair by the 
other person. It is as if he were planning 
to say: “Now that I have killed myself, 
you'll be sorry.” 
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Most often the suicidal person would ap- 
pear very unhappy and depressed. But oc- 
casionally the underlying depression would 
be covered up by motor agitation, that is 
extreme motor restlessness and confusion, 
during which the patient, being extremely 
accident prone, runs off aimlessly. In both 
sexes there were fears about masculinity- 
femininity, and, especially in men, more 
outspoken homosexual worries. Such in- 
tensive inner conflicts often interfered with 
study efficiency, and the tension continued 
to build up. 

The suicidal patient hated himself as 
well as others. He often displayed a more 
generalized self-destructive trend, both psy- 
chologically and physically. In several 
cases we observed ‘what Farberow and 
Shneidman have called a “death trend.” 
Such patients had encountered serious ill- 
ness or death in the family or among close 
friends, suicides or suicide attempts, and 
tragic accidents. 

In their most recent book, The Cry for 
Help (4), Farberow and Shneidman listed 
these significant suicidal psychodynamics: 
dependency, aggression and hostility, guilt, 
and anxiety. It is interesting to note both 
the similarities and the differences between 
our findings and theirs. We certainly agree 
that the suicidal patient is basically hostile 
and dependent. Whereas they emphasize 
anxiety, we would rather stress depression. 
Also the factor of guilt did not seem to be 
too preponderant at the college level. 


A case illustration 


So far we have presented and discussed some 
results which are scientific generalizations. It 
may be of interest to the reader to have a some- 
what detailed case description which will illus- 
strate some of our findings. 

This patient was admitted to the Cornell 
Infirmary after he cut himself somewhat seriously 
with a razor blade. He was in the last part of his 
senior year in college. He had felt extremely de- 
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pressed after a quarrel with his girl friend and- 
had cut through the skin several times on his 
left wrist and forearm. During the self-destruc- 
tive act he had called the girl on the telephone, — 
read a despondent poem, expressed bitterness 
and irritation at everybody, and appeared to his 
girl friend to become weaker from bleeding as he 
was talking to her. The girl friend notified the 
campus patrol, and they brought the patient to 
the Cornell Infirmary. 

From things learned later we were able to re- 
construct his psychological situation, Many pres- 
sures were operating upon him at the time. His 
parents were going through divorce proceedings 
after years of an unhappy marriage. Both parents 
tried to enlist the patient’s support against the 
other spouse. After four years in college he was 
coming close to the challenge of starting a career. 
These new responsibilities obviously scared him. 
His prospective in-laws did not seem to like him. 
Also, it is true that he was sexually confused. He 
worried about his manhood. 

In spite of a serious, bona fide attempt at 
suicide we decided to keep him in college, if a 
good doctor-patient relationship could be estab- 
lished. This was a calculated risk, but it was 
agreed to by all interested parties, including the 
family. As things developed, it was found that 
he was not an easy patient to treat. At times he 
tried to be overly logical and minimize the signifi- 
cance of the whole episode. At other times he 
might express regret that he had not succeeded 
in his suicide attempt. 

He was sometimes resentful of everybody, his 
therapist included. He had a rifle and disliked 
our taking this away from him. He consented 
grudgingly not to drink alcoholic beverages as 
a condition for staying in college. During inter- 
views he often appeared tense; and he smoked 
incessantly. Behind his tough, somewhat bellig- 
erant facade he appeared scared, and he leaned 
heavily upon the therapeutic relationship. He 
was demanding. Part of the therapy consisted in 
helping him to see that within certain reasonable 
limits he could indeed be understood and ac- 
cepted as a suffering fellow human being. 

During one interview he said: “I have threat- 
ened to kill myself many times in the past, and 
finally I knew that I had to go through with it.” 
This confession is a serious reminder to the clini- 
cian as well as the layman that somebody who 
threatens suicide may indeed one day feel desper- 
ate enought to try it. Three weeks after his first 
suicide attempt he tried again, and this time he 
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cut himself more seriously, although not in a 
truly dangerous way. He was again picked up by 
the campus patrol and, when he became unman- 
ageable and tried to run away, was put in jail 
overnight. After the second episode, the patient 
reluctantly accepted an enforced medical leave 
of absence. 

The patient was seen by three members of our 
staff, and one clinician saw him for 15 therapy 
interviews. And yet, we were not able to help 
him fully control his powerful self-destructive 
urge. After he left, he entered long-term inten- 
sive psychotherapy in his home city. Because he 
was a good student with a respectable record he 
was awarded his degree even though he did not 
finish up all his courses, We heard two years 
later that he had married the girl whom he met 
in college. 


The management and treatment of 
suicidal patients 


Are there any unique features to the 
management and treatment of suicidal pa- 
tients? 

One question which sometimes arises is: 
Should he be hospitalized? This is not an 
easy question to answer. As therapists, we 
are basically working under the assumption 
that we can and should trust our patients. 
We believe that the strength of the thera- 
peutic relationship will be enough to keep 
the suicidal patient from any drastic action. 
But the case illustration you have just read 
shows that this assumption is not always 
justified. 

In a community there may be several 
reasons for occasionally resorting to hospi- 
talization: the danger of a serious suicide 
attempt seems to be imminent; other people 
close to the patient become extremely anx- 
lous; the doctor cannot stand his own anx- 
lety about a possible suicide. 

This writer believes that even with a 
seriously depressed patient all these reasons 
may be made explicit to him. Having spent 
4Y% years in a medical setting at Cornell 
the writer has both learned to feel freer to 
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use the infirmary for hospitalization and 
also to tolerate more anxiety about serious 
self-damaging tendencies in some patients. 

And, in the final analysis, a therapist 
must accept that his patients are free and 
responsible individuals. In addition to 
showing the suicidal patient acceptance and 
empathic understanding the therapist must 
make his patient feel that if he really wants 
to kill himself nobody can stop him. More 
than anything the therapist must work 
through his own feelings about suicide and 
death and thus give his patients a chance 
to explore and feel and verbalize accurately 
whatever comes to mind about this morbid 
topic. 

In this connection we may have some- 
thing to learn from Victor Frankl’s thera- 
peutic approach as described in his book 
From Death-Camp to Existentialism (5). 
He sometimes found it helpful to formulate 
the following existential null hypothesis: 
“Why is it that you have not yet committed 
suicide?” Sometimes the patient's sponta- 
neous answers to this question can give him 
a fresh perspective on being alive rather 
than dead. If he rejects the alternative of 
self-inflicted death, then he must neces- 
sarily affirm something. Thus his life will 
assume new meaning. 


SOME CONCLUSIONS AND 
PERSPECTIVES 


What are some of the more significant con- 
clusions and perspectives about the topic 
of suicidal tendencies? 

1. Suicidal tendencies, as defined in this 
paper, are much more common than 
generally assumed. For every com- 
pleted suicide among college students 
there are 50 with suicidal tendencies 
not ending with self-inflicted death. 

2. We need to do some more thinking 
about the best way to conceptualize 
suicidal tendencies. More studies are 
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needed to determine whether we are 
really dealing with discrete categories, 
such as “intellectualizers,” “threats,” 
“attempts,” and “completed suicides” 
or whether it is more accurate to talk 
about a continuum of suicidal con- 
cern 


. At the college level the suicidal pa- 


tient is significantly more depressed, 
more obsessive-compulsive, and more 
schizoid than a control comparison 
patient. Among persons in their late 
adolescence suicidal tendencies seem 
to have a special affinity to the schiz- 
oid personality or borderline schizo- 
phrenia. 

The one most interesting psychody- 
namic formula which emerged from 
this study is to look at depression as 
“pushed-back anger.” The patient 
is so afraid of the intensity of his 
anger that he does not dare to express 
it. The depressive reaction is partly 
a defense against this anger. A major 
task in the therapy of the suicidal per- 
son is to help him release this pent-up 
anger so that such feelings may be 
fully experienced, verbalized, and 
communicated within the safety of 
the doctor-patient relationship. 

The suicidal patient represents to the 
therapist a real challenge to work 
through his own feelings about sui- 
cide and death. Only then can the 
therapist become a truly helpful par- 
ticipant to his patient in rejecting 
death and affirming life. This writer 


has learned increasingly to have re- 
spect for the life-affirming forces 
within all of us, including patients 
who appear to be seriously suicidal. 

6. Although we are beginning to learn 
a great deal about the suicidal person, 
we still have a long way to go in our 
preventive work. We must increase 
our efforts so that the potential sui- 
cide can be spotted reliably and re- 
ferred for professional help. This 
task involves the delicate assignment 
to educate the layman about indicat- 
ors of suicide without scaring him 
unduly. 
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JCILLE HOLLANDER BLUM, Pa.D. 


lrs 
t is more or less generally recognized that 
reventive dentistry is quite limited in 
“actual practice, The instances where the 
individual turns to the dentist’s office only 
when delay seems no longer possible are 
legion. And it is well-known that a good 
many of those people who do visit the 
“dentist periodically, go with pronounced 
luctance, if not apprehension. 
_ On the other hand, there are the workers 
in the dental field whose efforts are directed 
helping the public maintain health of 
outh and teeth. Through the stream of 
‘cientific discovery and contributions to 
ical skills, the dental practitioner is 
able to bring into the treatment room in- 
ovations of benefit to his patient. In his 
ttempts to control dental decay and perio- 
ntal disorders, the dentist also tries in- 
asingly to motivate the individual for 
atment and to minimize the patient's 
and discomfort in the dental chair. 


Some psychological aspects 
4 of dental practice: 
A study of the individual’s response 
| to care of his teeth 


The aforedescribed existent conditions 
reflect a picture in which the potential den- 
tal patient and the dental worker tend 
to regard each other from opposite 
banks of the river, so to speak. It 
might even be said that between dentist 
and candidate for treatment there is some- 
thing of a reciprocal pull in opposing 
directions; that is to say, the more the den- 
tist makes efforts to improve his skills and 
“chairside manner,” the more the would-be 
patient tends to shy away from dental care. 

Surveys of the state of dental health lend 
support to the fact of incompatibility be- 
tween workers in the dental field and the 
individual with his dental care needs, For 
example, a study conducted by the Public 
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Health Service (7) reports that 13 per cent 
or approximately 22 million of the total 
population are edentulous, i.e., with loss 
of all permanent teeth. 


PSYCHOLOGICAL ASPECTS OF THE 
PROBLEM AND DENTAL STUDIES 


The Public Health Service survey obtained 
its information from nationwide household 
interviews. The report is concerned almost 
exclusively with statistics in connection 
with loss of teeth. However, it might be 
said that the very survey, no less than its 
emphasis on the prevalence of dental dis- 
€ase, seems to point up, however indirectly, 
that in many instances psychological 
factors play an important role in the in- 
dividual’s visits to the dentist. 

For example, the study found that the 
proportion of edentulous persons was low- 
est in the “high-education—high-income” 
group. Nevertheless, even with respect to 
this group, per cents indicating total loss 
of permanent teeth appear impressively 
high and reflect that reasons other than in- 
formation about dental care or fee influ- 
enced the individual's response to treat- 
ment. 

Review of the literature, in fact, shows 
a somewhat limited number of systematic 
studies dealing specifically with psychologi- 
cal factors related to care of the teeth, 

One investigation which considers psy- 
chological aspects of dental treatment is 
Bell’s (1) study of dentist-child relation- 
ships. The study is concerned with such 
factors as children’s behavior during dental 
treatment, and procedures and methods 
used by dentists in dealing with the child- 
patient. 

Through the observational method Bell 
collected most of the data in dental clinics. 
Significant among the findings is that a 
marked relationship exists between specific 
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techniques on the part of the dentist and 
the child’s so-called non-rapport responses. 

Another investigation with primary focus 
on qualitative aspects of the problem is “A 
Motivational Study of Dental Care” (12). 
Through interviews, an attempt was made 
to elicit the attitudes of people toward den- 
tal care and to learn something about 
underlying motives. 

One finding is that, more generally, pain 
is the determining factor for a visit to the 
dentist. In other words, dentists are more 
closely associated with the final stages of 
dental problems than with preventive meas- 
ures, 


THE PRESENT STUDY 


The purpose of the present study is to ex- 
plore in a systematic way some of the many 
factors which are directly and indirectly 
associated with the dentist-patient relation- 
ships. The orientation in regard to the 
study is preventive dentistry. And it would 
seem that a step in the direction of effect- 
ing altered perception on the part of the 
public to the dentist is information on the 
part of the dental worker about the pa- 
tient’s feelings—as the patient actually ex- 
periences them—in regard to what is pres- 
ently offered in dental treatment, 

Thus, one aspect of the study is an at- 
tempt to learn something about particular 
kinds of reactions to dental procedure on 
the part of the patient. In this connection, 
the study raises questions such as: What 
are some of the characteristics of the dentist 
and features of his practice which the pa- 
tient considers essential for his comfort? 
With a circumstance which permits a cer- 
tain degree of flexibility, what aspects of 
dentistry are preferred by the patient and 
what aspects are disliked? 

Further, in regard to exploration of the 
patient's response to treatment, the study 
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considers such factors as the extent to which 
possible elements of fear appear as a direct 
outcome of the dental experience and the ex- 
tent to which fear seems to have a more 
basic significance. Attempt is made to an- 
alyze some of the elements of fear in the 
adult insofar as dental treatment is con- 
cerned, and to determine the bearing of 
childhood impressions and experiences 
upon the individual’s present behavior. 

And finally, the study is concerned with 
the factor of possible unconscious meanings 
of dental care and treatment, since the oral 
cavity and teeth are of profound psycho- 
logical importance to the individual from 
the onset of his life. 


COLLECTING THE DATA 
The questionnaire 


A first step in the design of the study 
was the construction of a questionnaire. 
The questionnaire was prepared with a 
view to eliciting various feelings which the 
individual has in regard to care of his teeth 
and in connection with his visits to the 
dentist. 

It was hoped that over and beyond 
quantitative findings, analysis of the data 
would also yield some of the less direct pos- 
sible conclusions and implications. Con- 
sequently, in addition to questions to ob- 
tain factual information and questions con- 
cerned with conscious feeling responses to 
the dental experience, there were questions 
developed with attempt to reach underly- 
ing motives and feelings. 

The items of the questionnaire emerged 
as an outcome of the experience of the in- 
Vestigator in the field of mental health and 
in the mental health aspect of dental hy- 
giene. In addition, there were several consul- 
tations with other workers in the psychologi- 
cal field who were particularly expert in the 
matter of questionnaire construction. 
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Repeated refinement of the items oc- 
curred after study of responses obtained 
from tryouts of the questionnaire with 
groups made up of individuals representa- 
tive of those to be included in the final 
study. 


The Population 


The sample consisted of 213 adults. 
There were 101 men and 85 women in the 
group.+ 

The data were obtained from individu- 
als who were members of such organized 
groups as the church and parent-teacher 
association. Since the subjects came from 
varied groups they could be considered an 
adequate cross-section of the general popu- 
lation. The material was presented at a 
customary meeting of the group. By pre- 
arrangement, time was allowed for each of 
the members to fill in a questionnaire. A 
worker participating in the study made a 
few brief comments about the purpose of 
the research and gave the directions. This 
procedure appeared to insure more favor- 
able motivation to the material than if 
the subjects had been asked to respond to 
the questionnaire through the mails. 

The age, educational background and 
occupational status of the sample are shown 
in Tables 1, 2 and 3. 


THE DENTAL VISIT: A PREVENTIVE 
OR LAST RESORT? 


Two main lines of inquiry in the Public 
Health Service survey “Loss of Teeth” (7) 
are time interval since the last dental visit 
and volume of dental visits. In the light 


a 
1 The discrepancy between the total in the sample 
and total in the sex differentiation of the group can 
be accounted for by the fact that a number of in- 
dividuals did not respond to the item of sex identifi- 
cation. 
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TABLE 1 


Distribution of individuals in 
categories for age 


Age 
Below 20 years 


J 


of the fact that the study encompasses an 
impressive population (115,000 persons), it 
seemed pointless in the present study to 
focus upon similar lines of exploration. 

One finding of the earlier study is that 
rates of dental visits for edentulous persons 
fall considerably below those for persons 
with natural teeth. In the entire age group 
—0 to 65 years—the number of dental 
visits per person per years is 0.8 for edentul- 
ous persons and 1.7 for other persons. 


TABLE 2 


Distribution of individuals in 
categories for education 


Education % 
No formal school bye 
Some grammar school 1 
Grammar school completed 
Some high school 13 
High school graduate 38 
Some college 29 
College graduate 24 


A question which seems somewhat more 
allied to purposes of the present study than 
frequency of dental visits is: What prompts 
or motivates the individual’s visit? 

The subjects were asked to check one of 
three reasons for the most recent visit to 


2Sex, age, education and occupational differences 
were tested for significance by the chi-square method 
for this aspect of the study as well as for all other 


aspects of the study. 
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the dentist. The reason which receiy 
highest frequencies (49 per cent) wa 
went for regular periodic examina 
This held true for male and female, al 
groups and all levels of education, 

regard to occupational levels, it was fow 
that individuals in professional, propri 
and managerial positions and housewi 
also checked “I went for regular periodi 
examination” as the most frequent reasot 
for dental visit. In occupations includ 
clerks and kindred workers, highest 
cents fell into the category, “I thought 
time for an examination.” However, $ 
tistical analysis? did not reveal any signi 
cant differences among the various group 


TABLE 3 


Distribution of individuals in 
categories for occupation * 


Occupation 


Professional 

Farmers 

Wholesale and retail dealers 

Other proprietors, managers and officials 
Clerks and kindred workers 

Skilled workers and foremen 

Semiskilled workers 

Unskilled workers 

Housewives 

Misc. (artists, military, etc.) 


*In the main, categories are from Edwards Occup 
tional Classification 6). 


to response to the three categories und 
the question, “reason for most recent vis 
to the dentist:” 


1, I went for regular periodic 


examination 49 
2. I thought it time for an f 

examination 239 
3. I had a toothache or other 


difficulty 2 
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It should be pointed out that an impres- 
sive per cent (28) of the total group sought 
dental treatment only in instances of a “last 
step” despite the fact that only a negligible 
number of subjects in the study come under 
the lower categories of occupational and 
educational background. 

The motivational study of dental care 


(12) also suggests that the factor of ignor-- 


ance can, in most cases, be ruled out in the 
matter of neglect of teeth. The investiga- 
tors point up that attitudes toward dental 
care and health are somewhat familiar to 
all people. “Lower-lower class respondents 
exemplify in a most striking manner how 
people can know about “proper” dental 
health behaviors as well as be aware of the 
importance of teeth and dental care, yet 
not care or be concerned about it when ap- 
plied to themselves.” 


THE ROLE OF CHILDHOOD 
EXPERIENCE IN ADULT RESPONSE 
Persons who are informed on psychological 
matters tend to put up a good deal of em- 
phasis on early favorable conditioning in 
regard to physician and dentist as assurance 
for positive response during the individu- 
al’s childhood and his later years. 

Since dental absenteeism is a universal 
problem, the present study attempted to de- 
termine possible relationships between the 
group’s first experiences at the dentist and 
current behavior. The questionnaire was 
designed to enable the subject to give in- 
formation—to the best of his recall—on 
age, circumstance, as well as feeling 
response in regard to first dental visits. 

It is of interest to find that on the basis 
of response the majority (64 per cent) of the 
individuals in the group were introduced 
to the dentist and his office either at three 
or four years of age. Also, the most fre- 
quent reason for the visit was “routine ex- 
amination.” 
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However, what seems of greater import- 
ance to the study than the aforementioned 
facts is that, when the data were treated 
statistically, no significant relationships 
were found between conditions of first 
visits to the dentist and behavior in the 
adult years. For instance, the individual 
who now allows dental treatment only 
when he has trouble may be the individual 
who visited the dentist when he was quite 
young and rates his early feeling response 
“neutral” if not “pleasant.” Needless to 
state, the converse also occurs; i.e. the sub- 
ject who, for example, recalls a “frighten- 
ing” early experience, may now, according 
to his report, go to the dentist routinely for 
care of his teeth. 

It should be pointed up that the finding 
does not mean to suggest discouragement 
of recognized factors which may help to 
foster a comfortable feeling in the child 
when he and dentist meet. One study (11) 
on the etiology of dental fears concludes, in 
fact, from its findings that the set to re- 
spond with tension and fear to dental treat- 
ment stems chiefly from the way dentistry 
was represented to the child by significant 
figures in his social environment. 

Coriat (4), on the other hand, suggests 
that dental anxiety is a true form of anti- 
cipatory anxiety because it is not motivated 
by pain or the anticipation of pain. The 
anxiety is entirely independent of any 
dread of dental manipulation. Coriat in- 
dicates that the fear has a deep psychologi- 
cal meaning related to the significance of 
mouth and teeth. Numerous reports deal- 
ing with the problem of anxiety in rela- 
tion to dental treatment tend to concur 
with Coriat’s point of view. 

The present finding is also in the direc- 
tion of unrelatedness between the patient's 
anxiety and the actual dental treatment. 
The finding that the anxiety is quite inde- 
pendent of early dental experience does, 
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however, seem to carry a somewhat impor- 
tant implication. It is the quality of the on- 
going dental experience that primarily 
counts! Thus it rests with the dental practi- 
tioner to attempt to effect diminution of 
fear in the specific patient on each occasion 
of dental treatment. 


DISMISSAL AS RESPONSE TO 
IRRECOVERABLE LOSS 

Study of the data from the point of view 
of the subject's response to specific direc- 
tions in the questionnaire revealed omis- 
sions in regard to some of the items, These 
omissions appeared negligible in number 
and were considered within what might be 
expected for a research study employing 
the questionnaire method to collect data. 
There was, however, one area in the ques- 
tionnaire which appeared somewhat con- 
spicuous in terms of response and suggested 
possible psychological implications. The 
area was made up of a series of items de- 
veloped with attempt to determine the con- 
dition of the individual’s teeth with regard 
to extraction of permanent teeth and re- 
placement with false ones. 

A simple diagram of upper and lower 
teeth was contained in the questionnaire. 
The subject was requested to give informa- 
tion about the number of extractions, He 
was asked to circle the location of the ex- 
traction on the diagram and to mark the 
area, “1,” if the tooth had been replaced, 
and “2,” if it had not. 

Twenty-five per cent of the group failed 
to follow directions. Responses in the par- 
ticular section of the questionnaire were 
found, in fact, to be characterized to a con- 
spicuous degree by contradiction and un- 
certainty. For example, there were indi- 
viduals who indicated on the question- 
naire a specific number of teeth extracted 
but located and marked on the diagram 
either a greater or smaller number. In 
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other instances, the subject left a blank or 
responded in the negative to the question: 
“Have you had extractions of permanent 
(second) teeth,” but nevertheless indicated 
extractions by circling teeth on the dia- 
gram. 

The point in regard to the inaccuracies 
could be made that possibly the instrument 
itself influenced the response; i.e., persons 
classified in the lower educational cate- 
gories found the particular mode of ques- 
tioning too difficult. Analysis of the data, 
however, showed no marked difference in 
quality of response between individuals in 
highest and lowest educational levels. 

It would seem that the inconsistencies in 
response could be attributed to feelings 
which the individual might have with re- 
spect to his mouth and teeth, In a some- 
what recent paper (3) I indicate that while 
the young child experiences his deepest 
gratifications through his mouth and oral 
activity, he also experiences feelings of ap- 
prehension and threat because of inevitable 
adult interference with oral, pleasure-seek- 
ing needs. The paper further takes into 
account the concept of anxiety with its un- 
conscious aspects and indicates that there 
are elements of carry-over from the so-called 
oral phase into the adult life of the indi- 
vidual. 

It seems that in the present study, at 
least for those persons who responded in 
an ineffectual way to the questions on ex- 
traction of teeth, the confused response is 
indicative of concern which the individual 
experiences—consciously or otherwise—in 
relation to the oral cavity. More specific- 
ally, the contradictory statements with re- 
spect to extractions seem to reflect a need 
for the individual to keep himself ignorant 
of a painful fact; namely, that he has lost 
a body part! 

Findings somewhat analogous to the con- 
tradictory statements of persons with tooth 
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loss is reported in a study (8) of a group of 
male patients admitted to Roswell Park 
Memorial Institute. The study showed an 
impressively high per cent of disagreement 
when comparison was made of statements 
about the patient's circumcision status and 
physical examination findings. For in- 
stance, of 84 patients found on examination 
to be circumcised, only 37 persons reported 
that they were. 

The individual’s response to threat of 
body integrity or body loss is discussed by 
Szasz (13) in his consideration of phantom 
pain and other such phenomena. Szasz 
states that the pain is on a more uncon- 
scious level, a denial of and reassurance 
against the danger of body loss. “. . . the 
general meaning of persistent pain seems 
to be that of a reassurance that the body 
part in question still hurts, and is therefore 
still present.” 


TOOTH LOSS AND THE 
“TOOTH WATCHERS” 


In the present study the questionnaire also 
contained a line of inquiry intended to 
yield an estimate of the individual's reac- 
tion to loss of teeth. One measure used to 
determine response was the individual's 
adjustment to the loss by replacement of 
natural teeth with artificial ones. In con- 
nection with loss of teeth, the investigator 
felt that two further lines of inquiry might 
prove fruitful. These were the degree to 
which the individual considered the ap- 
pearance of his own teeth and the extent 
to which he noticed the teeth of others. 
There were 13 per cent of individuals who 
stated that they had all permanent teeth. 
In the group of individuals who suffered 
loss of teeth, 29 per cent had all lost teeth 
—exclusive of wisdom teeth—replaced with 
artificial substitutes. Thirty-six per cent 
had no teeth replaced. The remaining 35 
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per cent had only some of the missing teeth 
replaced. 

A fact which seems somewhat impressive 
in regard to the group with missing teeth 
is that 31 per cent of the subjects had 
empty spaces which showed when the in- 
dividual talked and smiled. The criterion 
for noticeability was location of anterior 
teeth, bicuspids and upper first molars. 

It might be said that the group who suf- 
fered loss of teeth come under two major 
categories—‘‘the concealers” who obtained 
artificial teeth and “the disclosers” who re- 
tained the noticeable empty spaces. 

Distributions on a three-point scale rang- 
ing from “often” to “almost never’ were 
studied next to determine the extent to 
which the subject noticed teeth of other 
persons and the frequency with which he 
was occupied with thoughts of his own 
teeth. Although statistical analysis showed 
no significant relationships between the 
condition of the individual’s own teeth and 
the degree to which he noticed the teeth 
of others, findings were considered con- 
spicuous. 

There were 35 per cent of individuals in 
the group who regarded the teeth of others 
“often” while 73 per cent considered the 
appearance of their own teeth “often.” 
These findings tend to indicate that the in- 
dividual’s concern about the condition of 
his teeth and mouth is in many instances 
markedly greater than can be claimed by 
his care of his teeth. 

The motivational study of dental care 
(12), cited earlier, also points to the fact 
that the oral cavity and teeth are of more 
significance to the individual than he 
acknowledges in his dental care practices. 
The study refers to teeth as a “‘self-meas- 
ure” and states: “Teeth are not only ex- 
ternal symbols; people also use their teeth 
to find out and to ‘keep track,’ as it were, 
about themselves.” 
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Fear of the dentist and dental treatment 
certainly seems to figure markedly in cases 
of neglect of teeth. But what about the 
individual who already has experienced the 
unhappy incident of tooth loss, gives fre- 
quent thought to the poor appearance of 
his teeth, yet does nothing to alter the con- 
dition? 

Authorities in the science of human be- 
havior describe the person to whom dis- 
pleasure itself is what matters. Bergler 

(2), for example, discusses individuals who 
“are unconsciously lovers of humiliation, 
defeat and refusal.” Again, Wolberg (15) 
in commenting on the self-demeaning indi- 
vidual states, “The desire to depreciate 
himself may be in the nature of escaping 
criticism by anticipatory self-punishment.” 

It is not my intent to give preference to 
psychoanalytic interpretation to the exclu- 
sion of any other explanation which might 
account for the apparent inconsistency in 
the individual’s response to dental loss. 
However, might it not be said that the be- 
havior has the flavor of self-punishment? 


DENTAL PRACTICE AND 

PATIENT PREFERENCE 

It has been indicated by one or two psy- 
chologically oriented dentists that if a scien- 
tific public opinion poll were employed, it 
might prove fruitful in determining what 
people actually think of dentists. 

The present investigation was designed 
to allow, within the limitations of the 
study, opportunity for the subject to ex- 
press his point of view and feelings about 
specific aspects of dental practice. 


The factor of time 


When the group was asked to state their 
preference with respect to length of time 
for dental work during a given visit, it was 
found that 57 per cent wanted half-hour 
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periods of treatment. There were 36 per 
cent of individuals who stated preference 
for one-hour visits. Very few persons there- 
fore would seem to prefer treatment periods 
of over one hour. 

When the factors of sex and age were 
considered, the differences were statistically 
not significant. In other words, the prefer- 
ence for half- or one-hour periods did not 
vary for men or women or for the different 
age groups. 

Increasingly it has become a somewhat 
popular practice among dentists to retain 
the patient for periods of time extending 
up to two hours—and, on occasion, even 
beyond. From the point of view of the 
dentist, the procedure is frequently de- 
fended by an assumption that the long 
period of dental treatment is for the good 
and convenience of the patient. The find- 
ings show a somewhat different picture. 

From the point of view of the patient, 
actual pain and discomfort are often in- 
volved in what the dentist does. Because 
of the psychological significance of mouth 
and teeth, some degree of fear or anxiety 
is experienced in most instances. More- 
over, the anxiety tends to become intensi- 
fied by the fact that during the process of 
treatment the patient is, in a sense, held 
captive, with flight as a protective measure 
from the “dental onslaught” not very feas- 
ible. What the patient really wants is that 
it will be over shortly so that he can get out! 

It would seem that long hours in the 
dental chair should occur only by mutual 
agreement; i.e. in the comparatively few 
instances, according to the present findings, 
where the patient and the dentist deem it 
advisable. 


The various procedures 


In addition to exploration of reactions 
with regard to length of time preferred by 
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the individual for dental visit, the question- 
naire presented certain procedures, each of 
which might or might not be an integral 
part of the dentist's approach to his patient. 
The questionnaire provided for a statement 
of the respondent's feeling with respect to 
each item on a five-point scale, ranging 
from a “must” to “intensely disliked.” 
The following table shows the group's 
responses in regard to the dental practices 
described in the questionnaire. Descriptive 
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pathetic than do men (41 per cent). On 
the other hand, the male patient's claim for 
a sympathetic approach is also evidenced. 
The highest incidence of male response 
falls at the scale point, “Desired, but not 
essential.” The findings thus suggest that 
while the needs of both sexes are compar- 
able with regard to a sympathetic dentist, 
the male patient may tend to express his 
feelings in a more conservative way than 
the female patient. 


TABLE 4 


Distribution of patient's response to dental practices 


Desired (not Indiffer- Intensely 


Eoo nena ee eee ee ere eae ee ENTE E 


1, The dentist who explains 

2. The informal dentist 

8. The talkative dentist 

4. The dentist who has soft music playing 
5. The sympathetic dentist 


A“must" essential) entto Annoying disliked 

% % To h % 
37 48 ll 2 2 
16 56 21 5 2 

4 23 35 33 5 
14 52 30 3 ll 
49 40 8 2 1 

9 28 47 11 5 


6. The dentist who permits patient participation 


statements in the table categories are abbre- 
viated. 

When the subjects’ expressed feelings 
about any of the specified dental ap- 
proaches were analyzed for the factors of 
sex, education and age, it was found that 
there were no statistically significant rela- 
tionships. However, there were some in- 
teresting sex and age differences which war- 
Tant consideration, 

Table 4 indicates that Category 5, the 
sympathetic dentist, has higher frequen- 
cies than any other category at the scale 
point, a “must” procedure. A glance at 
the table will show also that the distribu- 
tion within Category 5 itself, is heaviest at 
this first point on the rating scale. 

It appears that more women (59 per cent) 
feel it a “must” that the dentist be sym- 


An interesting age trend emerges. It 
appears something of a “must” for the 20- 
29 year age group especially (58 per cent) 
to have treatment with a “sympathetic” 
dentist who perhaps indicates his willing- 
ness to stop procedure when the patient 
signals discomfort or pain. The high fre- 
quency at the “must” point of the scale 
seems related to the many conflicts and un- 
certainties which so frequently character- 
ize the very young adult's functioning. 

In any case, the findings tend to indicate 
that as long as the dentist is perceived as an 
authority figure, with power and with for- 
midable instruments, he is also perceived 
as a threat to the body integrity—of pa- 
tients in general and the young person in 
particular. Thus there is the demand for 
assurance of safety. 
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In frequent instances, the dentist who is 
alert to the patient’s fear response will in- 
clude in his approach to the patient, infor- 
mation concerning the specific steps in- 
volved in the treatment of a tooth. Find- 
ings in the present study favor giving the 
patient knowledge of what is going to be 
done to him. Specifically, of the total group 
who responded, 85 per cent found it “de- 
sirable,” if not a “must,” for the dentist to 
explain procedure before application. 

It would seem reasonable to expect that 
a next step for the patient beyond the need 
to know what is going to be done, would 
be the desire to have a hand in the doing. 
The fact is that a number of dentists, in 
the interest of allaying patient anxiety, in- 
vite assistance in regard to various pro- 
cedures of the mouth. The dentist may, 
for example, permit the patient to hold 
cotton rolls in his mouth or use the spray 
as a coolant while drilling is going on. 

Somewhat contrary, however, to what 
might be assumed by the psychologically- 
minded dentist, the patient tends (47 per 
cent) to be “indifferent to” a treatment situa- 
tion which offers him the opportunity to 
participate actively. 


Submission and the treatment approach 

What seems implied from the constella- 
tion of findings in regard to dental ap- 
proach is that the patient is quite ready to 
entrust himself to the dentist if the latter 
offers safeguards against anxiety. As al- 
ready pointed up, the dental situation, for 
the patient, is in numerous ways symbolic 
of the early life situation with feelings of 
helplessness and dependency upon an in- 
dividual in a superior role. 

Consequently, the patient wants to know 
what is going to be done to him, for it is 
one way that he can be defended against 
his anxiety. But what appears of first and 
foremost importance to the patient is in- 
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dication that he is in the hands of a profes- 
sional worker who respects his fears and 
takes them into account, particularly while 
the patient is in the dental chair! 

With regard to other aspects of dental 
practice, the informal and casual approach 
tends, on the basis of findings, to be de- 
sirable although not essential to the patient. 
Sounds of soft music in the dental office 
seem similarly to be desirable. It was 
found however that a somewhat impres- 
sive number (30 per cent) of subjects were 
“indifferent” to music. The latter finding 
tends to raise questions from the point of 
view of patient accommodation, in that 
music has become in recent years more or 
less universally an accompaniment of treat- 
ment. 

When a comparison is made between the 
numbers of people who are annoyed by and 
even dislike a talkative dentist (38 per cent) 
and the numbers who are annoyed by or 
dislike music (14 per cent) it appears that 
many more people prefer music. Thus it 
may be that for the fearful patient, music 
acts as a buffer in regard to the painful ex- 
perience. On the other hand, when it is 
the dentist who is more definitely heard, 
the patient may feel drawn to a greater de- 
gree into a situation in which he already 
experiences discomfort. 


The importance of fee 

A final step in the study was an analysis 
of the group's reactions to some of the more 
practical factors involved in the dental ex- 
perience. There were five such factors 
studied. Each of the factors were rated in 
relation to each of the others. This pro- 
cedure yielded 1,825 responses, 

Following is the distribution in order of 
frequencies with respect to the five cate- 
gories which were presented: 

1. Quality of dental 


workmanship 37% 


` 
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2. Reputation of the dentist 

Personality of the dentist 

4. Convenience (office location, 
schedule of appointments, etc.) 13% 

5. Fee of the dentist 11% 


It is most interesting to note that the fee 
is of last importance and the quality of 
workmanship of primary importance. 

Frequently dentists maintain that the 
cost of dental care is what creates dental 
absenteeism. The findings in the present 
study tend to contradict the dentist’s point 
of view. The motivational study of dental 
care (12) includes high dental costs in the 
list of common complaints against dentists, 
although the study seems to report the com- 
plaint with reservation. 

The study points up that as one goes 
lower in the social scale, the economic pro- 
test becomes more severe. In the present 
study, however, the subjects in the lower 
educational and occupational levels did 
not place greater emphasis on fee than did 
those at the higher levels. 

Thus it seems that in many instances it 
is not so much the expectation of fee that 
acts as a deterrent to seeking adequate treat- 
ment as it is the anticipation of anxiety. 


24% 
15% 


ge 


RECAPITULATION 


This study is exploratory and is designed to 
obtain information which directly and in- 
directly influences the patient-dentist rela- 
tionship. One major area of focus is the 
individual’s reactions to specific practices 
and procedures on the part of the dentist. 

The data were collected by means of a 
questionnaire. The questionnaire was pre- 
sented to members of such organized groups 
as church groups and the parent-teacher as- 
sociation. The subjects filled in the ques- 
tionnaire in time provided during a cus- 
tomary meeting of the group. 

The sample consisted of 213 adults and 
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was considered an adequate cross-section 
of the general population. 

One line of investigation was comparison 
between childhood impressions in regard 
to dental treatment and the individual's 
response to dental treatment as an adult. 

It was found that the majority of the sub- 
jects had visited the dentist for “routine 
examination” at the early ages of three and 
four years. Statistical analysis of the data, 
however, showed no significant relationship 
between conditions of first visits to the den- 
tist and present behavior. For example, 
the individual who presently goes to the 
dentist only as a last resort, may recall a 
a “pleasant” early dental experience. A 
converse set of conditions may also occur. 

A further line of study was an attempt to 
determine characteristics of the dentist and 
features of his practice which the patient 
considers essential for his affective comfort. 
Findings show that a large majority of the 
subjects want treatment limited to half- 
hour or one-hour periods. Nor does the 
time preference vary for men or women or 
for the different age groups. This finding 
is in contrast to what occurs in practice, for 
there are countless instances where the pa- 
tient is retained for two or more hours. 

The subjects stated their preferences in 
regard to various approaches on the part of 
the dentist. It was found that the “sym- 
pathetic dentist” had higher frequencies 
as a “must,” i.e., essential to the patient, 
than any of the other approaches described. 
The findings also suggest that the female 
patient is somewhat more emphatic in the 
expression of her need for a sympathetic 
dentist than is the male patient. Under- 
standing and sympathy on the part of the 
dentist also appears particularly important 
to the young adult in the 20-29 year age 
group. 

A final area of consideration was in con- 
nection with practical factors as, for ex- 
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ample, convenience in location of dental 
office, Five such factors were rated on the 
basis of their importance to the patient. 
The procedure yielded 1,825 responses. 
The most pertinent finding is that “qual- 
ity of workmanship” appears of primary 
importance to the patient and “fee” of last 
importance. It was found moreover that 
subjects in the lower educational and occu- 
pation levels placed no greater emphasis 
upon fee than individuals at higher levels. 

The point of view of the study is that 
the mouth acquires early and primary sig- 
nificance for the individual. Anxiety, as- 
sociated with the oral cavity in the adult, 
is a carry-over from early experiences and 
thus has its roots in infancy and childhood. 
The study indicates that because the dental 
situation readily lends itself to symboliza- 
tion of the early life situation the patient 
experiences dental anxiety. . Feelings of 
helplessness and threat of an authority in 
command are evoked in the patient in re- 
sponse to the dental examination and treat- 
ment. 

The findings, in general, reflect anxiety 
as the strongest factor in dental absentee- 
ism and people’s neglect of their teeth. 


IMPLICATIONS 


Increasingly in recent years reports have 
appeared which deal with the role of psy- 
chology in dentistry. However, there is 
still a conspicuous lack of study which can 
be classified as scientific investigation. 
From the point of view of dentistry, the 
most serious shortcoming in the nonsyste- 
matic or nonobjective study is that the pa- 
tient is frequently a nonparticipant. How 
the patient feels about one or _another 
aspect of the dental situation is in many 
instances expressed or anticipated for him. 
The outcome can be something akin to a 
Procrustean approach. In other words, the 
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patient may have to accommodate to an of- 
fice procedure incompatible to him and de- 
signed primarily from the dental worker's 
subjectively influenced observation. One 
of the findings, for example, in the present 
study is that the majority of subjects do not 
want the dental visit to extend beyond a 
half-hour period. The stated preference 
appears contradictory to what the dentis 
assumes the patient wants, for there are 
frequent instances where the patient is sub- 
jected to long hours of treatment in a given 
visit. 

In a report (3) cited earlier, this author 
describes the “regression” which takes place 
in the dental chair. Regression, on the part 
of the patient occurs because elements in 
the circumstance of the dental treatment 
are comparable to conditions in his early 
life. The patient’s behavior is induced by _ 
dependency upon the dentist as an indi- 
vidual in authority. 

Inevitable in the dentist-patient situation © 
—as in the physician-patient situation—is 
the fact that one person, the expert, does 
something to another, the patient. How- 
ever, the actual circumstance of meeting 
between dentist and patient; i.e., for ex- 
amination and treatment, need not neces- 
sarily yield an “activity-passivity” relation- 
ship in which the dentist perceives himself 
the active one and in position of power, and 
the patient regards himself as passive, child- 
like and helpless. 

Szasz and Hollender (14), in considering 
basic models of the physician-patient rela- 
tionship, point up that the model of mu- 
tual participation is essentially foreign to 
medicine. The authors state that mutual | 
participation is characterized by a high de- 
gree of empathy, elements often associated 
with notions of friendship and partnership, 
and the imparting of expert advice. 

It would seem that “mutual participa- 
tion” —if expressed feeling-wise — might 
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tend to improve conditions between dentist 
and patient and thereby minimize the pa- 
tient’s fear response to treatment. 

The majority of dentists are aware that 
fear is the major deterrent with respect to 
the individual’s use—or lack of use—of 
dental services. Anxiety or fear is the 
. thread which runs through an impressive 
amount of dental literature. Miller and 
Shrut (10) explicitly discuss dental anxiety 
and maintain that the dental profession 
fails to come to grips with the problem. 
That dentistry and dentists tend to view 
the patient's response as a somewhat un- 
alterable state seems reflected in the au- 
thors’ statement: “The attitude of most den- 
tists toward public fear of dental treatment 
ranges from blithe and/or helpless apathy 
to resignation and apprehension.” 

Findings in the present study appear to 
indicate, in fact, that the patient is quite 
ready to relinquish his controls against an- 
ticipated hurt and to give himself over to 
examination and treatment when the den- 
tist’s behavior communicates sympathy and 
understanding of the patient's feelings. 

It would seem that the burden of respon- 
sibility for improved feelings between den- 
tist and patient rests with the dentist. The 
prerequisite for a more compatible rela- 
tionship than presently occurs is that the 
dentist knows his patient as well as the pa- 
tient’s mouth. This recommendation sug- 
gests a procedure that goes beyond acquisi- 
tion of information from the field of the 
behavioral sciences. Observation points up 
that the problem in dental practice—as in 
medical practice—frequently has to do 
more with the practitioner’s application of 
knowledge than with his lack of knowledge. 

In an earlier paper (3) this author briefly 
describes a modified teaching approach in 
Tegard to a course in mental hygiene. The 
point of view which motivated the change 
is that the science of human behavior 
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should not be taught dental students pre- 
paratory to, but rather in conjunction with, 
the application of dental skills. The modi- 
fication thus allowed for consideration of 
ongoing clinic observation and experience, 
and psychological concepts, each in the 
light of the other. 

At the onset, the group who were dental 
hygiene students indicated reluctance to 
change the usual course procedure of lec- 
ture and fact-gathering. The group main- 
tained that the patient is conditioned for 
what is to come, as evidenced by his readi- 
ness to comply with treatment require- 
ments, As the course progressed, however, 
and the students looked for the patient's 
various modes of communicating feelings, 
they began to notice within the response 
of obedience, manifestations of anxiety as, 
for example, “the patient’s hands begin to 
sweat,” and “the lower lip becomes taut.” 

Again, findings in the present study re- 
flect the pronounced fear that can be as- 
sociated with tooth loss. The deep psy- 
chological significance of teeth, and thus 
the potential trauma in extraction is some- 
what strikingly described by Lorand (9). In 
adult life, teeth may represent aggressive 
weapons, strength, sexual attractiveness, 
health or decay. Lorand states, “Teeth, 
therefore, can be used and are used as sym- 
bolic expressions of loss, separation, disin- 
tegration or any danger threatening the 
individual. They may symbolize masturba- 
tion, giving birth, castration.” 

Hart (6), too, discusses attitudes toward 
tooth extraction and considers the response 
of the menopausal woman. His findings 
indicate that she is particularly fearful and 
reluctant to part with her teeth. The tooth 
loss occurring during a period in life when 
the woman is threatened by loss of attrac- 
tiveness and loss of reproductive capacity 
is a great blow to feminine pride in body 
beauty. Hart reports that some patients 
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actually become depressed after such ex- 
tractions. 

It would seem that on the basis of obser- 
vation and findings, even the most con- 
servative interpretation has to attribute 
psychological importance to teeth and tooth 
loss. Thus, can the patient’s “readiness” 
for extraction ever be taken at face value? 
Present indication is that for many den- 
tists, extraction tends to be equated with 
artificial substitutes. For most patients, 
however, the replacement is a “little tomb- 
stone *’’—a reminder of body loss! 

It is certainly not to be recommended 
that the dentist add psychiatric elements to 
his approach, and along with his dental 
skills probe into the affective life and prob- 
lems of his patient. Psychology can, how- 
ever, be drawn into a more functional 
relationship with dental practice than is 
presently the case if there is altered per- 
ception on the part of the dentist in regard 
to the patient. The dentist who is sensitive 
in a general way to the psychological signifi- 
cance of teeth, will discern behavior in the 
specific patient, and then attempt to ac- 
commodate, as far as feasible, his own re- 
sponse to what he perceives. 
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Delinquency, juvenile courts 


and chronic unemployment 


PREFACE 


Delinquents and their problems, the work- 
ings of a juvenile court, and society's efforts 
to cope with delinquency afe the foci of 
this article. The following composite per- 
sonality of a delinquent and his back- 
ground (more than seven out of ten delin- 
quents are boys) is based on experience with 
the more severely disturbed delinquents 
regularly referred to the psychiatric clinic 
of a juvenile court. A delinquent is usu- 
ally from 14 to 16 years of age by the time 
he is referred to the psychiatric clinic of a 
juvenile court. This is an especially 
troubled age for young people generally— 
the age of rebellious and perplexing adoles- 
cence, 

For Greg, as we will call our typical de- 
linquent, the external reassurances and in- 
her restraints, the safety valves which pre- 
vent violent outbursts, are lacking. By the 
time he comes to the court psychiatric 


clinic, Greg has most likely engaged in a 
variety of offenses, most common among 
which are stealing, breaking into homes or 
businesses, running away from home, skip- 
ping school, being generally incorrigible 
and repeatedly getting into fights and con- 
flicts with peers and adults. In rare cases 
his behavior may extend to such serious 
and even bizarre offenses as armed robbery 
and assault, various types of sexual misbe- 
haviors such as window peeping, sexual as- 
sault and, at times, even murder. 

But the nature of Greg’s offense only 
gives the symptomatic picture, the small 
floe of the iceberg which floats above the 
surface; submerged beneath is a deeply 
troubled, conflicted, more frequently fright- 
ened than aggressive youngster who poses a 
grave problem to his community. 


Dr, Silver is associate professor of human growth 
and development, Eastern Michigan University, 
Ypsilanti, Mich. 
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Before dealing with Greg and the inner 
workings of his mind, what are the broad, 
external forces affecting him, such as his 
ethnic group, his neighborhood, his family, 
his school and his friends? 

In most cases, Greg’s family is severely 
economically deprived because, even early 
in life, two codes of justice seem to operate, 
one for the materially gifted and a differ- 
ent code for the deprived. Consequently, 
Greg comes to the attention of the court 
and official action is taken in his case, while 
his rich cousin receives a very different kind 
of treatment; in the latter’s case, the author- 
ities very early bow out of the picture while 
the offender may be referred to a privately 
practicing psychiatrist or to a child guid- 
ance clinic. 

Greg’s parents generally have no more 
than a grade school education. His father 
is an unskilled worker, among the first to 
be laid off during an economic setback and 
among the last to be rehired in times of 
recovery. He generally does not have the 
basic skills necessary for him to be retrained 
to adjust to a changing industrial world. 

Consequently, Greg’s family more often 
than not is receiving some sort of financial 
dole, such as welfare or Aid to Dependent 
Children, Frequently, Greg’s mother is 
both mother and father to him because of 
divorce, separation, desertion or death in 
the family. If, however, Greg’s father is in 
the home, the long-standing sense of in- 
adequacy and failure, born of being low 
man on the economic and status totem 
pole, has gradually eroded further into a 
disappointed, querulous, frustrated man 
driven to find relief from his disappoint- 
ments in alcohol or other self-destructive 
avenues of escape. 

Certainly he cannot offer Greg the sup- 
port, guidance and understanding to pro- 
vide the model of benign masculine author- 
ity necessary for him to develop into a re- 
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spectable and self-respecting man. Even 
by dint of his personality attributes Greg's 


but sense that in his major role as bre 
winner Dad has failed. 

While matters are not necessarily easi 
for Greg's mother than they are for 
father—particularly since so many of the 
family’s material burdens are frequently 
heaped on her, emotionally at least—she 
not strapped by the sense of shame and fa 
ure which in our culture falls on the j 
less, unsuccessful male. 4 

At home Greg may be a frequent, al 
though conflicted and uncomfortable wit- 
ness to marital conflicts which, in part, 
grow out of endless fears over the family’s 
financial security and its rooted sense of 
failure and hopelessness. From his early 
years Greg has been made to feel un- 
wanted (by direct and indirect means), a 
an added economic drain, another mou 
to feed, or as a tangible symbol of an un: 
happy marriage. 

Ethnically Greg’s family generally deri 
from an oppressed minority group which” 
smoulders subtly and overtly against 
injustices and discriminations of a larg 
group whose rules it never made and whi 
therefore it seldom benefits from. 
Greg’s family may derive from the m 
transient, economically the most margin: 
members of the white Anglo-Saxon maj 
ity. Confused and segregated, they 
among other transients of similar stock ar 
socioeconomic level in an overwhelming] 
large, strange city to which they fled 
search of better living conditions, whi 
for them never materialized. 

In either case, Greg’s family lives in s 
standard dwellings in slum or near-sh 
neighborhoods where racial conflicts a 
crime are next-door tenants, In 
neighborhoods recreational opportun 
for Greg and his friends consist largely « 
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the excitement afforded by prowling in 
dark alleys, smashing school windows and 
street lamps, beating up competing gangs 
of teenagers, and being chased by the po- 
lice. Gradually, Greg matures into more 
sophisticated acts of bravado such as snatch- 
ing purses and rolling drunks. Against 
these exotic temptations, which afford quick 
and relatively painless discharge for many 
accumulated tensions, an infrequent chap- 
eroned school or church dance or the set- 
tlement house activities (if any exist in 
Greg’s neighborhood) wax pale and unin- 
viting. 

In school Greg is bored to distraction. 
His parents have not inculcated in him the 
values and work habits necessary for be- 
coming a serious or successful student. 
Greg soon realizes he is not as favorably en- 
dowed either with the hereditary intellec- 
tual gifts or the cultural opportunities to 
make of learning a joy and a challenge. 
Partly because his interest in the world 
around him was not stimulated or gratified 
early enough in life, his mental faculties 
today are considerably below those of his 
classmates in a regular class. 

Trying to learn and to keep up with his 
classmates has become so closely linked with 
humiliation and failure (much like his 
father’s) that Greg has simply given up or 
has taken to becoming the class buffoon. 
Academic achievement also appears to him 
to be a useless pursuit when, at best, he an- 
ticipates pursuing his studies only long 
enough to become a skilled or semi-skilled 
laborer. 

Books or even a daily newspaper are not 
regularly read at home. The sole source 
of information or entertainment, except 
for an occasional movie, is television. At 
times Greg may sit glued before the televi- 
Slon set for as many as six, seven or eight 
hours at a stretch, unwittingly absorbing a 
daily diet of violence and unrealistically 
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childish wish-fulfillment. His parents 
would say that at least he is staying out of 
trouble. Greg would ask: “What else is 
there to do that doesn’t get you in trouble?” 

The only reason Greg does not truant 
from school more often is because he fears 
the consequences and his truant officer. 
When he turns 16 he will drop out of school 
although he knows that jobs nowadays are 
almost impossible to come by without at 
least a high school education. (Roughly 
40 per cent of high school students drop out 
without graduating.) 

In the meantime, Greg vegetates in an 
“ungraded” class for children with behay- 
ior problems, a dumping ground for the 
unruly, disorderly children, His teacher 
is grateful that he can keep the class under 
control for most of the day, never mind try- 
ing to teach them anything. Nor has Greg 
acquired compensatory skills in sports, hob- 
bies or fields of special interest because he 
is far too unsure of himself to venture and 
to persevere. He cannot even read fluently 
enough to do much more than glance at the 
pictures in his favorite hot-rod magazines. 

What happens to Greg when finally he 
begins to clash with the authorities? Not a 
great deal at first. I£ it is his first offense 
he will simply be warned by the police and 
sent home. If he continues to steal or tru- 
ant or acts up in other ways he is placed on 
probation, following a small, unimpressive 
court hearing. 

Perhaps once a week or once in two weeks 
he will report to his probation officer, who 
is generally, although by no means always, 
a trained social worker earning not much 
more than a skilled private secretary. The 
probation officer has, on the average, 60 
more boys like Greg on his case load, in 
addition to other responsibilities, and gen- 
erally shares an office with one or two other 
probation officers. j 

Rather than getting to know Greg in 
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order to develop a feeling of trust in him 
and gradually learning how he can help 
him, the probation officer can offer Greg 
little more time or privacy than to greet 
him and to warn him about abiding by 
such regulations as his newly imposed early 
curfew; “hello-goodbye” reporting it is 
called. Overworked and underpaid, with 
the emphasis on quantity rather than qual- 
ity, how much ingenuity and enthusiasm 
can his probation officer be expected to 
muster to stimulate Greg to conform to a 
society which grudgingly concedes him less 
than the barest essentials for rehabilitation? 

Should these measures fail to be effective 
—as from their inception they are virtually 
destined to do—and should Greg persist in 
being delinquent, then his probation officer 
or referee or a judge may, in desperation, 
refer him for psychiatric evaluation. 

On the basis of pschological tests and in- 
terviews with Greg and his parents (if the 
parents can be inveigled or intimidated 
into visiting the clinic), Greg is generally 
found by this time to be a relatively im- 
pulse-ridden, guilt-free offender. 

In technical terms he is described as hav- 
ing a personality disorder. This means that 
the internalized restraints, the prohibitions 
of a conscience which in the normally con- 
forming individual inhibits socially con- 
demned impulses and acts, are lacking or 
ineffective in Greg’s case. The likelihood 
of instilling in Greg, at his age, an effec- 
tively operating conscience is extremely 
slim, costly and time-consuming. 

Simply to remove him temporarily from 
an aroused community, he may be commit- 
ted to a reform school for roughly six 
months. Too many boys are awaiting ad- 
mission to the same institution to keep 
them for a longer period. It is obvious 
even to the authorities that behavior pat- 
terns 15 or 16 years in the making are not 
changed in six months by primarily cus- 
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todial institutions (a fact which appears to 
be less obvious to the taxpayer). 


tion, more than 75 per cent — 
got into further difficulty. It is unlikely 


have gotten into further difficulty had the 
youth authorities pursued no corrective 
measures. Whether reform schools repre- 
sent a training ground leading to bigger 
and better offenses is debatable, to say the 
least. 


a waiting period lasting as long as one, two 
or even three years). There he may be 
placed in the same ward with adult pa 
tients, some of whom are violent or tho 4 
oughly disorganized, while others have been 
in the hospital for years and have become 
thoroughly institutionalized. From the 
latter group Greg may learn how to adjust 
to institutional life by surrendering hi 
strivings for individuality and achievement 
in exchange for a comfortable vegetable 
existence, 4 
Life for Greg, then, centers around ob- 
taining choice portions of food, getting th 
preferred assignments, and, in general, mak 
ing his creature comforts just a little softer. 
If Greg tests in the mentally retarded range, 
as approximately 5 per cent of delinquents 
do, he is somewhat more fortunate. A 
institution for retarded children may pro- 
vide him with a physically adequate plant 
and with limited treatment facilities. 
If, despite Greg’s background, he is suf 
ficiently intelligent, relates to people in 
more than merely a shallow, manipulative | 
fashion, and experiences at least a degree of 
guilt and anxiety about himself, then his 
outlook may be somewhat more hopeful. t4 
Greg may then respond favorably to psy- 


chotherapy or counseling on an individual 
or group basis in the court's or the com- 
munity’s child guidance clinic. 

This type of treatment, however, is avail- 
able to a very limited number of boys be- 
cause it is so costly and time-consuming. Nor 
has its effectiveness, particularly with de- 
,linquents, been thoroughly demonstrated 
to date. As Greg’s patterns of behavior 
have been developing over 15 or more years, 
no tranquilizer, no quick or magical cure 
exists or is likely to be invented which will 
tear down a warped outlook on life and 
| adequately reconstruct it overnight. 
These goals are achieved only slowly, 
| through growth and maturation, by guiding 
Greg past the many pitfalls of trial and 
error until he has learned to avoid the 
familiar, although delinquent and hereto- 


fore comfortably reassuring, coping tech- 
niques. 


Because too many clinic functions are 
primarily diagnostic, because of staff and 
financial shortages, and because of the dif- 
ficulties which Greg’s treatment generally 
poses, less than 1 per cent of the children 
| who pass through a juvenile court are 
treated in this way. Greg and his family, 
like others whose fare is meager (as well as 
for those for whom it is more full), have 
a learned to make the most of their existence. 
_ Consequently, neither Greg nor his fam- 
ily are particularly anxious to change. For 
Some time now Greg has been taking the 
€asy way out, by truanting from school, by 
Not preparing himself vocationally and by 
shirking responsibility at home and in his 
relationship with the world at large. He 
has learned to gratify himself by quick and 
direct, if illegal, means and to silence al- 
together too-fleeting pangs of conscience. 
For a long time now he has stopped admit- 
ting to himself that he feels hurt, disap- 
pointed and frightened by his failure and 
by his family. Now that he has begun at- 
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tracting the unwelcome attention of the 
authorities his parents may wish mainly to 
have him removed from home; certainly 
they do not wish to examine their respon- 
sibility for Greg’s difficulties, as a child 
guidance clinic would expect them to do. 

Obviously the causes for Greg's delin- 
quencies are numerous, complex and im- 
pinge on each other. Broad social forces 
external to Greg, such as unemployment, 
discrimination and a loosely knit, imper- 
sonal, transient and urban society, have an 
immediate and direct impact on him. In- 
timate familial pressures such as marital 
conflict, parental apathy and rejection, in- 
adequacy—all of these combine to make 
love among the scarcest commodities in 
Greg’s home life. 

Finally, inner limitations such as his 
lack of self-restraint, self-awareness and pov- 
erty of socially approved channels for self- 
expression prompt him to seek delinquent 
outlets. If Greg’s difficulties clearly derive 
from the warp and woof of the broad so- 
cial system (and this by no means absolves 
him of personal responsibility) because of 
the very complexity of the system, the cures 
for his ills are not equally apparent. 

The basic problem however, might be 
formulated in several ways: How can a 
technologically complex and freely com- 
petitive society capable of creating material 
abundance for all, operate in such a way 
that disadvantaged individuals are not psy- 
chologically displaced and materially de- 
prived? How can the parents of future de- 
linquents be helped to retain their self-re- 
spect and, in turn, that of their children 
by protecting their status as useful, con- 
tributing members of society? 

Can potentially productive workers be 
subsidized without idling them and plac- 
ing them on psychologically crippling hand- 
outs? How can such idled workers be ex- 
pected to imbue their children with atti- 
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tudes of respect for themselves, their par- 
ents, the community, and for values like 
gainful occupations? 

The answer to these questions seem in- 
escapable, although vitally threatening in 
a capitalistic society. Concern for the well- 
being of people must replace, or at least 
mitigate, the all-powerful profit motive. 
When, for example, thousands of farm folk 
are forced to flee to already hopelessly con- 
gested cities because produce is raised more 
cheaply on larger farm units, the cost must 
be calculated in more comprehensive terms 
than bushels per acre. (To add to the para- 
dox our food surpluses grow almost geo- 
metrically larger while fewer families are 
capable of paying for their food needs in- 
dependently.) 

In short, American genius for material 
growth and development must concentrate 
on the development of human potential for 
the problem of delinquency to be attacked 
at the root level. If Greg’s problems are 
seen as inherently related to the problems 
of his parents, particularly to his father’s 
feeling of inadequacy and unproductive- 
ness, then the first giant step to be under- 
taken is to restore father to his place of 
rightful occupancy as the family bread- 
winner, 

If this means creating work, then we 
should make the most of it by channeling 
this reservoir of potentially productive 
labor into creative purposes. The starting 
point of this reconstruction necessarily im- 
plies equipping Greg’s father to fit once 

more into a technology which displaced 
him and to prepare Greg to take his place 
in it. This requires an educational and 
vocational training program amounting to 
a major overhaul of our outworn educa- 
tional system. 

Greg and his pals must no longer be 
viewed and dealt with as thorns or misfits 
in an educational system committed to 
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training citizens for primarily middle-cla 
occupations. As President Kennedy h 
suggested, our really New Frontier lies i 
unleashing the creative potential of Pp 
more than it does in technological adva 
or in explorations in outer space. G: 
and his father’s talents could then be ben 
to the unfinished tasks of our generation | 
of which the President speaks. 

Projects of this kind, however, are 
templated by labor and industry alike as : 
common enemy. One group will cry 
“Don’t undertake anything that private in 
dustry might provide,” while the other ¥ 
quake and quarrel lest its constituents 
thrown out of work by a supply of 
labor. Yet it would seem that by utili 
this chronically unemployable source 0 
labor now, the plans for economic and so 
cial development projected ahead for 
next 10 and 20 years might be bro 
closer to present-day reality. 

The schools, hospitals, homes, resear 
centers, the roads, subways, airports a 
monorails that are needed today, which 
five or ten years will not begin to meet th 
demands of an explosively expanding po} 
lation, would have some chance of being 
constructed before they are inadequate 
their intended task. For the basic con 
tion is, that unless the entire commun 
in a coherent and organized fashion und 
takes to strive consciously and purpose: 
for maximum self-actualization, then | 
socially and economically displaced 
remain hopelessly and chronically 
placed. The displaced, in turn, will 
an ever-greater psychological and econon 
burden on a society which turns its 
on them. 

The blueprints for such a program 
more properly the domain of a brain tru 
of social and physical scientists, statesm 
and industrialists. ‘These should be dra 
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from men who have thrown off the single- 
minded constraint of their narrow realm of 
competence and their almost obsessional 
concern with research or with profit. They 
would be men who have learned to assume 
a more panoramic view of the impact of 
the broader social scene on their area of 
special competence. 
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With these men, primarily, rests the re- 
sponsibility for creating a complex, tech- 
nological society also capable of satisfying 
man’s basic need for a meaningful exist- 
ence. It is for them, through the medium 
of informed citizens, to transform this age 
of anxiety into an age characterized by 
growth, maturity and self-actualization. 
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BORIS M. LEVINSON, Pu.D. 


The homeless ma 
A psychological enigm 


It is with some trepidation that I approach 
this most difficult topic. To begin with, 
the area of homelessness has been the 
happy hunting ground of the sociologist 
for some years. It is only recently that the 
psychiatrist has acquired some squatter 
rights. As far as the psychologist is con- 
cerned, he is a mere interloper who has 
done very little in the field. 

One of the most difficult areas of psycho- 
logical research is that of homelessness be- 
cause it represents a very complex and 
ever-changing interrelationship of ethnic, 


Dr. Levinson is professor of psychology, Graduate 
School of Education, Yeshiva University, New 
York City. 

This paper was presented at a symposium on “The 
Homeless Man: Last Socio-Psychological Frontier” 
during the annual meeting of the American Psy- 
chological Association held in St. Louis in August, 
1962. 
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economic, sociological, psychiatric and psy: 
chological problems. 
The homeless man has been a social and 
psychological enigma from time imme 
morial. Innumerable theories have been 
proposed to explain his status. The 
theories varied from an hereditary (45) 
a sociological (1) point of view, dependent 
upon the socioeconomic background, cul- 
ture and ethnic derivation of the re 
searcher. A 
Some of the main difficulties of research 
with homeless men stem from two types of 
errors. The first type may be true of worl 
in any psychological or sociological are 
€g., inadequate sampling of the popula- 
tion, disregarding the reciprocity and inter- 
action of social forces, inadequate measur- 
ing instruments, and the bias of the inves 
gator. The second type is generic to the a 
itself; e.g., lack of prestige attached to work i 
with homeless men and the uncertainty 0 
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findings resulting from the shifting sea of 
a constantly changing population. 

Many men live in the Skid Rows of 
America, some by choice, others because of 
economic necessity, still others because of, 
failure to acculturate to the larger Ameri- 
can culture. Generally speaking, the pen- 
niless, unattached, unemployed men or re- 
tired old men were relegated to or drifted 
to the Skid Row because they could live 
very cheaply there (4, 5, 10, 18, 27, 37). 

According to Bogue and Schusky (5) the 
following categories are found in the 
Chicago Skid Row and by inference, in the 
Skid Rows of other metropolitan cities in 
the United States: (A) The elderly or dis- 
abled men who are unable to work and 
maintain themselves on either pensions or 
public or private assistance; (B) Semi- 
settled or settled workingmen seeking 
work; (C) Migratory workers who come to 
the city between jobs; (D) Transient 
“bums,” men who wander from one place 
to another and make a living by begging; 
(E) Resident “bums,” men who are physi- 
cally able to work but prefer to beg; (F) 
Criminals and workers in illegal enter- 
prises; (G) Chronic alcoholics. 

The researchers working with the home- 
less men saw the problem from the vantage 
point of their various disciplines and drew 
conclusions from the samples available to 
them. Thus, the easily visible, easily ac- 
cessible homeless men were studied. Most 
intensively interviewed were those who 
were available during the researchers’ busi- 
ness hours or who were clients of a social 
agency, mission or hospital in which the in- 
vestigators were making studies, However, 
it is well-known to researchers in this field, 
that some homeless men, no matter how 
destitute or how desperate they may be, 
never show up in a relief agency, where 
questions may be asked. Others do not 
apply for help if taking a shower is a pre- 
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requisite. Some come in late weekday 
nights or only Sundays to avoid even cur- 
sory questions. 


INADEQUATE SAMPLING 

OF THE POPULATION 

A tacit assumption made while studying 
the available sample was that since all 
homeless men (as defined by the research- 
ers’ definitions) were sampled, the study 
was valid. Very few attempts were made 
to classify these men into meaningful cate- 
gories or to make a stratified sampling of 
what was available (20). Since nobody 
knew how representative the sampling of 
the groups studied was, it was not feasible 
to make comparative evaluations of find- 
ings or to integrate and replicate studies 
made. However, what is more important 
is the fact that the part of the population 
which never applied for assistance of any 
kind and was self-maintaining on the Skid 
Row seldom became a part of these psycho- 
logical studies. 

We thus missed the essence of the prob- 
lem of homelessness because we concen- 
trated on easily available Skid Row 
samples. To illustrate: A study was made 
of the Jewish homeless at the New York 
City Department of Welfare Men's Shelter 
(21). Only eight cases were found in a 
homeless population of 1,350. 

[Later studies verified these findings. 
Thus in 1959 one per cent of New York 
City's homeless caseload was Jewish (7); a 
census of Philadelphia's Skid Row popula- 
tion made in 1960 indicated that less than 
one per cent was Jewish (27) ]. 

These men followed the typical homeless 
pattern of behavior. When one of these 
men was recommended to a home for the 
aged, he refused this opportunity. Since 
approximately one-third of the New York 
City population is Jewish it would seem to 
indicate that there are very few Jewish 
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homeless. It is true that the number of 
Jewish homeless is relatively small. Yet 
what was overlooked was the fact that the 
homeless Jews, because of Jewish subcul- 
tural imperatives, would rarely go to the 
Skid Row relief agencies or reside in the 
Skid ‘Row, but would rather live in bath- 
houses, cellars, nondescript furnished 
rooms, or would travel from one town to 
another, 

How adequate was the sampling and 
how valid the conclusions? In a word, the 
situation today in the field of homelessness 
is somewhat similar to what was found to 
be true in psychiatric studies years ago 
when all mentally ill patients were thrown 
into one category called “insane” and 
treated accordingly. 


DISREGARDING THE RECIPROCITY AND 
INTERACTION OF SOCIAL FORCES 
Because of these inadequate studies, the 
impression that most Skid Rowers are alco- 
holics became prevalent. This seemed to 
reinforce the common view. As a matter 
of fact, most of the work with the homeless 
done by psychologists is in the area of alco- 
holism. The question arises; “Are the 
common impressions that homelessness and 
alcoholism are synonymous and that alco- 
holism brings the homeless to the Skid 
Row valid?” 

Current research data does not substanti- 
ate this impression (26). The National 
Council on Alcoholism, for example, indi- 
cates that the total Skid Row population of 
the United States is 500,000. It considers 
that approximately one-third or 150,000 
are alcoholics. Since America has five mil- 
lion alcoholics, we cannot consider alco- 
holism and Skid Row synonymous (35, 36). 

A study of the homeless caseload made 
by the New York City Department of Wel- 
fare indicated that 32.8 per cent of their 
caseload had no drinking problems and 
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only 12.6 per cent were later-stage alco- 
holics (that is “a man drank at every op- 
portunity, was no longer able to refuse 
drinks, and spent most of his time and 
energy in procuring alcohol”) (7). The 
Philadelphia study indicated that from 20 
per cent to 35 per cent of the Skid Row 
population was alcoholic (27). 

Is it not possible, however, that the Skid 
Row alcoholics are typical chronic alco- 
holics? However, even this supposition is 
not a valid one, since we find that a Skid 
Row alcoholic is a “bird of a different 
feather” from the alcoholic clinic patie 
Jackson and Connor indicate that “the 
Skid Row drew them because there they 
could still act as ‘big shots’ when they could 
no longer do so elsewhere” (19). 

Strauss, for example, finds that “the 
homeless man population reveals dominant 4 
drinking patterns and motivations which 
are distinctly different from the clinical” 
concept of alcohol addictions” (43). Pitt- 
man and Gordon indicate that “alcoholism 
clinic patients showed the same propensity 
to marry as the general population, which 
is not true of the homeless man, the ar- 
rested inebriates and the chronic police 
case inebriates” (34). 

Similarly, Myerson found that “in thé 
give and take of normal, human relations, 
these men cannot give. They can only 
take from a supporter or protector, who is 
usually a woman” (29). Downs mentions 
that there “are differences, readily dis- 
cernible, between the integrated alcoholic 
who is seen in the average Alcoholics 
Anonymous Group, and the alcoholic who 
comes to us from Skid Row” (9). Zappala 
who compared 50 homeless men (inmates 
of a workhouse) with 50 alcoholic clinic 
patients, concludes that severe alcoholic 
reactions were more common among the 
clinic groups and also that “deterioration 4 
whether mental, socioeconomic or motiva- 


tional” among homeless men may be traced 
to factors other than alcoholism (53). 

Apparently the homeless man uses alco- 
hol in a different way than does a “normal” 
chronic alcoholic, and thus alcohol may 
have a different meaning to him than to 
the other. It seems logical, then, to con- 
clude that possibly alcoholism for the Skid 
Row alcoholic is not a primary but a sec- 
ondary cause for descending to the Skid 
Row. In other words, the problems of 
these men may have become more compli- 
cated because of the use of alcohol, but 
have not been caused by alcohol (44). 
However, this still does not answer the 
question. Did these men become alcoholics 
before they got to the Skid Row or did the 
Skid Row, because of its associations, make 
alcoholics out of them? 


INADEQUATE MEASURING 
INSTRUMENTS 

It is to be remembered that psychological 
tests present a challenge to the homeless 
which they try to avoid. This may be due 
to the fact that they fear that the psycholo- 
gist may be able to breach their anonymous 
inner shells and discover something about 
them. Tests specifically designed to over- 
come this defensiveness and tailored to the 
needs of the homeless are urgently needed. 

Approaches such as participant observa- 
tion have to be utilized. We need valid 
data regarding the thinking, aspiration 
level, field dependency, concept of self, and 
physiological reaction to pressure and stress 
of the homeless man. A study of the or- 
ganic factors which may lead toward the 
development of homelessness is also in 
order. 

In the few studies that have appeared, 
we find that such traditional and over- 
worked tests as: The Wechsler Adult Scale 
(50), Thematic Apperception Test (28), the 
Rorschach (39), Rosenzweig Picture Frus- 
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tration Test (40), Figure Drawing (25), and 
the MMPI (14) were used. An experi- 
mental try-out of such tests as Holtzman 
Inkblots (17), Picture Arrangement Test 
(46), Semantic Differential (31) speed and 
flexibility of closure (33), flicker fusion (13), 
Embedded Figure Test (51), perceptual 
space orientation (52), among others, seems 
to be indicated. 


BIAS OF THE INVESTIGATOR 


Unlike many other areas of psychological 
investigation, where the investigator may 
remain neutral, retain his emotional equili- 
brium and remain unbiased, working with 
the homeless men seems to evoke in the re- 
searcher either strong transference or 
counter-transference reactions (2) which, 
unless worked through, cannot help but 
contaminate the results. Rice (38), for ex- 
ample, analyzed some data obtained in an 
early investigation (1914) of homeless men 
at the New York City Municipal Lodging 
House. He found that there was a tend- 
ency for the subject’s reply to a question to 
bear out the interviewer's bias as to the 
probable cause of dependency. 


LACK OF PRESTIGE 

A question may be raised as to why there 
appears to be a negative correlation be- 
tween psychological investigations of the 
homeless man and popular interest. An 
explanation of this may possibly be found 
in the following: While, on the one hand, 
there is a general popular interest in the 
homeless man because he seems to possess 
something which some adult men uncon- 
sciously wish for, e.g. lack of responsibility, 
freedom of movement, happiness and en- 
joyment of life, sexual license and the ac- 
cessibility of desirable sexual objects; yet, 
on the other hand, he also personifies 
moral depravity, licentiousness and eco- 
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nomic dependency. These are the very 
evils our puritanic society makes such great 
efforts to combat and repress. 

This popular ambivalent attitude was 
transferred to anyone who was taking care 
of the homeless or was interested in them 
(15). The investigator acquired in the 
popular mind some of the earmarks of the 
homeless man. This set the investigator 
off from the rest of the population and 
tended to paint him with the homeless 
brush. 

The priests, social workers, or psycholo- 
gists who were in high esteem when they 
were administering to the needs of the 
“worthy” part of the population, were 
looked upon with less favor when it became 
known that they were involved in the care 
or study of “worthless” homeless men (2, 
37). The question always arose in the mind 
of the layman: “Why was the researcher or 
‘do-gooder’ interested in this subject?” 


SHIFTING SEA OF HOMELESSNESS 


There has been a change in our economy, 
lessening the demand for migratory labor 
and increasing the demand for white collar 
workers. “Skid Row is no longer a dy- 
namic subculture necessary for industrial 
expansion. The dynamic Skid Row of the 
past is now history” (36). 

As a result, the population of the Skid 
Row is now mostly of the “homeguard, 
casual type.” To illustrate (10, 26, 36), ac- 
cording to Anderson (1), one third of the 
population on the Chicago Main Stem in 
1923 was of the “homeguard casual” type; 
now, however, it is two-thirds (5). Further- 
more, there has been a change in the social 
composition of the Skid Rows. The popu- 
lation which existed yesteryear is disappear- 
ing. We find today a much younger ele- 
ment, with an increasing number of 
Negroes and Puerto Ricans (4, 5). i 

The growth of social services, the in- 
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auguration of social insurance, publi 
health measures, etc., help further to change 
the population of the Skid Rows and po 
sibly reduce it to the hard core (26). Un: 
doubtedly, now with automation approach 
ing full swing, other changes may occur, 
Therefore, findings which may have been 
valid a few years ago are no longer applic 
able. 


SETTING UP HYPOTHESES 


All this required a redefinition of our pro 
lem. Whom are we studying? After we de 
fine the object of our investigation, we may 
be able to arrive at some meaningful hy- 
potheses which are testable and applicable 
to the homeless groups. 

Let us therefore examine two of the 
latest definitions of homelessness to see if 
they are in any way helpful. According to 
Bogue and Schusky (5), the homeless man 
is a “man who is completely separated from ; 
his family, relatives, or strong ties with his 
friends, and who has few or no resources, 
nor immediate means of, for supporting 
himself.” The Canadian Welfare Council. 
defines the homeless man as “one who is 
completely cut off from or has no relatives 
or friends. Though he may be receiving 
some form of outside support, he has few 
independent resources other than the 
clothes on his back, has no immediate 
means and in some cases has little future 
prospect of self-support. He is without a 
home and lacks most of the social or eco- 
nomic support a home normally pro- 
vides” (18). 

These definitions are obviously so broad - 
that they encompass, one might say, almost — 
the entire gamut of the penniless unat- 
tached population of a large city. Is it pos- 
sible to arrive at a psychologically mean- 
ingful picture by studying this entire 
hodge-podge? s 

We may meet the dilemma posed by 


these or other similarly inadequate defini- 
tions by assuming either (a) that all un- 
attached men on the Skid Rows have some 
common psychological characteristics and 
try to find them or (b) by examining the 
available subclassifications of homeless 
men (5), selecting for study one of these as 
being the most representative or the most 
typical of the homeless man. 


TESTING THE HYPOTHESES 

We have already done some work on the 
first hypothesis. Some of it, one might 
say, without “benefit of clergy” as we, at 
the time, overlooked the significance of our 
findings. To illustrate, the problem posed. 
in my doctoral dissertation was to compare 
the intelligence, socioeconomic background, 
personality traits and attitudes toward 
, public assistance of homeless and domi- 
ciled unattached men in receipt of relief 
in New York City and to make the neces- 
sary recommendations (20). 

Surprisingly enough, the differences 
found were mainly due to the different 
ethnic backgrounds. Therefore, I con- 
cluded that both groups had men eligible 
and ineligible for cash assistance and rec- 
ommended a revision in the relief granting 
| policies. (Parenthetically I wish to indi- 
e cate that New York City has a matchless 
record of providing the best care in the na- 
tion both for the unattached domiciled and 
the homeless man.) 

I did not, however, pay enough attention 
to the significant fact of similarities be- 
tween the two groups. This was because I 
had a different focus. In another study, 
made ten years later, I became sensitized 
to these similarities when I again found a 
distinct WAIS pattern (22). I for one am 
not enthused about psychometric patterns 
nor do I try to explain psychopathology in 


ža terms of WAIS pattern differences. 


However, as I mentioned at the time, I 
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thought that it might give us a hint as to 
the common way in which these men tend 
to meet their problems. I began to think 
that there are possibly some common per- 
sonality traits existing in the disparate 
groups on Skid Row (23). Is it an adap- 
tive personality pattern? What are its ele- 
ments? I realize that this return to the 
“trait explanation” is found objectionable 
by some sociologists as it is said that the 
“Row itself never really gets explained” 
(10). But, alas, facts are “stubborn” things. 

In order to test out the hypothesis of 
common personality traits, one of my 
graduate students, Dr. Magda Denes-Shor, 
made a study comparing Puerto Rican 
homeless with native-born, white home- 
less (8). In spite of the disparate national 
and ethnic backgrounds, Denes-Shor found 
quite a few similarities in their family dy- 
namics, intelligence test patterns and pro- 
jective data. 

To follow up this lead, another of my 
graduate students, Mr. George Kean, is 
making a study comparing native-born 
Negro homeless with native-born white 
homeless. However, even if we find that 
most homeless have certain common per- 
sonality traits which distinguish them from 
other groups, this does not solve our prob- 
lem. How do we know that these existed 
prior to these men becoming homeless, 
thus bringing about their homelessness 
(10)? Isn’t it possible that the Skid Row 
subculture fostered and brought out these 
common personality traits? We do know 
that some of these men have a unique per- 
sonality structure (23). 

Furthermore, these men came to Skid 
Row in adulthood, when their basic per- 
sonality had already been formed. While 
there is a possibility of superficial change 
in personality makeup, radical personality 
changes do not seem likely for these men. 
A question arises, assuming that other re- 
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searchers will replicate these findings, 
as to whether these results can be used in a 
program of prevention with vulnerable 
families and individuals. 

Another way of discovering if common 
personality traits do exist would be 
through a research appraisal of the second 
alternative and the selection of a repre- 
sentative group of homeless men for study. 
I would consider as falling into the true 
homeless category those men who are 
presently and have been on the Skid Rows 
of America for a considerable length of 
time, and who are neither mentally ill nor 
chronic alcoholics, nor criminals; nor are 
they on Skid Row merely because they can- 
not afford to live elsewhere. 

Appropriate social policies can remove 
most of the others from the Skid Rows (e.g. 
increase in relief allowance, hospitalization 
plus group living accommodations, incar- 
ceration in correctional institutions, etc.). 
The residual, which cannot be taken care 
of under any other provisions, will be our 
true homeless. Most likely, most of the 
men in the groups characterized by Bogue 
and Schusky (5) as transient and resident 
“bums” belong to this category. After we 
study the characteristics of this category, 
we shall be able to define it not only opera- 
tionally but also psychologically. As you 
may note, this classification will not only 
run across all the categories set up by 
Bogue and Schusky, but also across na- 
tional, ethnic, religious, and racial lines. 


WHAT IS HOMELESSNESS? 

The following theoretical position could 
then be tested out; to wit: Homelessness 
has as its basis a learned fundamental de- 
tachment from life, a nonacceptance of the 
values of our society. This is a nonverbal- 
ized, unconscious mood quite often ex- 
pressing itself in a “Don’t touch me,” 
“Don’t -ask me any questions” attitude. 
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This unconscious unverbalized rejection of 
our societal goals is hinged upon the non: 
acceptance of our ordinary mores and folk- 
ways (47, 48). Since the homeless man does 


munity, he has ipso facto removed himself 
from some of its external and internal sane 
tions and controls. Hence, the awards that 
we prize so highly and the punishments we 
dread do not affect him (16). 

He has a very low opinion of what mo 
vates others. Hence, he is not concerned 
with what they say about him. In his at 


status he has been negatively reinforced 
(16). He therefore makes no effort either 
to acquire a new social status or re 
establish the one he once had. The hom 
less man has lost out in the battle for ac 
ceptance. Hence, he rarely seeks social } 
acceptance and is seldom troubled by re- 
jection. He very rarely cares to play 
socially acceptable roles, wishes to exist 
with the least effort, and be self-sufficient. 
The homeless man, contrary to the geni 
eral impression, is not looking for a life 
of ease, for days spent in a protected en- 
vironment with all his needs being taken 
care of, 

The homeless man does not care or thi 
about his past, present, or future. He does 
not wish to question himself or become 
aware of his emotions. He is quite ind 
ferent both to outer reality and to his inn 
world. It is as if he had a “glimpse of 
heaven and a touch of hell” and he desires 
neither. He has little internalized anxiety. 
Correspondingly, he seems to have very few 
psychosomatic disorders such as, allergies, 
peptic ulcers, or asthma (3, 9). 

What are his inner unconscious dy: 
namics? A study indicates (23) “the home- 
less man has had a very poor psychosexual 
history, as a result of which he has de 
veloped a fear of either accepting or shar- 


ing affection. At some time, the mother 
figure had brought about a good deal of 
ambivalence and anxiety. To love meant 
to be hurt, to be rejected, to be deserted. 
He now denies to himself his need for affec- 
tion and tends to respond to the demands 
of the world of reality by repression, by 
withdrawing into passivity. Therefore, he 
no longer faces reality, refashions it, or re- 
directs it to satisfy his needs. Because of 
the poor development of ego and its frag- 
mentation, his inner controls are also very 
poor. Thus, he finds it difficult to satisfy 
his instinctual cravings on a reality basis. 
In the past, he has found it difficult to 
empathize with others and accept their 
ideas and feelings. This difficulty has been 
a carry-over from his attitudes toward him- 
self and his self-rejection.”” 

We thus find a man who values his lei- 
sure, his partial retirement from life, and 
his independence of any institutional con- 
trols (41, 47, 48). This man does not look 
for security, for a place to remain and stay 
for a long time. He prefers his freedom 
even if it is only freedom to starve or to 
beg. He wishes to do only simple, nonre- 
sponsible, short-term jobs that provide spot 
cash. He avoids all jobs which may bring 
about self-involvement. It takes almost as 
long to learn to become homeless and to 
develop the necessary “professional” atti- 
tudes as it takes to become a professional, 
such as a physician or a psychologist. This 
is why we usually find the homeless man to 
be about 35 to 50 years of age. 

In terms of our standards, these men are 
emotionally disturbed. However, if we 
look at these men as cultural deviants, as 
mutants, and as the end result of a moral, 
social and familial crisis, we can no longer 
consider them as being in thralldom to a 
disease process.1 These men are by- 


products of our culture; they have gone- 


through aversive learning experiences 
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which we have provided for them. In a 
sense we can see the dilemma of the modern 
world in the homeless man. In stark light, 
in majestic simplicity, one can see what 
happens to man when society does not offer 
him the opportunity of even posing or 
pondering the questions “Who am I?” 
“Where am I going?” “What place is 
this?” “What is the meaning of it all?” 

I believe that the homeless man can be 
found throughout society (6, 12, 32, 48). 
There are many men in every strata of 
society whose learning experiences have 
been of such a nature that they reinforced 
their desire to withdraw from their social 
groups, companions and jobs. The unat- 
tached man who perpetually moves from 
one furnished room to another, the play- 
boy who somehow never manages to hold 
on to a job, the unattached businessman 
who retires from life at a very early age and 
then roams around the country on a mini- 
mum budget—all these men and many 
others are component parts of the invisible 
mountain of homelessness.” 

Only those on the visible part of the Skid 
Row iceberg have attracted attention. 
Since only they are socially troublesome 
and hence call for action, they, solely, are 
being studied. All these men have one 
thing in common. They implicitly reject 
our life and its values and are content 
merely to exist, vegetate with least effort, 
eT ES PLS SE E E S L, 


1 At this point it may be worth-while to note Elias- 
berg’s (11) comment as quoted by Vexliard (48 p. 81) 
that it is only at the point when the homeless man 
is considered abnormal socially that he is thought 
of as being abnormal psychologically, Compare this 
with Webb's statement (49 p. 2): “There is a popular 
habit of calling persons ‘workers’ when they are 
needed to harvest a ripened crop, and referring to 
them as ‘bums’ during the slack season that follows.” 


2 As a matter of fact, the Canadian Welfare Council 
defines homeless men Group I as “unattached men 
resident in urban centers, who are often inhabitants 
of Skid Row” (18 p. 2). 


597 


watching the world and their lives pass by. 
In a word, their orientation is on being 
rather than becoming. 


RESEARCH PROBLEMS 


Among others, some of the following re- 
search problems would have to be resolved 
in order either to validate or negate our 
hypotheses: Why was homelessness, as com- 
monly understood, become synonymous 
with maleness? Why do certain American 
cultural strains make a significantly larger 
contribution to homelessness than others? 
Who are the homeless men? What are the 
socialization experiences that may account 
for their homelessness? 

What is the family social system from 
which the homeless man originated? Was 
there any family disorganization? Were 
there significant differences in the child- 
raising practices of the parents of these 
homeless men? How did these parents de- 
viate from the accepted norms? How did 
the homeless man as a child perceive these 
differences? Is the homeless man perceptu- 
ally more field dependent than his siblings 
who did not become homeless? 

What kind of self-image did the home- 
less man develop? Under what circum- 
stances did he develop this self-concept? 
What does he think of the social role he is 
playing now? What role did his home back- 
ground and employment history play in it? 
What are his values, beliefs, attitudes? Was 
there a sudden change in value system or 
was there a gradual collapse? How did the 

homeless man adopt this way of life? How 
did he learn to accept his present mode of 
living? Was this learning process painful? 
Were there any inner conflicts? We know 
he is withdrawing. Is this withdrawal a 
result of aversive learning or of the active 
need for self-protection? i 
What attitudes toward employment did 
he have? What did the homeless man (who 
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is usually from a low socioeconomic 1 
learn about employment gratificati 
Were his job experiences or the experie! 
of his parents or his relatives negati 
Was there an indication that the job 
school) was not a rewarding but a pun 
ing experience, and he learned to look 
the job as if it were a prison sentence? 
It is being said that the Skid Rows ar 
changing. In what ways are they cha 
ing? Is there also a change in the psy! 
logical traits of the habitué of the S 
Row? Are these differences apparent 
real? Did these always exist but remai 
covered up by the general gray coloratior 
of the Skid Row, which is now being fr: 
tionated? BY 


SUMMARY 


To summarize: Psychologists have 
very little attention to the field of hon 
lessness and it is the terra incognita 
clinical psychology. Most of the resea 
done in this field was based upon eith 
(A) the qualitative interpretation made | 
social workers of social casework dal 
secured from homeless men, or (B) 
sociological studies of these men. 
very few psychological studies made ha 
been inadequate because the psycholog 
has mistaken the shadow for the substa 
the phenotype of behavior for the geno! 
of dynamics. Further, very little atte mp 
has been made to relate these studies t 
the general framework of personalit 
theory. 

Provisions must be made for preparat: 
of research workers in this admittedly mos 
difficult field. A general background 
clinical psychology, urban sociology, 
studies on alcoholism will not suffice. 
may find tangential courses of study in ou 
graduate schools but nondirected specific 
ally toward research in this area. On 
such a curriculum becomes operational, 


may be able to achieve a methodology that 
will permit an interdisciplinary analysis of 
the physical, economic, cultural psycho- 
social and psychological factors that (A) 
produce the homeless man, (B) motivate 
him during his period of homelessness, and 
(C) determine whether or not he can be 
rehabilitated. 

In conclusion: To me, the homeless man 
is a symbol of what's wrong with our 
society, an indication of man’s brutality to 
man. He is the beacon light warning us 
of the reefs ahead. It may be noted that 
when social conditions become worse, the 
number of homeless men increases. Finally, 
he is the Rosetta stone of social pathology 
and psychopathology. When the homeless 
man passes from the scene, it will be one of 
the major indices pointing out that a key 
to our major sociopsychopathological dis- 
orders has been found. 
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The pharmacy: 


Unique setting for rehabilitation 


The traditional role of the hospital pharma- 
cist was as a compounder and dispenser of 
drugs and medicines (2). By accepted defi- 
nition, the hospital pharmacy was the place 
where drugs were prepared, compounded, 
and dispensed by registered pharmacists, 
and nothing more. 

The training of the pharmacist, coupled 
with professional licensing requirements, 
developed in him a high sense of personal 
responsibility toward each patient served 
by the hospital pharmacy. In turn, this 
concern for patient safety and integrity 
of service led to a need for certainty, on 
the pharmacist’s part, in such matters as 
the quality and quantity of medications 
handled, the authenticity and accuracy of 
drug data disseminated to other profes- 
sional staff, and to rigid standards for the 
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of mental patients 


safety of the pharmacy and its stores of 
drugs and medicines, 

Until very recently, the foregoing would 
have been both complete and appropriate 
descriptions and definitions of most psychi- 
atric hospital pharmacies and pharmacists. 
The pharmacy: a security bound laboratory 
for the pharmacist. He, like, a chemist, ac- 
curate, objective, methodical, and rigidly 
responsible to self, patient, and service. 

The standards of practice, the ethics and 
demeanor of the professional staff, and the 
sensitive accuracy and security of the service 
itself, readily enable the above criteria to 
be continuously identified as operational in 
the Pharmacy Service at the Brockton Vet- 
erans Administration Hospital. Yet, with- 
out any diminution of its basic tenets of pa- 
tient care and security, the Brockton VA 
Hospital pharmacy staff has been pioneer- 
ing an approach in the rehabilitation of 
psychiatric patients. 

With the advent of the present-day team 


proach in all areas of medicine, even as 
the role of the physician has become less 
dominant, the therapeutic roles of ancillary 

“specialists have become of increasing im- 
DOr Among such emergent roles in 
Met he therapeutic community of the Brockton 


a VA Hospital is that which conceives of the 
g armacist as a therapist; but in such a way 
‘that no part of his fealty to his scientific 
and legal obligation is relinquished. His 
acy is developing as a therapeutic 
work setting in the rehabilitation of selected 
ychiatric patients; even as the integrity, 
i “security and traditional objectives of the 
f professional apothecary are becoming more 
tigidly reinforced and solidified. 
-In this new role, the pharmacist now finds 
himself involved in several types of con- 
" certed therapeutic effort with both physi- 
YA cians and nonphysicians on the psychiatric 
team. His role becomes conditioned by the 
roles of all the other members of the thera- 
peutic community. This, in turn, calls for 
a reorientation of the pharmacist’s self-con- 
cept, in order for him to work through the 
= anxieties inherent in such a departure from 
Li . 
___ his former identification. 
t The pharmacist must now strive to under- 
By “stand and accept his therapeutic role, with 
the appreciation that however fragmented 
may be, it could become a key element in 
the rehabilitation of certain patients. What 
actually seems to be happening, in the emer- 
gence of the pharmacist’s therapeutic role, 
‘a drastic increase in his professional func- 
‘tioning and contribution to rehabilitation. 
A look at the personal role of the pharma- 
st as a psychiatric team member and the 
environmental role of the pharmacy in psy- 
"chiatric rehabilitation may help to clarify 
_ these conclusions. 
_ In the modern psychiatric hospital, which 
Subscribes to the concept of a therapeutic 
‘community, the pharmacist’s function is of 
‘dual nature. His professional specialty 
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is the science of pharmacy in all of its 
varied functions and strict securities. His 
therapeutic role is chiefly found in his close 
personal relationship with patients assigned 
to his setting as part of their treatment. 
This therapeutic role has as its essential 
component the understanding and support 
that the pharmacist is able to offer the pa- 
tient in a practical work rehabilitation set- 
ting. 

Not infrequently, the pharmacist, in the 
atmosphere of safety and support offered 
by the pharmacy, provides the patient with 
a softening of the impact of the various 
other therapies imposed by the hospital 
organization, while simultaneously offering 
him a constructive therapeutic experience. 

Even as the pharmacist sees and accepts 
changes in some elements of his traditional 
role, in certain other elements he must 
cling to sameness. His professional author- 
ity must remain unquestioned. His own 
work and professional responsibilities must 
not suffer from increased therapeutic ac- 
tivity on his part. He must guard against 
allowing his staff to be used exclusively for 
patient training and supervision, to pre- 
clude any deterioration of their professional 
role as pharmacists. He must bear in mind 
that the integrity of his service involves the 
use of patient help in supplementary func- 
tions only and in roles appropriate to the 
goals of rehabilitation. 

As a therapist, the pharmacist must be 
oriented to, and ever aware of, the dyna- 
mics of dependency. Through a realistic 
approach, he must make a conscious and 
continued effort to lessen the dependency 
problem in patients assigned to the phar- 
macy for purposes of a therapeutic work 
experience. He must constantly be alert to 
prevent dependent patients from leaning 
too much on him or his staff; and staff from 
leaning on patients! He must be ever ready 
to assist his staff in drawing the line, lest the 
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patient be hurt by being inadvertently 
helped into a state of overdependency. 

At Brockton, every facet of good hospital 
practice in pharmacy safety and supervision 
is adhered to and continually exercised. It 
would seem that some therapeutic activity 
has emanated even from such devotion to 
standards and controls. 

This is perhaps due in large measure to 
the patients’ perceptions of adequately 
functioning “others” in their environment, 
“others” who can maintain their own limits 
and controls and exercise sound profes- 
sional judgment and activity in the phar- 
macy milieu. 

The pharmacy has now become the set- 
ting for therapy, training, work condition- 
ing and even temporary, paid employment 
for psychiatric patients in the rehabilitation 
process. There are certain unique advan- 
tages underlying the use of the pharmacy 
environment in rehabilitation programs. 

For the patient, the pharmacy assignment 
offers a singular opportunity to enhance his 
sense of worth by being of direct service 
to his fellow patients (and to himself!) 
through his own efforts alone, It also offers 
progressive training and work conditioning 
in a number of distinct, separate job func- 
tions. The training and work experience 
thus received increase the vocational resto- 
ration of the patient and heighten his po- 
tential for subsequent employment in the 
competitive community outside the hos- 
pital. 

Work in the pharmacy offers the patient 
a chance to regain lost communicative skills 
and ease into interpersonal relationships 
in an essentially nonthreatening environ- 
ment. It offers the patient a chance to de- 
velop a new sense of identification. In 
turn, this increase in self-concept helps re- 
duce anxiety and contributes significantly 
to a lessening of characteristic withdrawal 
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Benefits also accrue to the hospital 
the assignment of patients to the pha 
It makes for increased patient serv 
hence, better patient care. It offers a 
ferent occupational setting in which 
evaluate the patient. Because of the pai 
ticular structure of the pharmacy, m 
patients whose greatest dynamic needs 
for a feeling of orderliness and safety in 
environment can be assigned to this acti 

Because of the necessary close interpel 
sonal relationships and constant comm 
cation required in the function of the p 
macy, it offers an excellent area in which t 
begin the resocialization of patients wl 
cannot stand the pressures of the more con 
plex work activities offered in the hospital 
setting. 

Patients selected for pharmacy ass 
ments must be carefully evaluated by the n 
habilitation team at the ward level. 
patient chosen for a pharmacy experience 
must be considered by the team as being 
neither suicidal nor homicidal, He m 


toward rehabilitation within the partic’ 
environment of the pharmacy. 

For the patient who is motivated toward 
accepting a pharmacy assignment, a numi 


pational achievements are attainable. 
particular importance are the benefits 
crued in the area of development or 
newal of work skills, habits and attitu 

Job operations, ranging from quite simple 
to highly complex manufacturing func- 
tions, are involved in the preparation, pack- 
aging and dispensing of medications. Such 
clerical operations as typing, filing, coding, 
indexing and inventorying are daily fun 
tions in the busy pharmacy. Among the 
higher level administrative operations i 
which patients can gain knowledge and €; 
perience are drug-cost posting, statistica 


compilation and professional journal ab- 
stracting. 

The list of actual and potentially bene- 
ficial work experiences found in the hospi- 
tal pharmacy is quite lengthy, and virtually 
every activity can be adequately handled 
by selected patients, but always and only 
under the direct supervision and control 
of the professional pharmacist. 

In addition, patients who have worked 
in pharmacy assignments for a period of 
time, who have shown aptitude and interest 
in their duties, and who are so motivated, 
may be recommended by the pharmacist- 
therapist for appointment to the position 
of member-employee (1, 5). In this position 
the motivated patient takes another large 
step toward his rehabilitation goal. 

‘The member-employee program,” now in 
effect at 42. Veterans Administration Hos- 
pitals throughout the United States, is a 
transitional work rehabilitation program. 
It is designed for patients who have 
achieved socially and vocationally to a level 
above patient status, yet are not quite ready 
to assume their full occupational and social 
role in the community (3, 7). 

Patients are chosen for the member-em- 
ployee program, after recommendation 
from their work supervisor-therapist and 
after screening by their psychiatric team. 
Patients elected to member-employee status 
are discharged as patients. They are im- 
mediately hired by the hospital as tempo- 
rary employees in a number of exempt 
categories, under existing U. S. Civil Serv- 
ice regulations. 

Member-employees live in their own 
separate personnel quarters and are paid 
a salary which is a fixed percentage of the 
regular Civil Service salary for the position 
(usually from 22 to 26 per cent, depending 
on the grade of the position). They accrue 
the same leave and sick benefits as regular 
employees, and their hours of work con- 
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form with those prescribed by Civil Service. 
Member-employee appointments ordinarily 
do not exceed one year’s duration (7). 

The status of being discharged from the 
hospital, and of being hired and accepted 
as an employee, has been of significant 
benefit in the development of self-confi- 
dence and independence among hundreds 
of member-employees who have returned to 
job and social adjustment in the commun- 
ity from the Brockton Veterans Adminis- 
tration Hospital (2, 5). 

As has been indicated, member-employ- 
ees can be appointed to fill positions in any 
area of the hospital where it is felt that such 
an experience would be of most benefit to 
them from a therapeutic standpoint, and 
where the experience is in direct line with 
their rehabilitation goals. 

Bearing in mind that the hospital phar- 
macy at the Brockton VA Hospital is small, 
with regard to both space and staff, and 
that member-employee appointments must 
therefore be limited to only two or three 
per year, the following figures and case 
illustrations are felt to be informative in 
evaluating the pharmacy’s role in the re- 
habilitation process. 

Forty-eight patients have participated in 
pharmacy assignments since 1957. Of these, 
11 have been recommended for member- 
employee status by the chief of the phar- 
macy service. All who were thus recom- 
mended were approved for member-em- 
ployee status by the member-employee 
selection board. Twenty-six other patients 
who have experienced successful pharmacy 
asignments have been able to go directly 
into the extramural community without 
need for any other transitional hospital ex- 
perience. Six patients have had to be ter- 
minated from pharmacy assignments for 

1 The Member-Employee Program in all Veterans’ 
Hospitals has been superseded by more extensive 
compensated therapy programs. 
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strictly medical reasons; three patients have 
progressed to other assignments within the 
hospital; and two patients are presently as- 
signed to the pharmacy. 

The rehabilitation of mental patients, 
utilizing the pharmacy environment and 
staff to develop and sustain therapeutic 
progress, has now been successfully demon- 
strated at Brockton over a period of five 
years. Case histories demonstrate the effi- 
cacy of using pharmacists and the pharmacy 
setting in adjunctive therapy. 

Certain other factors have also clearly 
emerged as a result of continued participa- 
tion of the pharmacy staff in dynamic re- 
habilitation programs for psychiatric pa- 
tients. These factors offer themselves as im- 
mediate guidelines: 


(1) The pharmacy staff should receive 
as much psychiatric orientation, 
training and inservice education as 
possible. 

(2) The pharmacy staff must strive to 
be a close-knit group, highly moti- 
vated and imbued with a sincere de- 
sire to succeed professionally, both 
as pharmacists and as therapists. 

(3) The pharmacy staff must have suffi- 
cient time, and the complete co- 
operation of other therapists in 
order to implement the rehabilita- 
tion goals of the patient, within the 
unique framework of the pharmacy 
operation. 


In summary, it has been demonstrated 
that utilizing the hospital pharmacy setting 
in rehabilitation programs for mental pa- 
tients is both possible and advantageous in 
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certain selected cases. From a therapeutic 
standpoint, the pharmacy setting and phar- 
macy staff would seem to have their greatest 
effect in reintegrating and strengthening 
the patient’s self-concept by means of: (A) 
the establishment of a heightened but not — 
overly threat-laden level of expectation; 
(B) the gradual restoration of good work 
habits (often deteriorated merely by disuse); 
and, (C) the supportive counseling offered } 
the patient in an environment perceived as f 
secure, structured and accepting. 
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The etiology and epidemiology of 


mental illness and problems of methodology: 


With special emphasis on schizophrenia 


The etiology of mental illness—and schizo- 
phrenia in particular—has been the focus 
of continuous arguments, controversies and 
polemics with regard to its somatogenic and 
psychogenic origin. 

There are three basic approaches attempt- 
ing to explain mental illness. In the lab- 
oratory approach, the investigators examine 
possible disease agents (physical, chemical, 
or biological) which can be related to the 
mental illness; in the clinical approach, the 
attention is focused on the individual and 
on a study of his life stresses; in the epi- 
demiological approach, a correlation is 
sought between the disease and some social 
phenomenon. 

Although Kraeplinian influence has per- 
vaded psychiatry for decades, interest in the 
psychosocial aspects of mental disorders is 
not entirely new. According to George 
Rosen (40), the theory that social stresses 
may, in some measure, be related to mental 


illness dates back to the eighteenth century. 
Both Benjamin Rush in the United States 
and Philippe Pinel in France wrote that 
such upheavals as wars and revolutions are 
responsible for the increased rate of mental 
disorders. 

Two major trends of research have 
evolved from the psychosocial school; (a) 
Studies conducted by psychiatrists, empha- 
sizing the environmental factors within the 
family; and (b) Studies undertaken by soci- 
ologists who do not limit themselves to the 
immediate family but who also include the 
social and cultural environment of the pa- 
tient. 

While the psychogenic approach is trace- 
able to Freud, it is Sullivan, of the Wash- 
ington School of Psychiatry, who developed 
the concept of “interpersonal relations,” 
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which could be responsible for personality 
deviations. Some psychiatrists, influenced 
by the psychoanalytical school, have ap- 
proached the problem of mental illness 
through the intensive study of families with 
mental patients. One of the recurring find- 
ings is that mothers of schizophrenics were 
found to be overprotective, sometimes re- 
jecting, dominating and aggressive, (For a 
review of the literature on family back- 
ground of schizophrenics, see Sanua’s pa- 
per (43). 

The clinicians were primarily interested 
in reconstructing the psychic development 
of the individual and in seeking an explana- 
tion to pathology in terms of noxious ex- 
periences during early infancy and child- 
hood. In most cases, however, such variables 
as social class and cultural milieu received 
little attention in the formulation of hy- 
potheses. 

During the last two or three decades, 
numerous hypotheses have been formu- 
lated, primarily by sociologists, on the so- 
ciogenic causes of schizophrenia. The ef- 
fects of the social system on the individual 
have been used as the basis for such hy- 
potheses. 

The following are some of the etiological 
factors which have been offered to explain 
schizophrenia: (a) Inability of an individual 
to meet the demands of a role; (b) Mem- 
bership in a socially deprived class; (c) Iso- 
lation of the individual from his fellow 
men; (d) Mobility changes; (e) Disorganiza- 
tion of the social system, or sudden migra- 
tion to a different social system. 

There was little effort on the part of 
these sociologists to study the immediate 
cause and effect relationship; they merely 
sought to establish concomitant variations 
between social and ecological factors and 
the extent of mental illness. Some, like 
Faris and Dunham (8), drew etiological im- 
plications from their investigations. They 
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attributed the frequency and variations of 
mental disorders to specific characteristics 
of the neighborhood where the patients re- 
sided, such as location and type of housing 
of the ecological areas under study. In other _ 
words, while clinicians devoted their efforts _ 
to the study of “trees,” social scientists were 
primarily interested in the “forest.” 

The purpose of this paper will be to dis- 
cuss some of the major problems of method- 
ology in conducting epidemiological studies 
in mental illness. We shall define, in the 
first section, the terms most commonly used 
by epidemiologists, and in the second sec- 
tion, we shall enumerate the areas which 
cause difficulties in epidemiological studies. 

Originally, the term epidemiology was 
applied to studies of epidemic diseases. Its 
meaning, in the original language, Greek, 
(“epi-demos”) was “concerning people,” 
which seems to be closer to the modern 
definition of the term. At the 1952 meeting 
of North American epidemiologists, epi- 
demiology was defined as: “The study of 
all factors and their interrelationships 
which affect the occurrence and course of 
health and disease in a population” (14). 
This definition implies that the physical 
surroundings as well as the sociocultural 
factors may have influence on health and 
disease. 


DEFINITIONS OF TERMS 


Every worker in the mental health field 
should become familiar with the termi- 
nology used by epidemiologists. Terms 
such as incidence, prevalence, frequency, 
expectancy rates, etc., are often confusing 
and unless clearly defined, serious misun- 
derstandings may follow. An effective de- 
gree of communication is assured when such 
terms are universally used in their precise 
meaning. 

The term most frequently used in the 
epidemiology of mental disorders is the 


incidence rate of mental disorders. Inci- 
dence is the frequency of occurrence of new 
cases of illness which develop in a popula- 
tion within a specified time. This rate is 
usually calculated on the basis of one year. 

For example, when the incidence rate 
for mental illness in New York State is re- 
ported to be 111 per 100,000, it means that 
during the course of one year, 111 new cases 
of mentally ill patients have been admitted 
to mental hospitals for each of the 100,000 
inhabitants living in the state (47). By 
definition, therefore, all patients who had 
previous admissions are not included in the 
incidence rate but would be classified under 
another category—re-entry or readmission 
incidence. 

The prevalence rates indicate the number 
of active cases of patients who have been 
ill during a given period of time. It may 
be limited to one-day prevalence or to a 
lifetime prevalence. The following four 
types of patients are categorized under prev- 
alence rates: 

(1) All patients who contracted the ill- 
ness during the interval which was set for 
the prevalence rate and who were dis- 
charged prior to the termination of the in- 
terval period. 

(2) All patients who contracted the ill- 
ness during the interval period but who 
are still under treatment at the termination 
of this period. The addition of rates un- 
der (1) and (2) would render the incidence 
figures, since they represent all new patients. 

(8) Those who were ill prior to the be- 
ginning of the interval period and who still 
remain at the hospital after the termination 
of the period. This group would include 
most of the chronic cases. 

_(4) Those who were ill prior to the be- 
ginning of the interval period, but who 
were subsequently discharged during the 
interval period. 

If all patients under the above four classi- 
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fications are added, we would obtain treated 
prevalence rates. The New Haven study 
conducted by Hollingshead and Red- 
lich (15) did not limit its case findings to 
hospital cases, but also included those who 
were seen by private psychiatrists. Many 
disturbed individuals, however, are never 
admitted to a mental institution or seen by 
private practitioners, although they may 
need psychiatric help. In order, therefore, 
to obtain a more accurate picture of the ex- 
tent of mental disorder, it is necessary to 
include the “untreated” prevalence in the 
statistics. 

Thus, the investigator has to add the 
known cases to those in the community who 
are ill but who have not sought psychiatric 
care. An accurate total rate of the disorder 
would be obtained if every member of the 
community were interviewed. 

Lin’s investigation in Formosa (29) il- 
lustrates such an intensive study. In his 
investigation, each individual in a popula- 
tion of 19,913 was interviewed, either by 
him or by a member of his staff. The rates 
of both “treated” and “untreated” cases 
were combined and Lin obtained, therefore, 
what is usually called the true prevalence 
rate. 

In cases where the population is very 
large, epidemiologists interview a proba- 
bility sample and generalize from their data 
to the whole area. The Midtown Commu- 
nity Mental Health Project (23) in New 
York is an example of such an investiga- 
tion. Fifteen persons per 1,000 were se- 
lected out of a population of 110,000 in- 
habitants, aged 20 to 59. The true preva- 
lence rate was found by adding all those 
patients under treatment in a mental insti- 
tution, at outpatient clinics, and under care 
of psychiatrists and psychologists, to those 
who were found to be psychiatrically dis- 
turbed following an interview in their own 
homes. The latter group had never been 
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under psychiatric care. The Stirling Proj- 
ect (25) conducted in Canada under the 
auspices of Cornell University is also a 
study of true prevalence. 

The relationship between incidence and 
prevalence rates depends on a third factor 
—duration of the illness. When rates for 
such long-term illnesses as mental disorders 
are calculated, the ratio of the relationship 
between the two rates can be widened con- 
siderably. Hollingshead and Redlich (15) 
for example, found that the incidence rate 
for Class V (lowest socioeconomic group) 
was 20 per 100,000 for schizophrenia, while 
the prevalence rate was estimated to be 895 
per 100,000, a ratio of 1 to 45. 

Since mental disorders—and particularly 
schizophrenia—are of long duration and 
even permanent in many instances, the ill 
among the lower class seem to pile up and 
present a relatively higher figure for preva- 
lence rates as compared to incidence rates. 
In Class I and Class II, the difference is 
quite striking; the incidence rate is 6 per 
100,000, and the prevalence rate is 111 per 
100,000, for a ratio of 1 to 18. 

Prevalence rates are the result of the 
forces of morbidity and those factors which 
determine whether the interval between 
onset and termination will be long or short, 
whether a disease will be acute or chronic, 

and whether the individual receives or does 
not receive treatment. Since prevalence 
rates are relatively influenced by more vari- 
ables, its use has some limitations, as pointed 
out by Kramer: 
“Since prevalence is a function of incidence and 
duration of disease, comparison of prevalence 
rates between various population groups, social 
class, age, race, and sex groups, cannot be inter- 
preted until we know the role of the basic varia- 
ble—incidence and duration—in producing a 
given prevalence situation. If we are to learn 
more about the role played by socioenvironmental 
variables in the production of mental disorders, 
then we must extend our knowledge of the inci- 
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dence of these disorders in various populat 
groups. Similarly, if we are to understand 
influence of these variables on the cou 
specific mental disorders, then we must also u 
variations in remission, relapse, and mortal 
rates. Studies of prevalence alone leave these b 
questions unanswered” (22, p. 836). 


There is one basic difference betwe 
prevalence rates calculated in the Scan¢ 
navian countries and those calculated in th 
United States. Since Scandinavian psy 
atrists are, for the most part, organica 
inclined, they include in their prevalene 
Tate of psychotics those who have recovered 
for the reason that they do not believe a 
psychosis is entirely curable. Consequeni 
their statistics are labeled lifetime 
bidity rate. A few psychiatrists even i 
clude in some of their prevalence stud 
those who have died with a psychosis. Thi 
comparisons of prevalence rates among 
ferent countries requires caution. Furthel 
more, such comparisons become more com 
plex because of such other variables as age 
sex-ratio, social class, marriage rates, etc 
since these factors influence the rates o 
mental illness, 

Another measure of frequency of mental 
illness, which has often been employed 
recent years, is the life expectancy rate, pre 
dicting the number of people in a giv 
population who could be expected to 
come ill prior to their death. The fig 
often mentioned today is that one person 
out of ten is likely to spend some time i 
a mental institution. The figure cited 
1940 was one in twenty. 

The life expectancy rates seem to be mo! 
effective than the incidence and prevalen 
rates in making the lay public aware of 
extent of the problem. While the latter 
rates are focused on the seriousness of the 
“social” problem, the life expectancy ratë 
seems to strike “home,” so to speak, sin 
the locus is the individual himself. It 


for this reason that organizations for mental 
health have been using the expectancy rate 
in their campaign to educate the public. 
An expectancy measure could be interpreted 
as an incidence figure in which the interval 
period is extended over an extensive period 
of time. 

In 1943, Tietze wrote, after calculating 
the expectancy rates for New York State: 
“An expectation of eventual admission to 
a mental hospital of 85 per 1,000 and—in 
particular with schizophrenia—of 16 per 
1,000 is somewhat terrifying” (45, p. 405). 
It can be seen that the rates seem to in- 
crease rapidly with the passage of time. 
These figures would certainly be quite 
startling if they were accepted at face value, 
since the conclusion would be drawn that 
mental illness is increasing at a rather rapid 
pace. An analysis, however, of a more pre- 
cise interpretation of these figures enables 
us to react more soberly. 

The life expectancy rates of mental ill- 
ness depend on the life expectancy of the 
population. It is quite obvious that the 
older a population gets, the greater the 
“risks” of people suffering from mental 
illnesses, particularly since certain mental 
disorders are more frequent among the 
older age groups. This phenomenal rate 
of increase in mental illness could also be 
attributed to such other variables as im- 
proved medical care, and also to funda- 
mental changes in the position and role of 
the aged in society. 

_ Goldhammer and Marshall (12) found, 
in their investigation of admission rates in 
Massachusetts during the last 100 years, that 
age-specific first admission rates for ages 
under 50 were just as high during the last 
half of the nineteenth century as they are 
today. They believe that the increase in 
mental illness has been mostly the result 
of a higher life expectancy, and that conse- 
quently, there are more older people who 
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are predisposed toward mental illness of 
the senile or arteriosclerotic type. 

Since the current expectancy measures re- 
sult from the interaction between mental 
disorders and life expectancy rates, a more 
appropriate question, according to Gold- 
hammer and Marshall, would be directed 
at the probability of a member within a 
certain age and group to be admitted to a 
mental hospital if he survives a specific 
older age. He labeled this as a conditional 
probability or expectancy measure, which 
does not require life tables but uses only 
age-specific, Formulas necessary for the cal- 
culation of its admission rates are given in 
the appendix of their book. 


PROBLEMS OF METHODOLOGY 
1. The reliability and validity of the various 
methods used in obtaining morbidity rates 

One of the crudest methods utilized in the 
evaluation of incidence of mental illness is 
the use of hospital admission records, which 
are collected routinely. Such data offer 
information on the changing patterns of 
hospitalization over the years and provides 
a valuable source of hypotheses on the vari- 
ables, which are related to the frequency 
of hospital admissions. 

Dayton’s study (5) in Massachusetts and 
Malzberg’s study (31) in New York present 
good illustrations of the use of statistics ob- 
tained from mental hospitals. Some of these 
figures, however, have been shown to be of 
doubtful validity. For example, Adams (1), 
in a study at the Nebraska Psychiatric In- 
stitute, revealed that admissions correlated 
quite significantly (946) with the number of 
beds made available by the death of insti- 
tutionalized patients and the discharge rate 
of “recovered” cases. 

According to a current report of the Na- 
tional Institute of Mental Health (47) the 
incidence rate for mental illness in Missouri 
is 70.7 per 100,000 inhabitants, while the 
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rate for Connecticut is 196.3 per 100,000. 
As to the number of residents in mental 
hospitals, the figures ranged from 93.4 per 
100,000 for New Mexico, to 938.6 per 100,- 
000 for the District of Columbia. It would 
be erroneous to conclude that the District 
of Columbia has ten times more mental ill- 
ness than New Mexico, since the rates in the 
District of Columbia are affected, to a large 
extent, by the availability of hospital facili- 
ties and probably by cases which originally 
came from outside of the District of Co- 
lumbia, 

Furthermore, even the high rates should 
be accepted with some reservations. For 
example, it has been estimated that 8 out 
of 10 patients who have been diagnosed as 
schizophrenics in New York City diagnostic 
hospitals are committed to state hospitals, 
while the other two are returned to the 
community and thus never appear in the 
vital statistics (9). 

In order to obtain a more accurate pic- 
ture of the extent of mental disorders, 
census-type surveys are used so that both 
the hospitalized and the nonhospitalized 
disturbed individuals are identified in the 
community, The most superficial method 
in case findings consists in reading the 
written records of the various agencies 
which might handle psychiatric cases. Lem- 
kau, et al. (27), found that the number of 
psychotics of all categories in the commu- 
nity at large was approximately one-third 
of those in the hospitals. 

In some studies, the nonhospitalized cases 
are located through interviews with key 
informants who are acquainted with every 
individual in the community. This ap- 
proach was used in the study of the Hutter- 
ites (6). Interviews also may be conducted 
with every single person in the area under 
study (29). The latter method appears to 
be more accurate, since the whole commu- 
nity is screened by professional workers. 


612 


Because of the expenditure involved in 
such an approach, this method cannot be 
used extensively in wide areas. Therefore, 
the usual procedure is to conduct an inten- 
sive screening in a small area and expect 
that the morbidity rates will reflect the 
morbidity existing in the total population. 
The problem in this case is to find a small 
enough area which is representative of the 
entire area. The intensive visits to homes 
invariably resulted in the higher morbidity 
rates. 

Three illustrations will show how the 
same investigators, using two methods at 
different levels of intensity, obtained dif- 
ferent morbidity rates. Brugger (3, 4) found 
that the total morbidity rate of the Rose- 
heim area in Bavaria, where he studied the 
whole population, was five times higher 
than the rate in his investigation in Thu- 
ringia. However, the rates of schizophrenia 
and total psychoses was found to be 1.5 
times higher. Strémgren (44) had the same 
experience in his study of a Norwegian vil- 
lage. Roth and Luton (42) conducted in- 
tensive house-to-house case finding in three 
small communities of the area under in- 
vestigation in Tennessee and found that 
the rate in these small communities was 
twice as high as the total rate obtained for 
the whole region. 

A special technique known as the “induc 
tion statistics method,” used by the armed 
forces, has made some contributions to the 
epidemiology of mental illness. During 
peacetime, and more particularly during 
wartime, each new recruit receives a neuro- 
psychiatric screening. The purpose is to 
delete those who are unfit for military serv- 
ice, and the research emphasis here is mini- 
mal. The obvious disadvantages in this 
method are that only individuals of military 
age are seen by psychiatrists, and further- 
more, the unfit might have been already 
weeded out before induction. This prob- 


ably explains the unusual findings obtained 
during World War II by Hyde and Kings- 
ley (16). 

While Negroes usually have a greater in- 
cidence and prevalence rates of mental ill- 
ness as selective service registrants, fewer of 
them are rejected for unfitness. Forty-eight 
Negroes per 1,000 were rejected, as com- 
pared to 57.1 whites. The hypothesis given 
was that Negroes are more likely to be com- 
mitted to mental institutions prior to their 
induction because of their low socioeco- 
nomic status, Since the weeding process is 
of greater intensity for the Negro than for 
the white, fewer of the former are rejected 
for military unfitness. 

The Klemperer approach is another 
method which has been used in the past in 
Europe. Klemperer (20), a psychiatrist in 
Munich, obtained the names of 1,000 people 
born between the years of 1880 and 1890 
in order to find out how many of them be- 
came mentally ill. This method is not too 
reliable, particularly because of the dif- 
culties involved in tracing those who have 
been selected for the study. Klemperer was 
only able to locate 70 per cent of the names. 
On the other hand, this method could be 
applied to studies of communities where 
there is little out-migration. This approach 
has been more successful in Scandinavian 
countries, where the population is rather 
stable, 


2. Problems of diagnostic standards 


The definition of a “case” presents 
another major problem confronting the epi- 
demiologist. At a symposium of the Mil- 
bank Memorial Fund in 1952, the number 
of definitions of a “case” almost corres- 
ponded to the number of speakers. Red- 
lich proposed the following simplified defi- 
Nition: 

“I have a very old-fashioned notion, turning the 

clock back somewhat. I think we should know 
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what the seriously ill person in a given culture 
is. That we do know. In this respect, we agree, 
incidentally, with the policeman, with the clerk 
in the drug store. Our crude diagnostic criteria 
are reasonably similar” (38, p. 120). 


On the other hand, Galdston presented 
a more sophisticated definition. He felt 
that a “case” is a person who does not even 
minimally achieve his goals, the minimum 
being determined by his immediate social 
and cultural setting (10, p. 127). 

Consensus about what is mental illness 
or what is mental health has not been clari- 
fied. Marie Jahoda (18) reviewed the vari- 
ous theories in her recent volume. Her 
own proposed theory of mental health in- 
cluded the following features: (a) Attitudes 
of an individual towards his own self; (b) 
Growth, development or self-actualization; 
(c) Integration; (d) Autonomy; (e) Environ- 
mental mastery; (f) Perception of reality. 

Differences in theoretical orientation and 
degree of sophistication in psychiatric diag- 
nosis among the various investigators no 
doubt has had some bearing on their sensi- 
tivity in uncovering morbidity. For ex- 
ample, an X-ray is a relatively easy and 
reliable instrument to test the existence of 
a tumor in a person, irrespective of his cul- 
ture and social class. It is not easy, how- 
ever, to devise a test which could diagnose 
mental illness with any degree of certainty. 
Here, the instrument applied is the clinician 
himself, with all of his human limitations. 

Thus, even if each member of the com- 
munity is seen by a psychiatrist, it is felt 
that during the half-hour or hour-long inter- 
view, many will be diagnosed as very 
healthy in spite of the presence of pa- 
thology, which would take much longer to 
detect. No test has yet been devised which 
could diagnose schizophrenia or any of the 
other functional disorders with great ac- 
curacy, although some efforts are being 
made in that direction. 
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To illustrate the effect of the professional 
bias on the classification of psychiatric pa- 
tients, Kline (21) reported that 3 per cent 
of the patients in Maine are diagnosed as 
“involutional” in contrast with 24 per 
cent who are diagnosed as such in the New 
Hampshire state hospitals. Lapouse (24) 
suggested that one of the reasons account- 
ing for high prevalence of psychosis among 
lower classes may result from the reluctance 
on the part of psychiatrists to label upper- 
class patients as psychotics. 

Tietze and his co-workers (46) reported 
that case finding in Jewish communities 
was more complete because the case work- 
ers in such communities were more alert 
in identifying mental disorders. Further- 
more, changes in diagnosis occur in time. In 
comparing the prevalence figures for 1933 
and 1936 in the eastern district of Balti- 
more, Tietze (26) reports that in the earlier 
study there was a tendency among the so- 
cial workers to label as deviates those who 
did not hold jobs. In 1936, however, when 
the effects of the Depression became wide- 
known, the jobless were considered to be 
victims of circumstances. Consequently, in 
1936, personality disorders as a diagnostic 
category was one-third as high as the rate 
for 1933. 

If comparisons are drawn between rates 
obtained in the United States and in some 
of the Scandinavian countries, other prob- 
lems arise. There is a tendency among 
European psychiatrists to include epilepsy 
among the psychotic disorders. Thus, as 
long as diagnosis remains subject to pro- 
fessional bias, “true prevalence” compari- 
sons among various groups in different 
countries can only remain an ideal to be 
aimed at, but never attained. 


3. Age and sex in mental illness 


It has already been pointed out that 
mental illness would be more prevalent in 


614 


older populations. Thus, crude rates 
tained from two different populations 
not comparable, even when the same 
teria for case finding have been appli 
Another source of variation in compat 
rates is the male-female ratio in the a 
munities which are under study. Sii 
morbidity rates differ in the two sé 
total rates may cancel interesting differen 
and trends. It is for this reason that ri 
should be corrected for age and sex. — 

The crude rates in all of the epidem 
logical studies will necessarily have to 
adjusted for both age and sex to ena 
the investigators to make their comparis 
more valid. The procedure consists 
weighting the crude rates for the age a 
sex groups within each class in the sa 
ratio as the distribution of these subg 
in the total population. For examples 
procedures in obtaining corrected rates, | 
reader is referred to the appendix in Hi 
lingshead’s and Redlich’s book Social Cl 
and Mental Illness (15). : 

Another method is Weinberg’s abridgt 
method (48). This is corrected morbid t 
which takes into consideration the susci 
tibility of individuals to certain meni 
disorders at certain ages; i.e., the risk } 
riod for schizophrenia is between the ag 
of 16 and 40 and for manic depressi 
psychosis, between the ages of 20 and } 
The following formula is used for corre 
ing the crude rates: ' 


N 
AÈ X 100 
N=Number of each psychosis 

=Total number of people who 

passed the “risk period.” 
B=Total number of individuals who 
ages are within the “risk period.” 
The validity of using Weinberg 
abridged method is affected by the art 
trary use of a “risk period” for which th 
is no real consensus and also by the fal 


ON a 


that the criteria used in the classification of 
mental illness are not universal, 


4. Problems of mobility and migration 


It has been hypothesized that prepsychotic 
individuals tend to leave their smaller 
communities in order to settle in certain 
urban areas. This mobility would natu- 
rally inflate the figures of the hospital 
admissions coming from such areas. This 
was one of the major criticisms of Faris 
and Dunham's ecological study in Chicago, 
where they discovered that the downtown 
rooming-house districts provided a greater 
share of schizophrenics. Both geographical 
mobility and social mobility are involved 
in what has been called the “drift hypoth- 
esis.” Lapouse and her co-workers (24) 
tested this hypothesis in Buffalo. They 
found no evidence that the concentration 
of psychotics in the poorer areas was the 
product of recent migration of men from 
different areas of the city. 

However, a study by Gerard and Hou- 

ston (11), conducted at the Worcester 
State Hospital, revealed that certain central 
urban areas “attract” schizophrenics rather 
than “breed” them. The investigators 
divided their cases into those who were in 
“a family setting” and those who were “out 
of a family setting.” While the first group 
was distributed in the city at random, the 
latter came largely from the central zones. 
They suggested that schizophrenics tend to 
drift into the deteriorated zones, where 
they lodge in cheap rooming houses. 
_ Hare (18) in England, found evidence 
in favor of the “drift hypothesis.” He 
analyzed the life histories of 64 schizo- 
phrenics in “out of family” settings and 
found that in almost 50 per cent of the 
Cases, difficulties in interpersonal relations 
had caused the separation, while isolation 
Was considered an important causal factor 
™ one-fourth of the cases. 
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Hollingshead and Redlich, in their New 
Haven study (15), found that neither geo- 
graphic transiency nor downward social 
mobility could account for the sharp dif- 
ferences in the distribution of schizophrenic 
patients from one class to another. 

On the other hand, Morrison (33) in 
England, reporting on a study on the down- 
ward mobility of schizophrenics, found a 
trend toward lower status of patients, as 
compared to their fathers. For example, 
while 18 per cent of the fathers of a group 
of patients belonged to Class V, 45 per cent 
of the schizophrenics belonged to that class. 
The distribution of occupations of the 
fathers of schizophrenic patients was found 
to be similar to the distribution of occu- 
pations of fathers with normal children. 
It would appear from this study, that 
schizophrenia is more likely to cause in- 
dividuals to descend the socioeconomic 
ladder than it is to be fostered by lower 
socioeconomic status. 

If downward mobility is considered un- 
favorable to emotional adjustment, the 
conclusion that the opposite promotes 
mental health would be debatable. For 
example, Ellis (7) analyzed the data on 
single women upwardly mobile and found 
that they were more disturbed than a group 
of single women whose occupational ratings 
were the same or lower than their fathers’. 
Thus the data on the downward or up- 
ward mobility of psychiatric patients seems 
to be inconclusive. It is possible that the 
“drift hypothesis” may not be a universal 
phenomenon since it was shown that in 
some studies there was no relationship 
between movement and mental illness. 

The problem of the relationship between 
migration and insanity has been studied 
intensively by Ødegård. In 1932, he pub- 
lished a well-documented study (36) on the 
rates of mental illness among Norwegians 
who had settled in Minnesota. He found 
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that for four decades, the Norwegian-born 
immigrants had a higher rate of mental 
hospital admission in Minnesota than 
either native-born Minnesotans or Nor- 
wegians in their home country. This 
difference was most marked in schizo- 
phrenia. Suprisingly, he found less affec- 
tive psychosis among the immigrants than 
among those who stayed behind. 

In 1945, Ødegård published a further 
study (37) on the relationship between 
mobility and hospitalization in Norway 
proper. Contrary to expectations, he found 
that the emigrants had lower rates than 
those who remained in their community. 
It seems, therefore, that these two types 
of mobility, within and between countries, 
cause different “selections” of individuals. 
Bremer (2) found that natives of the Arctic 
region he studied had a crude rate of mental 
disorder which was 59 per cent as high as 
the rate of the Norwegians who migrated 
there. This finding, of course, does not 
correspond with @degard’s finding, but it 
can be assumed that Bremer’s isolated 
island was a particular case, 

A similar study was conducted in New 
York by Malzberg and Lee (30) with first 
admissions for mental illness during the 
period of 1939 and 1941. They found 
that the rate for total psychoses among 
whites in New York was twice as high 
for migrants as for permanent residents. 
Among the non-whites, the differences were 
even higher. The investigators also found 
that the risk of first admissions to mental 
hospitals was much greater for recent ar- 
rivals in New York than for the combined 
populations of earlier immigrants and non- 
immigrants. 

The important question which remains 
unanswered by these studies is whether in- 
dividuals who are predisposed to mental 
illness are likely to emigrate, or whether 
emigrants get into psychiatric difficulties 
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because of the stresses they incur in 
adjustment to a new environment, 
undoubtedly necessitates a study ol 
chological adjustment of these indivi 
prior to their leaving the old environn 
as well as a study of subsequent adjustn 
in their new environment. 

Such an approach was used by 
and Vitols (19), who studied the factor 
volved when migration precipitates sd 
phrenia and when schizophrenia prec 
movement. They found that 40 per ¢ 
of the patients admitted to an all- 
mental hospital in North Carolina | 
moved between states or major disti 
in North Carolina six months prior to th 
hospitalization. Approximately two-th 
of this schizophrenic population had b 
free from psychotic symptoms before mi 
tion. Such information was obtained 
those who lived with the patients priot 
the migration. Assuming that the rept 
of the informants were valid, I calcula 
that 14 per cent of the schizophreé 
population resided in areas other than 
area covered by this hospital, thus ind 
ing that hospital admissions would 
reflect incidence of mental illness of 
surrounding county or state. 


5. Tolerance toward mental illness 


Another area of variation which | 
received little attention is the toleranc 
the mentally ill by the communit 
Ethnic differences and attitudes tow 
mental illness can also be included he 
If mental illness carries a stigma, famil 
may be reluctant to send the member 
the family to a psychiatric hospital. 
such a community, therefore, the pi 
alence rates would necessarily be low 
than in another community where men 
illness is acceptable. This problem 
studied by Jaco (17) following his epi 
miological study in Austin, Tex. He fou 


that persons living in lower-class commu- 
nities were no less willing to seek psychiatric 
help for their mentally ill than those per- 
sons residing in the better parts of the city. 
In those areas where the morbidity rates 
were high, he found that mental illness was 
believed to be inherited and, surprisingly, 
he found that the general philosophy was 
that the individual was still responsible for 
solving his own problems. 

It would seem, therefore, that the attitude 
toward the nature of mental illness is not 
directly correlated with the frequency of 
commitment to a state hospital. It is 
possible that the attitude, as expressed in 
a questionnaire, may not necessarily re- 
flect what a person would do when con- 
fronted with the situation itself. In other 
words, it would be interesting to compare 
the responses of those who have a mentally 
ill family member and those who have not. 

Other variables which could influence 
the treated prevalence of mental illness is 
the proximity of the mental hospital. 
There might be a reluctance to seek com- 
mitment for a member of the family if 
the hospital is far away. The trend, in the 
past, to build hospitals away from busy 
centers, may have constituted a deterrent, 
since it has made hospital visits rather 
difficult. Ødegård (35) confirmed that the 
admission rate is often higher in commu- 
nities of the district in which the hospitals 
are built, as compared to the admission 
Yates in the more remote communities. It 
is also possible that the kind of care which 
is available at the hospital may influence 
the admission rate. If the hospital has a 
reputation for poor facilities, families would 
be reluctant to commit their sick members. 

Another variable which may affect the 
rates is that some superintendants would 
be reluctant to discharge good workers from 
hospitals. Because of the difficulties in- 
volved in replacing well-functioning mental 
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patients by paid personnel, the length of 
stay in a hospital could not be used as a 
criterion for needed recovery time. 


6. Variations in the statistical procedures 


There is no uniformity in the statistical 
analysis of data collection in the epide- 
miological studies of mental illness. For 
example, in many of the ecological studies, 
the total population residing in the com- 
munity at the time of the study was used 
as a common denominator for calculating 
morbidity rates. However, other investi- 
gators may use the total population which 
is beyond the age of 15. The assumption 
is that below that age, mental illness is 
very rare. In other instances, the ages of 
the patients interviewed are limited to 
those in the 18 to 59 age range, as in the 
case of the Midtown Study (23). 

Variations in the defined population ex- 
posed to risk would, therefore, substan- 
tially affect the morbidity rates. Also, there 
is no uniformity about the time interval of 
these investigations. Some may use life- 
time morbidity rates, others use one year, 
six months or even a one-day prevalence. 
Even the criterion for “first admission” may 
vary, depending on the state. Some may 
consider “new” cases those who were ad- 
mitted for the first time in the particular 
state where they resided, even though they 
had already been hospitalized in another 


state. 


DISCUSSION 


Because of the different techniques used in 
data collection in epidemiological studies 
and because of the difficulties involved in 
controlling for all the pertinent variables, 
comparability of morbidity rates by differ- 
ent investigators in the same or different 
countries becomes quite complex. 
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In 1943, Lemkau, Tietze and Cooper (28), 
after surveying the epidemiological litera- 
ture at that time, reached the following 
conclusions: 


“It appears that poor selection of sample popu- 
lations and insufficient number of cases, as well as 
differences in investigative methods, differences in 
diagnosis and classification tend to make avail- 
able studies of prevalence and incidence basically 
incomparable.” 


Ross (41), even prior to the publication of 
Faris and Dunham’s report in 1939 (8), 
warned ecologists of the pitfalls in using 
ecological correlations. The scarcity of 
cases in many subdivisions might raise 
difficulties in correcting for age and sex, and 
the differential mobility of population in 
various subdivisions might be overlooked. 

He also cautioned that the morbidity 
rates of Negroes in the North might be 
inflated by Negroes from the South, and 
furthermore, that suburban neighborhoods 
might keep the unstable at home, since they 
could receiver better psychiatric treatment 
in private than in mental hospitals. 

It is possible that the high rates in the 
poorer section of the city may result from 
the high influx of individuals who do not 
belong to the community. Myerson (34), 
in his criticism of Faris and Dunham's 
findings (8), stated that flies congregate 
where there is molasses, but molasses does 
not create flies! While the analogy is far- 
fetched, the fact remains that the residential 
mobility of the mentally ill has not received 
adequate investigation. 

Some writers are even doubtful about 
the validity of any of such studies, For 
example, Robinson (39) presented a mathe- 
matical formulation to demonstrate that 
ecological correlations do not necessarily 
reflect individual correlations. In other 

words, generalizations cannot be drawn 
from the characteristics of an area which 
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can be applied to the characteristics of the 
individuals residing in the area, since in 
such ecological correlations, variables are 
percentages and descriptive properties of 
groups and not descriptive properties of 
individuals. 

Robinson reports that he found that the 
correlation between color and area illiter- 
acy rate was .946, while the individual 
correlation was .203. He was quite aware 
that his conclusions might have serious 
consequences in casting doubt on the 
validity of many of the published studies. 

Despite some of the great efforts ex- 
pended on the problems of the epidemi- 
ology and etiology of mental illness in the 
last 30 years, we are still confronted with 
the enigma of identifying the pertinent 
social variables related to psychopathology. 
We still have the controversy between the 
“somatogenic school,” with its emphasis on 
the “constitutional” or “biological” factors 
in the etiology of mental illness, and the 
“psychosocial school,” with its belief that 
mental illness could be explained in terms 
of psychological and sociological stresses. 

The various sources of errors presented 
in this paper suggest possibilities for some 
uniformity in psychiatric research. The 
great advances in the natural sciences have 
undoubtedly been stimulated by a universal 
acceptance of a common language, princi- 
ples and methodologies. The behavioral 
sciences, on the other hand, besides being 
hampered by language barriers among 
specialists, lack such binding characteristics 
of the natural sciences as similar conceptu- 
alization and terminology. 


Because of the great complexity in dis- . 


covering the causes of mental illnesses, it 
seems advisable to create a new profession 
in research in mental health which would 
equip the investigator with a sound knowl- 


edge of physiology, psychodynamics, be- = 


havorial sciences, Statistics, etc. The need 


to tackle the problems of mental health and 
ickness on a very large scale and—in 
esponse to Robinson’s criticism (39) with 
intensive clinical studies of individuals 
‘should be the ideal goals. 

" Scientific answers can only be obtained 
through longitudinal studies of subjects 
__ who, over extended periods of time and 

X sp ace, are facing different types of stresses 
and cultural demands. I wish to suggest 
that a concerted effort to co-ordinate re- 
“search in mental illness in various countries 
~ could provide invaluable information to 
_ those who are concerned with prevention 
~ and treatment of mental illness. 

Little has resulted from past efforts, since 
each investigator has undertaken his own 
study with limited concern for providing 
- for cumulative data. It would be possible 
to establish research stations and programs 
in various countries under the auspices of 
_ an international agency, using multilingual 
Scientists to provide the basis for better 
and more effective communication. A 
' duplication of studies in several countries 
would make for more valid generalizations. 


SUMMARY 

After giving definitions of the major terms 
_ used in the epidemiology of mental illness, 
the author discussed the various sources of 
errors and pitfalls encountered by epidemi- 
 Ologists in their investigations. The vari- 
ables which have been covered could be 
classified under two general headings: 
_ Variables arising from the “sense data,” 
such as the characteristics of the sample, 
age, sex, race, religion, nationality, social 
class, mobility, etc—which could be con- 
_ trolled in matched studies. 

E Under a second classification, we can 
include problems which arise from the 
Í techniques and decisions, which would re- 
< flect the orientation of the investigator. 
These problems consist in delimiting the 
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diagnostic categories, in defining a case, in 
the manipulation of the statistical work, in 
setting time interval of morbidity, etc. 

It was shown that epidemiological studies 
lack uniformity and therefore are not com- 
parable. An international agency to con- 
duct similar and interdisciplinary studies 
in various parts of the world was suggested. 
The establishment of such an agency, using 
polyglot scientists, would provide more 
valid scientific answers in the fight against 
mental illness than would research con- 
ducted solely on a regional basis. 
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MORRIS WEINSTEIN, Ep.D. 


theoretical implications of the 


mother-complex housemother | 


This study is one phase of an investigation 
into emotional aspects of the housemother 
role in a small state institution for delin- 
quent, disturbed girls. 

Although an institution is a society with 
many ramifications and forces influencing 
behavior, including the perception of the 
society by the girls themselves, the house- 
mother is a key figure. She is in a position 
to satisfy basic needs, which no other staff 
member even approximates. Her role 
comes closest to recreating a maternal 
situation in which primary needs of be- 
longingness, respect, close contact and af- 
fection can be fostered. This type of 
approach is more practicable and probably 


Dr. Weinstein is consulting psychologist at the Troy, 
N. Y., branch, State Training School for Girls. He 
is also consultant to the Albany Community Mental 
Health Board, Albany, N. Y. 
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Adaptive patterns and | 


more valuable to many girls than is insight ` 
therapy. 

This phase, then, involves the mother- 
complex individual and the effects of this 
orientation on her functioning. Does this 
type of “neurotic” involvement make for 
good or inferior performance? What are 
the implications as concerns staff develop- 3 
ment, and what are the emotional ramifi- | 
cations upon the management of the girls? 


EVALUATION PROCEDURES 


The staff of 23 housemothers was rated by 
4 judges, by means of descriptive adjectives 
which were converted to ++ or —; all the 
ratings were pooled consensually. House 
staff receiving only positive adjectives from 
all raters were placed in Group A. Those 
who received a predominance of positive 
adjectives, together with a few negative oF 
ambivalent descriptions, were placed in 
group B. These two groups were combined 


d 


and considered the superior group. House 
staff with approximately equal plus and 
minus ratings were placed in Group C and 
considered average. Those in D and E re- 
ceived either all negative ratings or were 
predominantly so, and these combined 
made up the inferior group. 

It is interesting that when the groups 
were plotted on a curve there was a notable 
shift to the left. These were 8 housemoth- 
ers in the superior AB group, 8 individuals 
in Group C and 4 individuals in the in- 
ferior DE group. This would indicate that 
the majority of the staff functioned on a 
competent level and that the selection pro- 
cedures were successful in screening out 
many inferior applicants. Nevertheless, the 
D and E individuals had made a good 
enough initial impression to be taken on. 

Each housemother was given an inten- 
sive one-hour interview designed to elicit 
motivation, role concept and job concept. 
Those who had a sufficiently strong mother- 
ing drive were considered as having a 
“mothering complex.” This was deter- 
mined by the manner in which it was men- 
tioned either spontaneously or manifested 
in a less direct fashion. In any event, all in 
this category had a strong need. The inter- 
esting aspect was the various means which 
were utilized in attempts to resolve this 
need. 

Practically all in the inferior (DE) group 
had an M-complex. They seemed to feel 
strongly that the girls required mothering. 
In actual practice the issue was handled 
somewhat indirectly. For example, one DE 
housemother always emphasized to the girls 
that they should do well so that their 
mother would be happy. In her contacts 
she kept saying that when the girls went 
home and showed what good manners they 
had learned their mothers would approve 
and would like them. 

On the other hand, an AB housemother, 
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also characterized as an M-complex person, 
kept focusing on control and good behavior 
but in addition she built up close relation- 
ships. She considered it very important to 
get the girls to trust her. This housemother 
was operating on the concept that the girls 
needed mothering, and she would be a good 
accepting mother. This type of disparity 
typified the M-complex in each extreme 
group. 

All had a common emotional involve- 
ment. It would, of course, be difficult to 
remain on the job with an M-complex ori- 
entation and still be detached. When such 
a personal need is at stake there is bound 
to be high motivation. Emotional involve- 
ment, however, may inevitably make for 
marked frustration as well as gratification. 
In fact, this is part of a cycle which can be 
either a constructive or destructive one, and 
which intensifies many defensive patterns 
which would not ordinarily be brought into 
focus in other kinds of work. 

The very nature of the job entails en- 
tanglements and frustrations. The greater 
the frustration the more the likelihood of 
aggressive retaliation. The more frustrat- 
ing the relationship is to the housemother 
the more the likelihood of this rebounding 
to the detriment of the girls. Thus it is 
apparent that this emotional involvement 
could be a significant factor in the girls’ ad- 
justment. This brings up the issue as to 
whether inferior and superior housemoth- 
ers with M-complex handle this inevitable 
problem differently. 


THE M-COMPLEX AND EMOTIONAL 
INVOLVEMENT 

The data suggest that emotional involve- 
ment is an unresolved problem among the 
inferior group. Only in this group do we 
find the concept that a housemother should 
be detached, despite the fact that all of 
them are involved. This problem was not 
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presented by cold individuals but by house- 
mothers who invested of themselves emo- 
tionally. 

One of them fervently replied, when 
asked why she had taken the job: “My 
children graduated from school and left 
home, and there was no one to lavish my 
affection on.” There is no doubt about 
her M-complex. She was the only house- 
mother who stressed “sacrificing” as a neces- 
sary trait for an applicant for a house- 
mother position. Inevitably, a “sacrificing” 
mother becomes sooner or later an angry 
mother. Therefore, at the very outset she 
was placing herself in an untenable posi- 
tion, inasmuch as it was unlikely she would 
obtain the reward of gratification from the 
girls. 

Others in the inferior group were simi- 
larly engaged in this struggle, precipitated 
by emotional involvement. The built-in 
hazard for every conscientious housemother 
is the fact that the population will act out 
its problem in the institution as if staff has 
been involved in creating the difficulty with 
the adults the girls struggled with on the 
outside. 

The central problem in this relationship 
is conflict with parents or parental surro- 
gates. The girls have often been rejected, 
manipulated and neglected. They in turn 
have developed their defense against a 
seemingly hostile or indifferent adult world, 
and this has shaped their concept of adults 
in general. 

When the housemother approaches them 
with the unshakable conviction that an 
act of kindness will immediately produce 
love for the housemother she is likely 
doomed to disappointment. The inferior 
housemother then overreacts because it is 
evident that the child is, at the very least, 
ungrateful. When, in addition, the child 
proceeds to manipulate the housemother 
there is even more confusion and frustra- 
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tion. This elicits varying reactions in each 
group of housemothers. } 

Analysis of the data reveals that the in: 
ferior M-complex retreat to a defensive po 
tion which probably typifies their style of 
life. This differs with each individual bul 
the over-all impression is that of ineffectw 
alness and dismay when confronted with 
such a puzzling state of affairs. One, fol 
example, simply puts on a more cheerfu 
appearance, utilizes the immature defense 
of denial and pretends there are no prob 
lems: “The children say they hate me and 
want me to quit,” she laughs. “But they 
don’t really mean it.” 

On the other extreme of the inferior 
group, a housemother perceived her job as 
a conflict situation and could not warm up 
to the children, even though she very much 
wanted to be a mother. It is significant 
that no one in the inferior group was able 


to be a “genuine” mother when unde 
stress. 


ROLE AND CONTROLS 


However, this is a mothering job, and a 
applicant with this point of view probabli 
has a lot in her favor. It would seem lik 
a good trait to look for. Nevertheless, 
dilemma faced by appointing officers Té 
sponsible for hiring housemothers is epitt 
mized by Gilbert and Sullivan’s verse tha 
“things are not quite what they seem, 
med milk often Masquerades as creamy 


be characterized as having a pseudo role. 

The inferior M-complex does not assum 
the basic role of a mother, despite the ini 
tial impression she might give. She emphi 
sizes appearances and wants to look coni 
dent and motherly, although underneatl 
she may feel quite differently. Under stres 
she reverts to a defensive position, and Bt 


cause she is so threatened she cannot be as 
effective as a superior M-complex would be 
in a similar situation. 

When a genuine M-complex is confronted 
with unusual behavior her impulse is to 
react as a mother. As long as the pseudo 
M-complex can maintain a superficial role 
she will look well. When her role does not 
hold up she becomes involved with herself, 
and her fears are reactivated. If the girls 
test limits it is regarded as an attack and 
she must protect herself because her role 
concept does not take into account unpre- 
dictable behavior. 

This defensiveness characterized all in 
the inferior group. It would seem then 
that at a certain stage she decides, if she 
wants to hold the job, that she has to watch 
out for herself, She then retreats from a 
mother role to a more egocentric one. 

For example, one of the inferior group 
tried to maintain her equilibrium by de- 
ciding that the girls were ungrateful and 
unpredictable, and she kept herself distant 
so that they could not hurt her. At the 
same time, her compulsive neurotic drive 
held her to the job in the unrealistic ex- 
pectation that some day she would find a 
perfect mother-child relationship in which 
the child would love her and listen to her. 
Consequently, she could not control the 
youngsters, 

This does not mean that compulsive neu- 
rotic drives are contraindicated. One of 
the successful AB housemothers was opet 
ating under the assumption that, her own 
family notwithstanding, “this is my life.” 
The job was perceived as a challenge, and 
this competent person responded by being 
very controlling. All the girls were seen as 
requiring more control, and her outstand- 
ing trait was an intense desire to supply the 
control. This would appear to doom her 
efforts, if only because of her marked in- 
sistence. Yet she was accepted by the girls, 
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probably because her control was accom- 
panied by genuine acceptance—an issue to 
which this type of population is sensitized. 

It should be noted that there was no dif- 
ference between the inferior or superior 
group as regards control. All of them saw 
the girls as requiring control, and they at- 
tempted to do so. Interestingly enough, 
the strictness or degree of control did not 
seem to have any bearing upon the girls’ 
response. 

The superior group ranged from extreme 
rigidity to a practically permissive attitude, 
expressed by the H.M.: “I like the job so 
much because I enjoy watching the chil- 
dren enjoy themselves.” 

Yet all the M-complex H.M.’s in this 
group were able to control the girls, The 
inferior M-complex H.M., also recognizing 
the need for control, were unable to do 
so. They varied individually, as did the 
superior group. This inferior group, how- 
ever, was singularly deficient in effective 
controlling H.M.’s. 

Thus, in both groups, there is uniform- 
ity in seeing the need for control, yet the 
results are diametrically opposed when con- 
trol is applied. That control should be a 
problem area is not surprising inasmuch as 
this goes against the girl’s rebellious way 
of life, and controls are probably regarded 
as being punitive. What is noteworthy is 
that controls are effectual when applied by 
one group and are ineffectual when applied 
by another group attempting the same 
thing. 

Reviewing the data we find that the dif- 
ference lies in the role concept. All the M- 
complex in the superior group are “genu- 
ine” in their perception of this as a mother- 
ing situation. Regardless of what else they 
look for in life or the intensity of neurotic 
drives, they are “other-directed.” They are 
capable of giving of themselves, of being 
punitive without being rejecting, and of 
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communicating this motherly involvement 
to the girls. As “mothers,” they of course 
have expectations from the girls, but they 
are also prepared to “pay off” on the emo- 
tional investment. 

In one way or another, the question of 
“what’s in it for me” enters the picture. 
The issue becomes not one of strictness or 
leniency by the H.M. but one of what the 
girls are going to get out of this deal emo- 
tionally. If by submitting to controls 
they are paid off by stability, warmth and 
acceptance, they are more willing to pay 
the price. 

The compulsive overcontroller, for ex- 
ample, took the job because, “the girls 
needed help.” On the job she was able to 
maintain this “other-orientation” rather 
than self-orientation, even though she of 
course inevitably benefited from the girls’ 
acceptance. In return for complying with 
this housemother’s controls, the girls re- 
ceived a sense of stability and genuine in- 
terest they may not have known before. 
Another cottage parent organized a “fam- 
ily” discussion group which was thoroughly 
enjoyed by the girls. 

The inferior M-complex group had a 
pseudo-mother approach. They were self- 
oriented because they expected obedience, 
but they were not able to recognize this as 
a reciprocal arrangement. They demanded 
control but could not give of themselves. 
Therefore, this became a one-way proposi- 
tion. The girls reacted adversely, and since 
this group could not utilize any other ap- 
proach, they retreated from the mother role 
to a defensive one, probably typical of their 
reaction to any stressful situation. 

The genuine M-complex group under 
stress did not retreat to a generalized de- 
fensive position but seemed to maintain 
the mother-role. They reacted as if their 

children now needed more understanding 
as well as more controls, and they were able 
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to ascertain realistic limits to which ea 
child could be pushed. i, 

Despite this emotional involvement, thé 
pseudo M-complex persons turn out to be 
somewhat removed. They were often p 
dantic and when interviewed gave the in 


is part of the job. 
In practice, this type of approach seem: 
to develop a dual role and this kind of 
housemother becomes unsuccessful at bot 
roles. When a girl is punished and th 
mother with a dual role is attacked she 
very vulnerable. If the role of teacher 
impersonal guardian is breached by hi 
charges she must retreat to another rol 
closer to her real style of life, and she | 
forced to become more egocentric in sell 
defense. The genuine M-complex tends 
react as a mother because this is the onl 
role she identifies with the job. 
Our assumption is that all demands by 
housemothers for conformity, good ma 
ners, etc., are initially viewed by the g 
as impositions and are resented. When t 
demanding adult reacts as a teacher, as- 
sibling, or in a role other than that of 
firm but accepting mother, a battle ensue 
It is inevitable that the child will be col 
trolled, and the housemother without i 
genuine role will be hurt. Neither ca 
then afford to become inyolved because 0 
the mutual threat poised. 
If the adult reacts in a genuine M-com 
plex role the child is more likely controlle 
and the intuitive mothering adult will pro 
vide her acceptance and not leave an emo 
tional vacuum. In the latter instance th 
child will learn that responsivity is recipi 
cal and that adults can be supportive, eV 
when one feels unworthy. She may the 
begin to identify with the accepting adult 


When there is control without acceptance 
the child’s mistrust is intensified and her 
concept of adults will remain unilateral; 
that is, if one submits to powerful adults, 
all will go well. If one does not submit, 
one will be forced to. In this instance, if 
the girl is angry, she expects the world to 
be against her and this confirms, in her 
value system, that might makes right. 


INFLUENCE UPON LEARNING 


It is a truism that when people are emo- 
tionally involved they are likely to learn 
more quickly than if there is no inyolve- 
ment. The genuine M-complex group 
learned and absorbed what they learned. 
There was no prior difference in back- 
ground experiences with children with be- 
havior problems by anyone in either group. 
Yet the genuine group learned to handle 
the children well and the inferior group did 
not. Neither was it a matter of intelli- 
gence, as the average educational level was 
similar in both groups. 

When the pseudo-M-complex people 
were asked what traits they considered ideal 
for a H.M. they were able appropriately to 
enumerate such traits as: kindness, alert- 
hess, fairness, patience, etc. Nevertheless, 
qualitatively these traits were recited as if 
by rote. This brings up the possibility of 

contamination,” inasmuch as they have 
been oriented on the job and have picked 
Up what is required. Therefore, the pseudo 
M-complex can give sound attributes be- 
cause she has been told what her attributes 
should be. And she may be able to repeat 
them more impressively than the “genuine” 
M-complex. The two criteria utilized for 
differentiation were, as noted, the way in 
which they were presented and the ability 
to put into practice what they had been 
told, 

Pseudo M-complex people tended to 
generalize and to be somewhat pedantic. 
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Though they knew what to say they could 
not put it into practice. This neurotic 
paradox contraindicates emotional learn- 
ing and effective handling of problems. At 
best, learning here becomes a matter of 
“techniques.” This characterized the 
pseudo H.M. who changed her role from 
that of mother to teacher. By changing her 
role she precluded giving the warmth she 
would have liked to bestow, She also could 
not cope with fluctuating, unpredictable, il- 
logical behavior. This type of pseudo H.M. 
seems to be easily upset since her teacher 
role is threatened. Length of experience 
does not seem as important as one would 
think. For example, a pseudo M-complex 
previously had 11 years of experience with 
disturbed foster children, yet she obviously 
had not profited, inasmuch as she was rated 
by the staff in the most inferior group. 

If the pseudo M-complex did not retreat 
to the impersonal role of teacher she over- 
reacted and became ineffectual. A person 
of this type stressed the importance of non- 
involvement, but in her action she was over- 
involved. The pseudo M-complex who 
sacrifices herself for the girls is obviously 
overreacting because of her own need rather 
than because she objectively perceives the 
girls as needing a good mother. This mili- 
tates against genuine learning. 

A person who is drawn by guilt to re- 
enact her motherhood may be too busy 
compulsively expiating her “sin.” Her mo- 
tivation is not one of learning, because she 
tends to lose sight of the reality of what is 
going on. She is primarily interested in 
recreating an “ideal” relationship rather 
than in learning what the girl’s behavior 
really means. The pseudo M-complex mili- 
tates against learning because her mental 
set is geared essentially toward compulsive 
fulfillment of neurotic needs. 

This does not mean that neurotic drives 
contraindicate learning or success. One of 
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the most highly rated members of the cot- 
tage staff was an M-complex type. She took 
the job because she felt useless since her 
husband had passed away, and she had no 
children. She thought of the girls as “or- 
phans who needed love.” This would cer- 
tainly indicate the possibility of intense 
involvement and overreaction. However, 
despite this strong feeling, her basic ori- 
entation was that of a genuine mother. As 
she spontaneously noted, she wanted to be 
“a mother whom the girls would trust as 
a good friend.” 

The difference between the genuine and 
pseudo groups, then, does not lie in the 
presence or absence of neurotic mothering. 
There is more to be taken into account. 
One must consider the purpose of the in- 
dividual’s adaptive pattern. If she seeks 
a reciprocal arrangement to satisfy her 
mother complex she is likely to be more 
successful with the girls. If her pattern is 
constricted to satisfying her own needs pri- 
marily, she is stacking the deck against her- 
self. In fact, the pseudo M-complex moth- 
ers who are this way could be characterized 
as anti-learning. They profit minimally 
from experience despite their high motiva- 
tion. ‘ 

In the reciprocal arrangement there are 
built-in rewards for the girls. Giving up 
“freedom” for controls is not necessarily 
punitive but they can learn that it also 
brings acceptance and warmth. There is 
something in it for them because someone 
is concerned. The genuine M-complex 
drive to be mothering intensifies her sensi- 
tivity to the underlying meaning of the 
girls’ behavior and her awareness of varia- 
tions in demeanor. Her emphasis is upon 
acceptance of the girls despite limits on 
their behavior. 

This type, rather than lecturing pedantic- 

ally, would have heart-to-heart talks to dis- 
cover what was really bothering the girl. 
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She learns from experience and satisfies the 
girls to some extent as well as fulfilling her 
own needs. The work is thus satisfying be- 
cause there is some degree of job mastery 
and conditions are conducive to learning. 
Inevitably, the more learning and effective 
utilization of knowledge, the fewer the 
frustrations. 

The following chart summarizes varia- 
tions in the adaptive patterns of the two 
M-complex subtypes. 

According to this concept the “ideal” 
M-complex H.M. can involve herself as a 
mother surrogate and can be controlling as 
well as a provider of warmth. She is secure 
enough to manage the girls’ varied behavior 
and still accept them. She intuitively 
understands that girls must receive from 
her as well as provide. 


IMPLICATIONS FOR STAFF 
DEVELOPMENT 


The preliminary study does not purport to 
be a statistical one and it is limited in scope 
and sampling to one particular type of 
small institution; nevertheless, there are 
several implications that are proposed, 
based upon the depth approach which was 
utilized. These concepts should be subject 
to further validation on the job: 


1. Strong neurotic drives for self-actual- 
ization are not necessarily good or 
bad. An M-complex staff member 
can be effective or inferior, depend- 
ing upon other emotional facets. 

2. There seems to be two types of M- 
complex H.M., and these can be dif 
ferentiated by the role they assume. 
From this role there then stems an 
adaptive pattern and an ability or in- 
ability to provide reciprocating CON- 
trols. 

3. A genuine M-complex role makes for 
sound management and a consistent 


mothering role. She finds gratifica- 
tion in her job. A pseudo M-complex 
leads to role confusion which, in 
turn, makes for control difficulties 
and anxiety. There is then a conse- 
quent ineffectualness of the staff 
member and frustration in coping 
with the job. 


. Acting out in the H.M-girl relation- 


ship is not simply a consequence of 
rigid limits. It is a function of two 
factors: (1) The type of person exer- 
cising the control; and, (2) The emo- 
tional pay-off available to the girl for 
submitting. Firm limits with an ac- 
cepting, motherly attitude can make 
for security. Firm limits without an 
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girls test limits and discover that 
kindness and weakness in house par- 
ents are not synonymous, they will be 
on the verge of a significant learning 
experience. 


. A genuine M-complex can learn more 


readily. Her mental set and motiva- 
tion is intensified by her maternal 
role. She is girl-oriented despite her 
own strong needs. A pseudo M-com- 
plex can be anti-learning because of 
her confusion as to role. She is ego- 
centric in her orientation, and this 
reduces her ability to learn from the 
girls. Under stress she may become 
more pedantic or more overinvolved, 
to the point where management be- 


comes a conflict situation and a power 
struggle rather than a learning situa- 
This then becomes a cycle. 


emotional pay-off can increase resent- 
ment and acting out with a conse- 
quent increase of anxiety. As the tion. 


TABLE 1 


Adaptive pattern of M-complex housemothers 
(All in this group have a strong need to be mothers) 


“Pseudo” Subgroup 
a 
Either overinvolved or tries to be a 


Trait “Genuine” Subgroup 


Role Involves self emotionally as a mother 
and does not vacillate teacher 
Attitude Controlling but understanding Controlling without understanding 
FEAE E E S TE 
Emotion Warm and giving Pedantic and constricted 
ea E eae 
ee A 
Purpose of Seeks reciprocal arrangement, to satisfy | Seeks fulfillment of own drives egocentri- 
| adaptive mother complex cally without rewarding girls 
= pattem 


İCE 


es tN EA ls 
© HM. reaction Increased rigidity, ineffectual, hostile or 


Accepts girls and gives of self, Secure 
aes ns regressive when rejected 


in her acceptance by most girls 


(ee A a E E EEN 
AntiJearning because she is primarily 


=l 
Learning Motivated to learn because of satisfac- 1 5 bs 
ability tions in discerning girls’ needs and acting | involved in working out own conflict 


on her perception 


Se S 
Girls’ 
Teaction 


Oe 

Increased acting-out, leading to more anxi- 
ety and rage, need for firm limits clamped 
down rather than reliance upon self, Adult 
relationships seen as power struggle. 


Trust and some security because of limits 
plus acceptance by an adult 
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This learning issue could be summar- 
ized by the concept that frustration 
leads to regression and defensiveness. 
Gratification leads to involvement 
and learning motivation. 


MENTAL HYGIENE IMPLICATIONS 


It is proposed that the housemother rela- 
tionship is psychologically good or bad to 
the extent that it supports belongingness, 
security, trust and self-esteem, and thus 
appeals to these basic underlying elements 
from which mental health stems. 

Mental health professionals attempt this 
inculcation with deliberateness and calcu- 
lation, ‘The genuine M-complex person 
should do this intuitively. The therapeu- 
tic value of successful life experience in the 
staff-inmate relationships should not be 
underestimated. This type of institution 
lends itself very well to development of 
constructive life experiences. 

It is possible, then, because of her 
makeup, for the genuine M-complex house- 
mother to provide more of a therapeutic 
function than a custodial one. The dynam- 
ics of the early adolescent who is institu- 
tionalized for a social behavior and comes 
from a deprived background is different 
from the dynamics of the hospitalized 
youngster. Nevertheless, a mental hygiene 
approach can be utilized with the deprived 
adolescent as well as the clinically ill child. 

Lippman points out that if a child has 
known more deprivation than gratification 
in relationships she will have had to invest 
her love largely in herself.1 She will be 
basically self-aggrandizing and fearful in 


1Lippman, H., Casework with Adolescents in Con- 
flict with Authority, from the Proceedings of the 
National Conference of Social Work, 1941, pp. 396- 
410, 


2 Maslow, A. H., Motivation and Personality (New 
York: Harper & Row, 1954), p. 113. 
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relation to others and will have a particu- 
larly difficult time at adolescence. In short, 
perhaps these are the youngsters to whom 
we can apply the old wheeze about being 
the kind only a mother could love. They 
need not only controls but also approba- 
tion. 

These children can profit from this type 
of mother surrogate. Because of their back- 
ground, which in one way or another in- 
volves rejection and distrust, the opportun- 
ity to make an identification with a solid 
maternal figure is very important. In fact, 
this may be for many the only opportunity 
to learn the meaning of benign controls 
and acceptance by other rather than ma- 
nipulation by adults. 

The M-complex, through her acceptance 
and reciprocation, may reduce acting out, 
not only by decreasing anxiety but by pro- 
viding a type of relationship the young- 
ster may not have known. In any event, 
the institution should provide opportun- 
ity for constructive identification. If this 
is not made during puberty or adolescence, 
it is unlikely that subsequent opportunities 
will have a similar impact after character 
structure becomes more fixed. 

Many of the girls manifest this anxiety 
about emotional deprivation through sex- 
ual promiscuity. Continued long enough, 
this type of relationship becomes their way 
of attempting to gain acceptance. This 
mode of compensating for early unsatis- 
factory relations can easily become a fixa- 
tion and be introjected into the girl’s pat- 
tern of adaptation. Thus she will not learn 
the meaning of self-esteem and acceptance. 
She will perceive the world as a manipu- 
lating one in which there is only one way 
to survive, Frequently these girls are con- 
ditioned to see affection as synonymous 
with manipulation, and eventually this is 
incorporated into their adult value system. 
Maslow? points out that the best way to 


y 


at 
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teach a child to go seeking in all directions 
for affection and to have a constant crav- 
ing for it is “partially to deny him love.” 

To summarize the mental hygiene as- 
pects, the genuine M-complex H.M. should 
be utilized as a therapeutic agent and only 
secondarily as a custodian. As an identi- 
fication figure who can impose firm benign 
control and accept the girls despite “bad” 
behavior, she may help develop in them a 
sense of worth and maybe even of belong- 
ing. Applying theoretical knowledge can 
be harmful if it removes the H.M. from her 
maternal role and places a distance between 
her and the girls. 

The feelings the M-complex inculcates in 
the girls is much more important than any 
intellectual insight. It is not what is con- 
sciously said but what is unconsciously 
done and often subconsciously perceived 
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that more likely leads to marked changes 
in personality. 

The genuine M-complex should be able 
to make her charges feel safe and protected, 
and therefore less vulnerable and anxious. 
Her willingness to listen, her acceptance 
and approval even after “sinful” revela- 
tions, and her gentleness and firmness 
should help produce in the youngsters a 
realization of being liked, protected and 
respected. 

Perhaps this maternal role can be 
brought to the fore and developed in many 
housemothers through experimental orien- 
tation. Ideally, an institution of this type 
may be able to develop a systematized 
housemother-centered therapeutic program. 
This approach would make for a more in- 
tensive impact on the youngsters and could 
easily become the focus of a total “push” 


program. 
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JOSEPH H. GOLNER, M.S. 


On the relationship between 


social work, religion and psychiatry 


The purpose of this paper is to examine 
some of the relationships between social 
work, religion and psychiatry. In it we will 
attempt to identify some of the religious 
values motivating the early development of 
social work, to describe its encounter with 
psychiatry, and to identify the ways in 
which it has synthesized elements from both 
religion and psychiatry to evolve its own 
goals and techniques, 

The particular religious point of view 
represented in this paper refers to certain 
aspects of the Jewish tradition. The par- 
ticular psychiatric point of view repre- 
sented here is based on psychoanalytic 


Mr. Golner is a psychiatric social worker, Massachu- 
setts General Hospital, Boston, Mass., and a co-leader 
of group therapy at the Community Church of 
Boston. 


This paper was presented at the Community Church 
as part of its 1961 course on religion and psychiatry. 
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theory. The method of social work here de- 
scribed refers to casework, as differentiated 
from group work and community organiza- 
tion. 

Moreover, this paper assumes that the 
particular religious form mentioned here 
is but one of many religious forms which 
have evolved distinctive external features 
as a result of their respective national, geo- 
graphical, and cultural experiences. Never- 
theless, beneath the surface of these differ- 
ent forms stirs the same universal religious 
feeling. 

Consequently, this paper assumes that 
whatever conclusions and implications 
emerge concerning social work in its rela- 
tionship to the Jewish tradition may apply 
to the Christian tradition as well. 

One of the basic features which distin- 
guish social work from psychiatry is the pre- 
senting problem which confronts the help- 
ing person, While the difference cannot 
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always be clearly formulated, it may be sug- 
gested by identifying two classic problems 
to which psychiatry and social work have 
addressed their respective skills. 

On the one hand a patient may be re- 
ferred to a psychiatrist because he suffers 
from a feeling of discomfort which he ex- 
periences either in relation to himself or 
in relation to other people in his own en- 
vironment, On the other hand, a client 
may be referred to a social worker because 
he seeks relief for a specific concrete need 
which he formulates in terms of food, cloth- 
ing or shelter. 

In Jewish tradition, the provision of such 
relief to the poor was usually identified as 
sedakah, which is technically translated as 
a “right” or “just act.” * It is related in 
Hebrew to sedek or “righteousness,” not to 
be confused with “justice” but used in the 
sense of “justification.” Thus in Jewish 
tradition, Israel’s existence is justified by its 
willingness to carry out certain religious 
commandments called miswot, the singular 
of which, miswah, is another name for 
charity. Miswah does not refer to any 
specific commandment but to “any particu- 
lar opportunity to fulfill the comprehensive 
duty of men to their fellows.” 

Jewish tradition, like modern social work, 
was not merely interested in providing re- 
lief for concrete needs by private almsgiving 
or through contribution to organized chari- 
ties, but rather in giving “personal atten- 
tion, sympathy and service,” called in He- 
brew gemilut hasadim, which is translated 
as “deeds of lovingkindness.” 

Like modern social work, too, Jewish 
tradition emphasized the superiority of 
deeds of lovingkindness over almsgiving: 
“Almsgiving itself is requited [by God] only 
in proportion to the love (hesed) that there 
is in it, Alms given in this spirit are more 
than all the sacrifices (Prov. 21:3) and deeds 
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of lovingkindness more than almsgiving 
(Hos. 10:12).” 

It is no wonder, then, that the early prac- 
titioners of social work were guided by the 
religious obligation of gemilut hasadim and 
followed strictly the recommendation sug- 
gested by Maimonides * when he enumer- 
ated the various degrees of giving charity. 
He gave highest priority to that kind of 
charity “which lays hold of a man who is 
failing and keeps him from falling and be- 
coming a public charge by a gift or loan or 
partnership or by finding him work.” How- 
ever, social work soon discovered that Mai- 
monides’ advice did not always work, well- 
intentioned as it was. While financial and 
employment assistance was effective with 
some clients, it was wasted on others. 

At this point it might be well to re-em- 
phasize the fact that what holds true for 
the Jewish tradition applies to all religious 
traditions. The early motivations of social 
work are not to be identified solely with 
sedakah, gemilut hasadim, or Maimonides’ 
degrees of charity; rather, they are deeply 
rooted in a universal religious feeling, of 
which the Jewish form is but one expres- 
sion. 

This becomes clear when we recall the 
historical fact that the private child welfare 
agencies of modern times owe their begin- 
nings to the ideals and values of both Jew- 
ish and Christian traditions. Their contri- 
butions to the field of social work may well 
be described in the account of a Biblical 


1 This and all subsequent references to Jewish prac- 
tices, interpretations, Biblical and other quotations 
are either based on or quoted directly from Moore, 
George Foot, Judaism in the First Centuries of the 
Christian Era (Cambridge, Mass.: Harvard Univer- 
sity Press, 1954), Vol. II, Chap. 7. 
2 Maimonides, whose full name was Rabbi Moses 
ben Maimon (l 135-1204), was chief rabbinical 
authority of his time and also chief physician to the 
Egyptian court. 
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personality who cannot strictly be identi- 
fied either as a Jew or Christian, but as a 
humanitarian: How a good man fulfilled 
his duty to those who needed his help is 
ideally described in Job 29: 12-16: 

“I delivered the poor that cried, the 
fatherless also that had none to help him. 
The blessing of him that was ready to 
perish came upon me; and I caused the 
widow’s heart to sing for joy. I put on 
righteousness and it clothed itself with me; 
my justice was a robe and a diadem. I was 
eyes to the blind, and feet was I to the 
lame, I was a father to the needy, and the 
cause of him that I knew not I searched 
out.” 

With the advent of psychiatry, social 
work began to learn that the giving of con- 
crete assistance had to be predicated on a 
sound understanding of the client’s person- 
ality. While “a gift or loan or partnership 
or finding work” might keep one man from 
“falling and becoming a public charge,” it 
might accelerate this process in another. 
Social work also learned from psychiatry 
that despite the best of intentions to co- 
Operate, some motive unknown to the client 
frustrated the social worker’s efforts to keep 
him from falling and becoming a public 
charge, 

The acquisition of psychiatric teachings 
had a profound effect on the field of social 
work, deepening its insight and enabling it 
to carry out its work more effectively. 
While psychiatry was of great benefit to 
social work in general, it occasionally dis- 
tracted it from its main preoccupation; 
namely, to carry out the religious obliga- 
tions of sedakah and gemilut hasadim; i.e. 
to provide its fellow men with real concrete 

assistance. 

Thus a few social workers began to imi- 
tate psychiatry, giving up the traditional 
tools of their trade such as visiting the 
client’s home, talking with his family, and 
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interceding with employers, teachers and 
others in the community. These social work- 
ers eventually discovered that their imita- 
tion of psychiatry, especially in regard to 
what they interpreted to be a passive, inac- 
tive role, did not keep their clients “from 
falling and becoming a public charge” but 
actually exacerbated their “failing.” 

Whereas in its early development, social 
work had relied completely on religious 
motivations, it occasionally tended to ig- 
nore these and substituted psychiatric teach- 
ings for religious obligations. Social work 
was now confronted with the fact that Mai- 
monides, so to speak, was partly right and 
Freud was partly right. 

What social work now needed was an in- 
tegration of the religious obligations of 
sedakah and gemilut hasadim on the one 
hand and the psychiatric understanding of 
the giving-receiving relationship on the 
other, in order to serve the best interests 
of its clients. Social work, consequently, 
adapted certain concepts from the one and 
borrowed some techiques from the other, 
which, together with its other sources of 
knowledge and skills, eventually evolved 
into its present-day methods of practice. 

One might say that the pendulum swung 
back again this time to a middle-of-the-road 
position between religious obligations on 
the one side and psychiatric understanding 
on the other. Perhaps it might be more 
helpful to visualize the three disciplines in 
a topographical position more analogous to 
the three layers of an individual’s mental 
life, technically called the id, ego and super- 
ego 


On the first layer, in the sense of histori- 
cal development, lies psychiatry, corres- 
ponding to the id because Psychiatry is con- 
cerned with tracing and understanding the 
genesis of man’s primitive instincts and 
feelings, which constitute his basic internal 
needs, 
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On top of this layer lies social work, 
which corresponds to the ego because so- 
cial work is concerned with helping man 
adjust the requirements of his external en- 
vironment to the demands of his basic in- 
ternal needs. 

On the highest layer rests religion, which 
corresponds to the superego because reli- 
gion is concerned with confronting man 
with the ideals that lie above and ahead of 
him and the values to which he aspires. 

Each of the three disciplines thus im- 
pinges upon man from the vantage point 
of its own unique contribution: psychiatry, 
with its skill in understanding man’s in- 
ternal environment; religion, with its in- 
sistence on values and obligations; and so- 
cial work, with its ability to help man 
function in the light of his basic historical 
needs, his ideals and aspirations and the 
current realities of his external environ- 
ment. 

Let us now see how social work arrived 
at a synthesis of religion and psychiatry and 
how this is manifested in the techniques 
and goals peculiar to social work. 

To begin with, social work, like psychia- 
try, helps its clients through the medium 
of a professional relationship, which is con- 
trasted to a familial or social relationship. 
It is desirable that the social worker and 
client have never previously known each 
other. 

Moreover, an agreement about confiden- 
tiality is introduced immediately, whereby 
the social worker indicates in action and in 
words that what the client tells him will 
be kept secret. This allows the client to 
disclose the reasons for his coming without 
fear that the social worker will criticize or 
ridicule him, as may have been his experi- 
ence with friends or relatives. 

Perhaps this is what Maimonides alluded 
to in his classification of charities to which 
we referred above. Maimonides gave a 
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high priority also to charity “which is so 
dispensed that neither the donor nor the 
beneficiary knows who the other is.” Simi- 
larly, Jewish tradition required that a gift 
to the poor had to be made privately, with 
no one else present. 

As an illustration, Jewish scholars point 
out that the Temple of Jerusalem con- 
tained a chamber called lishkat hashaim, 
meaning “chamber of the silent” where 
“peculiarly scrupulous persons deposited 
their charitable donations in secrecy, while 
with equal privacy the impoverished mem- 
bers of good families drew from this fund 
their sustenance.” 

One might view the social worker's office 
as a kind of modern chamber of the silent, 
since the client becomes aware of issues to 
which he has previously never paid much 
attention but which nevertheless have in- 
terfered in his adjustment to his environ- 
ment. For the first time in his experience, 
he is able to reflect and listen to his own 
thoughts and feelings undistracted by the 
trappings that usually accompany his social 
relationships. 

As the troubled client gradually unbur- 
dens himself, two things happen: on the one 
hand, he begins to examine some of his past 
life experiences and, on the other hand, he 
tends to assume a dependent position in 
relation to the social worker. It is in re- 
spect to these two areas that the pyschia- 
trist and the social worker sometimes part 
company. While the point of departure 
cannot always be located precisely, it may 
be suggested by comparing a classic kind 
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of psychiatric treatment with a classic type 
of social work procedure. 

Classic psychiatric treatment may be 
characterized by a lengthy and intensive 
relationship, during the course of which the 
patient is encouraged to reveal ancient 
childish sexual and aggressive feelings of 
which he has been unaware but which 
cause him to have difficulty in his relation- 
ships with people. 

The patient simultaneously transfers to 
the psychiatrist feelings and attitudes which 
he had once experienced in relation to 
other persons, especially his parents. These 
feelings may be both positive and negative 
and are technically called transference feel- 
ings. The psychiatrist hopes to remove the 
causes of his patient's emotional maladjust- 
ment by confronting him with his child- 
hood fantasies on the one hand and his 
transference feelings on the other, 

The goal of the social worker is to modify 
the causes of his client's maladjustment as 
they relate to specific issues in his reality 
life. To achieve his goal, the social worker 
does not encourage his client to reveal his 
childish fantasies in their original form but 
seeks to understand them in their deriva- 
tive form as they are expressed in the 
client’s reality problems. 

The social worker, then, uses his under- 
standing of his client's fantasies to help 
him deal more effectively with his environ- 
ment. Whereas the psychiatrist concen- 
trates on the patient's fantasies and internal 
environment, the social worker focuses on 
the client’s reality and external environ- 
ment. To use a rough analogy, the psy- 
chiatrist and social worker each proceed 
into the mental life of the individual from 

different points of departure—fantasy and 
reality. 

The social worker, similarly, does not 
confront his client with his transference 
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feelings. He is, however, sensitive as to 
how the client expects the social worker to 
behave toward the client in the light of the 
client’s transference feelings. The social 
worker then uses his sensitivity to modify 
the client's expectations so as to maintain 
a positive relationship which can also be 
carried over to other persons in the client's 
reality life. This concept can be clarified 
in a brief illustration. 


A 28-year-old attractive, separated mother of 
four was referred to the social worker because she 
had difficulty in managing her oldest daughter. 
‘The child was eneuretic and had temper tantrums, 
The mother herself had been deprived as a child. 
She had no friends, was criticized for her appear- 
ance and was not allowed to pursue her artistic 
interests. Her parents were cold, disinterested 
and unaffectionate. Mrs, Kay feels that her 
mother preferred her younger brother who had 
graduated from college and was an engineer. She 
describes him as materialistic and domineering. 

As a young girl, Mrs. Kay was not allowed to 
date boys and was deprived of sexual information. 
At 19 she became involved with a serviceman 
from a nearby camp, whom she married soon after 
becoming pregnant. He turned out to be an un- 
stable husband who drank heavily and gambled. 
He eventually deserted her while their children 
were quite young. The mother subsequently be- 
gan to drink and have seductive relationships 
with a variety of men in an attempt to seek 
acceptance on a childish level, as well as to confirm 
her picture of herself as a bad and unworthy 
person. 

The social worker, who was a man, established 
an accepting but nonsexual atmosphere so that 
the mother could see him as a safe man who 
would not exploit her for his own needs. To do 
this he concentrated his interest on her maternal 
role, rewarding her efforts in handling her chil- 
dren’s medical, school and recreational problems. 
In addition, he encouraged her to participate in 
her own right in a variety of church and social 
activities. 

In the course of the casework relationship, the 
mother adopted a motherly, devoted attitude 
toward her children and Tesourcefully planned 
their educational and recreational programs, She 
could even have separate vacations for herself 
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without feeling she was a bad mother. Her sexual 
promiscuity and drinking seemed to disappear, 
and she made many new friends. She discovered 
that not all men were like her brother or husband 
and she has even begun; though cautiously, to 
consider the possibility that someone might want 
to marry her out of respect and accept her chil- 
dren as his own. 

Interestingly enough, she has begun to enjoy 
visiting her mother and sees her in a new light, 
deserving of her sympathy rather than her scorn. 
Mrs. Kay has also been able to stand up to her 
brother and assert her own intelligent views, 
which she now realizes are not so inferior as she 
formerly believed. This discovery seems to reflect 
her general feeling of well-being and increased 
self-esteem.* 


We have emphasized that the social work- 
er’s goal is to modify the causes of his 
client’s maladjustment around specific real- 
ity issues. In the experience just reported, 
such an issue related to the mother's diffi- 
culty in managing her daughter. 

Perhaps we are now in a position to 
understand more clearly why modern social 
workers, like their early predecessors, are 
so interested in providing relief for such 
concrete needs as food, clothing, and shel- 
ter, which Jewish tradition identified as 
sedakah. These concrete needs become the 
‘main handle or doorway through which 
the social worker enters as he proceeds into 
his client’s mental life. 

Thus it is that the social worker begins 
with sedakah and ends up with gemilut 


hasadim; i.e. providing personal attention, ` 


sympathy and service. In other words, the 
concrete needs become an opportunity for 
the social worker to concentrate on, ma- 
nipulate and strengthen the various aspects 
of his client's reality life so as to help him 
achieve a better social adjustment. 

Thus Jewish religious law demanded that 
a gift “was to be sufficient for the need . . - 
not merely what is necessary for a living, 
but whatever [a man] lacks that belongs to 
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his social station and former habit of life, 
even a horse to ride [and a servant] to run 
before him, as is illustrated by an anecdote 
about Hillel, who once did exactly this for 
the impoverished son of a good family.” 
Once when there was no servant at hand, 
“Hillel himself ran before the man three 
miles.” 

It seems unlikely that Hillel, a busy presi- 
dent of a Jerusalem Law Academy would 
have occupied himself with such errands 
if he had been only interested in providing 
sedakah, the relief of concrete needs, If 
this were the case he could have provided 
the man with financial assistance without 
leaving his study. But Hillel wished to 
demonstrate the value of sedakah as an op- 
portunity to practice gemilut hasadim; i.e. 
strengthen “his client's” reality and restore 
him to his previous level of social function- 
ing. 

But there is another equally if not more 
appropriate opportunity to practice gemi- 
lut hasadim which, paradoxically, consists 
of the withholding of sedakah. There are 
occasions when the refusal to satisfy con- 
crete needs serves to raise the client's self- 
esteem and level of maturity and is hence 
conducive to the practice of gemilut hasa- 
dim on its highest level. It is ultimately 
more beneficial to the client to provide him 
with the medium of a giving relationship 
through which he can be helped to develop 
his total personality than to satisfy his re- 
quest for the immediate relief of concrete 
or instinctual needs. 

The decision to provide or deny the re- 
lief of concrete needs, called sedakah, is de- 
termined by a careful understanding of 
what we have already referred to as the in- 
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dividual’s previous life experiences as well 
as his tranference expectations. Having as- 
sessed these two sets of facts, the social 
client’s expectations of him and other per- 
worker is then in a position to modify the 
sons in his environment. 

To return to our illustration of the 
seductive mother described earlier, one 
might say that the social worker helped 
the mother move from the level of sedakah, 
in terms of satisfying her concrete or in- 
stinctual needs, to the level of gemilut 
hasadim, in terms of establishing a non- 
sexual but giving relationship by which she 
could strive to become a responsible, ma- 
ture woman. 

While we have suggested that psychiatry 
and social work each proceed into the 
mental life of their patients and clients 
from different points of departure—fantasy 
and reality—the two disciplines will occa- 
sionally meet during their respective jour- 
neys. Thus the psychiatrist will often re- 
fer his patient to a social worker and the 
social worker will refer his client to a psy- 
chiatrist, depending on the individual's 
need and readiness for the services of the 
other profession, 

Frequently, the same person is both a 
“patient” and “client.” This occurs when 
both psychiatrist and social worker decide 
that a given individual can profit both from 
the concentration on his fantasy life in ad- 
dition to the strengthening and manipula- 
tion of his reality. He then sees the psy- 
chiatrist and social worker simultaneously. 
In such cases continuous communication 
between the two professionals is essential, 

Sometimes, too, a family unit may be 
both a “patient” and “client.” Thus one 
member of a family might see a psychiatrist 
who concentrates on his fantasy; the other 

might see a social worker for help in man- 
aging the chief patient's reality, 
This brings us to the question of which 
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persons can best utilize the services of a so- 
cial worker and which can profit most from 
psychiatric treatment. Perhaps we can an- 
swer this by identifying the various kinds 
of social service and indicate those clients 
appropriate for each. 

Social work help or intervention can be 
roughly divided into two classes; prepara- 
tive and restorative, with some overlapping. 
Preparative social work consists of working 
with individuals whose capacity for reality 
perception and manipulation is fairly well- 
developed but who need that “extra push” 
that will help them make a better social 
adjustment. Such persons are not so emo- 
tionally disturbed that their fantasies cloud 
their reality sense so as to need psychiatric 
treatment, 

Preparative social work may also be 
carried on indirectly where reality is manip- 
ulated in behalf of persons whose capacity 
for reality perception and manipulation has 
not yet been allowed to develop properly as 
in the case of children in psychiatric treat- 
ment. These parents become the clients 
of the social worker, who helps them 
strengthen their children’s reality so as to 
make the psychiatrist's work easier. 

To return once again to our example of 
the mother and eneuretic daughter: The 
child was originally sent to the psychiatrist 
for help with her eneuresis and temper 
tantrums. At the same time, the mother 
was referred to the social worker for help 
in managing her daughter. Eight months 
later, the girl’s symptoms disappeared, and 
it was decided to terminate her treatment. 
However, it was felt that the mother should 
continue to see the social worker, not only 
to consolidate the gains made by the child 
but also to help the mother develop a 
greater sense of security in her maternal 
role. 


Restorative social work consists of work- 
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ing with those individuals whose capacity ae 


perceive and manage their reality has 
er been allowed to develop or has been 
ely hampered because of organic diffi- 
ties and/or because of the absence of 
ental relationships. 
‘As a result, such persons have become 
yerwhelmed by their fantasies. It is ob- 
us that further concentration on their 
tasy life by a psychiatrist would only 
rve to reinforce their difficulties and 
eaken their already weak capacity to per- 
ive and deal with their reality. Conse- 
quently, such persons can benefit from a 
i relationship with a social worker who will 
seek to concentrate upon and strengthen 
‘their reality so as to help them function 
better at best, or maintain their status quo, 
at worst. In a certain sense, even this may 
be considered to be preparative. 
Restorative social work may also refer to 
helping persons whose capacity for manip- 
© ulating their reality is no longer available 
| oreffective because of illness, age or poverty. 
~ In such cases the social worker will manage 
their reality in their behalf by interpreting 
their reality needs to members of the family 
and caretakers in the community, such as 
nursing homes, medical facilities, public 
_ and private agencies, all of whom share in 
_. the responsibility of caring for such dis- 
abled persons. 


In reviewing the differences characteriz- 
estorative 


ing preparative social work and r 
to 


social work, it is appropriate once again 
refer to Maimonides’ classifications. He 
gave high priority to that kind of charity 
“which lays hold of a man who is failing 
and keeps him from falling and becoming 
a public charge by a gift or loan or partner- 
ship or by finding him work. .. . Such a man 
"is like a load resting on top of a wall; so 
longas it is in place one man can take hold 
N of it and keep it there; once it is fallen to 
>> the ground, five cannot raise it up again.” 
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It seems plausible that many modern social 
agencies would endorse this analogy. 

Maimonides’ recommendation recalls the 
long and painful course of the development 
of social work on its road to a status inde- 
pendent of both religion and psychiatry. 
We have suggested that social work bor- 
rowed some concepts and adapted others. 

One basic concept borrowed from psy- 
chiatry without any modification remains 
the heart and soul of the social work pro- 
fession. This is the concept of self- 
awareness, the unique contribution of 
psychiatry which it first taught itself and 
then transmitted to its social work colleague. 
Self-awareness is a prerequisite for under- 
standing and helping one’s client. Only 
with the recognition and acceptance of one’s 
wish not to help can one be free to act on 
the wish to help. 

Perhaps that is why Maimonides in- 
cluded in his classification of degrees of 
charities what appears to be an inappro- 
priate and illogical motive: “At the bottom 
of the scale comes the man who gives with 
a sullen mien; for the spirit and manner in 
which the thing is done is the essence of 
the deed.” Maimonides thus does not ex- 
clude the ignoble motive which every man 
has. 

In the same vein, Jewish tradition cau- 
tions every man: “Beware lest there be in 
thy heart a wicked thought, and thou be 
evil-eyed toward thy needy brother and 
thou give him naught” (Deut. 15:9). The 
refusal to give charity is called beliya’al 
in Hebrew, translated as “wicked,” and 


placed by Jewish tradition in the same cate- 
gory as idolatry because the Hebrew term 
for both is the same. Idolatry is considered 
to be the most radical of sins because it 
seeks to throw off the yoke of Heaven, to 
reject the authority of God. 3 

On a deeper level, God represents patri- 


archial authority; hence, the wish to deny 
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to one’s brother may be related to the wish 
to defy one’s parents. It follows that one 
can practice gemilut hasadim; i.e., give 
one’s brother personal attention, sympathy 
and service when one accepts the beliya’al 
in oneself; i.e., the wish to deny and throw 
off the yoke of charity. 

Conversely, one cannot practice gemilut 
hasadim when one does not recognize the 
beliya’al in oneself. For then one gives to 
one’s brother either out of feelings of guilt 
and the wish to make up for not having 
given previously, or one gives out of feelings 
of deprivation and the wish to make up to 
oneself vicariously for not having been 
given to. : 

With the recognition of his wish to reject 
the yoke of Heaven, the social worker is in 
a position to identify with Him whom 
Jewish tradition identifies as the great 
exemplar of gemilut hasadim, deeds of 
lovingkindness. Thus, deduces Jewish tra- 
dition, the world itself was created solely in 
lovingkindness: 

“R. Simlai observes that the Pentateuch 
begins with an act of lovingkindness—God 
made garments of skins to clothe the man 
and his wife—and ends with another; He 
buried Moses in the valley. It is in such 
gracious deeds that man can and should 
imitate God, who clothes the naked, visits 
the sick, comforts mourners, buries the 
dead. No one, however dignified his sta- 
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tion, should think himself too good for the 
humblest offices of human sympathy. In 
the words of Mic. 6:8, ‘to walk humbly 
with thy God,’ is found the duty of joining 
the funeral procession or the company con- 
ducting the bride to the wedding. For to 
rejoice with those who rejoice is no less an 
act of kindness than to mourn with 
mourners.” 

God may be thus represented as the 
Divine Social Worker who is concerned 
with preparing and restoring man, partici- 
pating in his joys and in his sorrows, from 
the first moment of his existence to his last. 

In summary, we have followed the evolu- 
tion of social work from its earliest begin- 
nings, when it was motivated by a religious 
orientation of almsgiving and charity, 
through its encounter with psychiatry, with 
whom it occasionally overidentified, tem- 
porarily forgetting its religious obligations, 
subsequently emerging as an independent 
identity with a deeper understanding of 
itself, and its role in providing personal 
attention, sympathy and service, 
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Some problems in the development 


of co-operation between mental health 


and community welfare programs 


The subject of this paper is one which 
bears close examination by social workers 
today. It is on the minds of those who are 
concerned with the maximum use of social 
services and with the improved use of pro- 
fessional skills, where these are employed 
not only in direct services to clients, but 
also in developing relationships involving 
collaboration and co-operation with mem- 
bers of other professions and with members 
of our own profession. 

The intricacies of agency, interagency, 
and community structure are too little 
understood by most social workers. The 
complex of agency services should be sub- 
jected to careful study and analysis. The 
principal problems center on questions of 
how to integrate new with old services and 
how to decide what new services are 
needed. There are logistical problems of 
financing and staffing the old and new serv- 
ac which also must be considered. 
Finally, there is the vital necessity for effec- 


tive public interpretation and education to 
secure fiscal support for these services. 

These all are important in the assess- 
ment of community services, But the field 
should first concern itself with the question 
“What are we doing with our present net- 
work of services and how are they being 
used?” 


This paper will take as its hypothesis 
the assumption that the relations between 
mental health and community welfare 
services as they now function are less than 
satisfactory and need careful study. There 
will be a brief discussion of the research 
and training implications in improved co- 
ordination of services. 


Dr, Wittman is chief, Social Work Section, Training 
Branch, National Institute of Mental Health, Beth- 
esda, Md. 
This paper was presented at the Indiana State Con- 
ference on Social Work held in Indianapolis in 
November, 1960. 

641 


How well do social workers know the 
network of service? I would like to ask that 
we call to mind a seventeenth century map 
of the North American continent and com- 
pare it with a 1960 map of the same geo- 
graphic area. Why is the recent map so 
much more clear, precise and accurate? 
Has the land changed or is it that the per- 
ceptions of the human mind and eye have 
been enhanced over the intervening cen- 
turies by improved methods, by better 
theory and by enlarged knowledge of the 
cartographic phenomena which determine 
geography. 

I submit that the geography of the com- 
munity is, for the present, not too well 
understood by those who should know the 
most about it. Here I am not speaking of 
the physical but rather of the social-psycho- 
logical environment. This is the environ- 
ment with low visibility and comprehen- 
sion. The difficulties of collaboration are 
increased by the limitations of legal, philo- 
sophical and operational barriers which 
may well be of our own creation, 

Under the close scrutiny of the average 
social work practitioner the total fabric of 
community services falls short of meeting 
the needs of the community. This fact 
alone is of great concern to social workers. 
It is likely that Vinter has correctly desig- 
nated two types of role conflict which may 
occur in social workers. These are: 

A pervasive type of conflict, which arises from 
discrepancies between agencies’ limited service 
goals, and the profession’s relatively unlimited 
commitments, 

A second type is generated by discrepancies be- 
tween specific agency goals or practices and pro- 
fessional values. Social workers tend to concen- 
trate in agencies whose means and ends are most 
compatible with the profession’s codes and stand- 
ards, and to avoid those where major incongrui- 
ties are perceived (5). 


Thus there is the need to re-examine the 
basic structure and function of social 
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agencies in the contexts of the communities 
they serve and in relation to the role of the 
social worker in his particular position be- 
tween client and community. What are 
the points to explore in collaboration and 
integration of services? What are the gaps 
and discontinuities of service? 

Let us look at the entities of mental 
health and community welfare services and 
assess the present stage of articulation. 


THE MENTAL HEALTH STRUCTURE 


The scope and content of present mental 
health services are steadily changing. The 
focus at the turn of the century on the 
mental patient as a static entity in the 
mental hospital is now much outmoded. 
In the present-day view, the patient in the 
hospital is rapidly becoming a transient 
person who comes to live there for a few 
months but who, with new treatment 
modalities, is soon on his way back to the 
community. 

The statistical trend which demonstrates 
a declining hospital population as against 
a rising number of outpatient treatment 
hours is ready evidence of the new trend. 
The curves which reflect these trends are 
worthy of some extended discussion be- 
cause they are of serious import for co- 
ordination of all community services. 

The mental hospital is fast becoming a 
greatly modified institution. The child is 
scarcely like the parents. The modern 
mental hospital has become a temporary 
rather than a permanent point of contact 
for the mentally ill. This is seen in the 
provision of more and more services for 
people who are in contact rather than out 
of contact with reality. 

The newer concepts of psychiatric and 
social rehabilitation begin with the notion 
that the patient will recover and be self- 
sustaining. Hence we now see the rapid 
expansion of halfway houses, the day and 
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night hospital, the outpost consultation 
service, the extension of the hospital into 
the community through a variety of de- 
vices, all calculated to reverse the now out- 
dated attitude that the mental patient is 
basically a helpless individual. 

The result of this development is that 
the community has been brought closer to 
the mental hospital in a very meaningful 
and impressive manner. The family and 
relatives of patients are now more rapidly 
and more significantly involved in the 
planning for the patient's return to the 
community. The social and health 
agencies are now gaining new insight into 
their important roles in planning for the 
patient and are thus being drawn into the 
structure of services which meet the needs 
of the sick segment of the population. 

Somewhat similar changes occur in the 
development of mental health clinics. The 
total number of such clinics is at its highest 
point in the history of the United States. 
With the impetus of federal funds and 
with the increased understanding for the 
need for such services, the rural and urban 
communities alike are beginning to expand 
existing clinic services and to initiate these 
where none existed before. 

As a result the clinic team of psychiatrist, 
clinical psychologist and psychiatric social 
worker is beginning to apply its collective 
skill in many American communities 
which have been without mental health 
services of any kind. 

The learning experiences for the com- 
munity where a new mental health clinic is 
launched would make an interesting story. 
The beginning expectations of the two 
(clinic and community) are hardly capable 
of achievement. The average clinic is soon 
swamped with a treatment caseload, and 
the community with a recently established 
clinic soon shows signs of frustration and 


© discontent because its mental health prob- 
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lems have not somehow magically and 
permanently disappeared. 

In summary, the picture of the mental 
health network of institutions is rapidly 
changing and is tangibly and irrevocably 
becoming community-related. The sense 
of isolation for staff and for patients is 
passing with the disappearance of the 
walled enclosure as a place to “keep” the 
mentally ill. This transitional phase is 
particularly important to the health and 
welfare network, which will be the next 
topic for discussion. 


THE COMPLEX OF LOCAL HEALTH 
AND WELFARE SERVICES 


As one views the trend in the development 
of nonpsychiatric community resources, 
one is soon impressed that they too are 
undergoing momentous changes (3). By 
and large they are undermanned, under- 
financed and not too well understood. 
Public welfare agencies suffer because they 
have far broader responsibilities than they 
can meet with the present supply of profes- 
sional manpower. Private agencies are 
carrying only a small proportion of the 
caseload that exists in the community, 

Agencies obsessed with their own prob- 
lems are not too likely to be aware of the 
larger issues involyed in interlinking of 
functions. They tend to become intro- 
verted, ingrown and overwhelmed with the 
futility of the increasing caseloads which 
invariably transcend the most arduous 
efforts to stay ahead. In coping with its 
legal responsibilities alone, the average 
public welfare agency finds its task increas- 
ingly beyond its reach. 

These pressures are a direct deterrent to 
collaboration and the integration of serv- 
ices with those offered by the mental health 
system. This seems to be a problem even 
where both may be under a single state 
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agency. The reasons for this are worth 
some speculation and elaboration. 

I am told that in some states the aged 
person has some acute problems when it 
comes to deciding where he will rest when 
he leaves the hospital. The old age as- 
sistance payments may be insufficient to 
meet his needs and no funds for general 
assistance are available. His medical re- 
quirements may far exceed his ability to 
pay, but local provision of medical services 
may fall short of his actual needs. 

A child released from a residential treat- 
ment center may thereby become the reluc- 
tant ward of a county which is not really 
ready for him and which has problems in 
understanding and accepting acting-out 
behayior. A mental health clinic may re- 
fuse to accept a case because of the indica- 
tions that treatment will be virtually im- 
possible of success. In each of these in- 
stances, the task of collaboration and co- 
operation becomes difficult, involved and 
sometimes impossible. In considering a so- 
cial need for which funds are not legally 
provided, we are inclined to find reasons to 
justify the policy rather than to work 
toward extending it to meet the uncovered 
need, 


EDUCATIONAL CONSIDERATIONS 


The understanding of the complexities of 
interprofessional relationships must pre- 
cede any efforts to modify a given situation 
which results from poor communication. 
We must grant that the scale of co-opera- 
tion between mental health and com- 
munity welfare ranges from very good to 
very poor. Where these relationships are 
very good the mental hospital is not used 
as a dumping ground for sick and aged 
patients who simply need good community 
planning to keep them out; the hospital 
does not, in turn, dump its recovered pa- 
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tients back into the community but in- 
stead insists on a casework plan for every 
patient who returns home or to an alter- 
nate facility. 

The mental health clinics, for their 
part, are not seen as resources with some 
sort of magical power of cure for severely 
psychopathic patients but as a resource for 
adults and children who need psycho- 
therapy. The clinic does not tie itself 
down to a small caseload to which it re- 
mains forever rooted but does, on a 
planned basis, free some of its staff time 
for important consultation and community 
educational services which are now too 
little available. Thus we see that the 
current image of agency structure and 
function is far from the ideal and needs 
close scrutiny if we are to find some feasible 
ways of improving’ the situation. 

Perhaps the issue of communication is 
the most important one to tackle. The 
lack of good communication is one which 
derives from the professional culture of the 
field of social work. The methods areas 
are so rigidly structured that it becomes 
difficult to peer over the walls of func 
tional definition. We might look at one 
postulate suggested by two students of 
community organization. 

“The average social worker in casework and 
group work tends to separate himself from the dis- 
tinctive community organization agencies, workers 
and programs” (2). 

If this is true, the field has some difficult 
problems to overcome. And it is probably 
true in many cases because of the major 
concern of the caseworker with his own 
individual caseload rather than with the 
socioeconomic problems which produce the 
caseload. The caseworker seldom faces the 
fact that he is working with the end-product 
of a process which grew from early life 
experiences generated in a milieu which 
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good community organization might have 
eliminated. Too frequently caseworkers 
are failing to recognize the evidence of 
social disorganization in their caseloads 
which point specifically to action possi- 
bilities in the field of community organ- 
ization. 

Perhaps it is well to recognize that the 
average social worker is well-prepared in 
content related to “individual” behavior 
but is less well-prepared in how to recog- 
nize and deal with “agency” behavior or 
“community” behavior, This poses a 
problem for educators and practitioners 
alike because the peculiar nature of social 
work education (through field instruction) 
enfolds the practice and theory aspects of 
social work in an inseparable bond. Thus 
the field agency is as much at fault as the 
school if the student emerges with a casual 
or superficial orientation to the importance 
of agency and community structure and 
function in dealing with problems in the 
proper domain of social work as a profes- 
sion. 

This problem has been stated quite suc- 
cinctly by a leading social work educator: 

“Advocacy of the need for co-ordination out- 
runs the skills of social workers to carry through 
the processes involved. This is not an uncommon 
state of affairs for many professional attributes, It 
can be traced in part to omissions, both in the 
school program and in staff development—omis- 
sions in teaching and in providing learning €x- 
periences of the nature that could more nearly 
assure the gradual achievement of skilled and dis- 

ciplined colleague behavior” (6). 


The omissions referred to by this author 
deal with the acceleration of interprofes- 
sional patterns of collaboration which can 
be achieved only by students who have had 
the rich experience of direct co-operation 
on joint cases in settings conducive to learn- 
ing experiences of lasting effect. How can 
we track down these educational omissions 
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and remedy the defect? We need to look 
at didactic or classroom content and field 
experience alike if we are to find the 
answers. 

Is social work education, as an institu- 
tion, susceptible to analysis in the format 
visualized in social research? Can means 
be devised for study of curriculum content 
which will throw light on the main defi- 
ciencies which seem characteristically to 
be found or are said to be observed among 
graduates from the professional curricu- 
lum? Or should the discerning eye of the 
investigator be as much concerned with 
the educational responsibilities of the field 
for the post-training types of education 
not now being provided by the agencies 
which are most vocal about the deficiencies 
of graduates? 

It may well be that the field of social 
work suffers from lack of precision in its 
definition of what educational responsi- 
bilities belong to the graduate school and 
what belong to the field of practice. The 
lack of such precise definition tends to lead 
to criticism of graduate social work edu- 
cation, which may be justified in the light 
of one expectation, but which may be en- 
tirely erroneous and unfair in the light of 
another which is viewed in the total con- 
text of what is basically prerequisite to 
professional social work practice. 

The field will need to do much more 
than is now being done to reach common 
agreements on many issues. The first issue 
points up the need for agreement on what 
may realistically be expected of the recent 
social work graduate. The second leads 
us to question what the new graduate is 
expected to know and do. : 

The trend in current professional think- 
ing suggests that two postgraduate years 
of practice are needed to produce a satis- 
factory practitioner. (NASW certification 
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proposal, 1960.) If this be true, the total 
responsibility for preparation for profes- 
sional practice of social work rests with the 
field of practice in a dimension far beyond 
the contribution made in field instruction. 
This becomes a problem for the total field 
and not for the schools alone. 


RESEARCH IMPLICATIONS 


We need next to consider the important 
question of what data are needed for the 
analysis of effective practice. The prob- 
lem of collaboration and co-operation be- 
tween mental health and community wel- 
fare services cannot be assessed without the 
compilation of information in the form of 
objective observations which will permit 
a more scientific analysis of the problems 
involved. 

We need to know where the breakdown 
in communication occurs. We need to 
know how new insight can be developed 
so that these two important programs can 
join together in the attack on the problems 
of poverty, mental illness, delinquency, 
divorce, desertion, family breakdown and 
social pathology in any minute form in 
which it may appear. We need to know 
the facts about the caseload and how it 
converges and is intertwined. 

We could begin quite comfortably with 
the cases in which both units of public 
service have direct joint concerns and move 
rather quickly to those members of the 
community who are not on the caseload 
of one but on the caseload of the other 
to see what differences and distinctions are 
involved. Finally, we might consider (if we 
take a public health approach) the segment 
of the population not in either caseload, 
but likely to be, if preventive action is not 
taken, to see what data could be compiled 

which would point up and highlight the 
gaps in education, whether these be in the 
professional schools or in the field. Some 
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examples of the types of inquiry needed 
will help to illustrate this point. 

Alfred J. Kahn has enumerated these in 
a recent publication. He proposes the fol- 
lowing seven general areas of investigation: 

l. Case studies of co-ordination failures. 

2. Studies of factors which affect co- 
ordination of service as between agencies. 

3. Studies of mutual expectations as be- 
tween agencies and types of agencies within 
a community system of services. 

4, Studies of informal organization in 
social welfare co-ordination and planning. 

5. Studies of the effect of community 
power structure on efforts to carry through 
rational planning. 

6. Studies of the effects of latent identi- 
ties (sex, ethnic groups, religion, and so 
forth) on organizational behavior, par- 
ticularly as they affect interagency relation- 
ships and co-ordination. 

7. Experiments to study the effects on 
services of a variety of approaches to the 
definition of agency specializations (1). 

These are only a few of the many, many 
avenues of exploration which need to be 
explored and developed if we are to know 
more about the ways in which agencies 
serve people. 

What personnel are needed to undertake 
such studies? Sophistication in the use of 
research methods and in the interpretation 
of findings is urgently needed in social 
work. We have yet to develop a substan- 
tial group of famous laboratories and re- 
search institutes which have status and 
prestige on the American scene. These 
take well-trained people who know social 
welfare and who know research. 

Moreover, we must face the fact that for 
the next generation we will need to de- 
velop researchers through two stages—the 
first of professional training (master’s level) 
and the second of research training (doc- 
toral level). Perhaps in time these two 
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aspects will converge and will be continu- 
ous for those who wish research careers. 
If to obtain better collaboration we need 
changes in “agency behavior” we need to 
look at how this is accomplished and how 
feasible it is. An agency is, after all, a 
collectivity of persons offering social serv- 
ices guided by policies set by another group 
of persons (boards and legislatures). It is 
thus necessary for new insights and new 
knowledge to be shared, understood and 
accepted not only by agency staffs but also 
by the policy-making bodies which govern 
the range and extent of the services offered. 
The social roles of these two groups and 
their interacting nature pose a problem not 
frequently understood. And to complicate 
this situation, we must look at the third 
importantly interacting group—the clien- 
tele of the agency. This group is, after all, 
the reason we are here in the first place. 
Stein asks: 

“Have we so structured the roles of the con- 
sumers of our social work help that we are meet- 
ing needs more as we see them than as clients 
need them? How is our intake process in casework 
agencies affecting the mindset by which clients 
perceive their own roles in the agency? What is 
the effect of having more or less opportunity for 
staff participation in administrative policy?” (4)- 
The channels for good communication 

need to be opened vertically for better 
understanding of the main issues in agency 
function (scope and range of service) and 
horizontally for better collaboration and 
co-operation between agencies. Both de- 
velopments need good research planning 
and execution. And neither will come 
until we have considerably expanded the 
painfully small cadre of skilled research 
personnel in social work. 


SOME THOUGHTS ON THE FUTURE OF 
MENTAL HEALTH AND COMMUNITY 
WELFARE COLLABORATION 


In summaty this paper has pointed to four 
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generalizations which apply in the attack 
on the obstacles to good communication 
and sound collaboration between these two 
large systems of service. These may be 
stated as follows: 

1. Agency structures and functions are 
not immutable, but they are not easily 
changed. 

2. Personnel who man social and health 
agencies tend to pursue goals established 
by the needs of the past. 

3. We need to look inward first and then 
outward in restructuring agency services. 

4. A revitalized approach to social serv- 
ice organization will come only from suc- 
cessfully interacting research and training 
efforts. 

There is a great need to develop new ap- 
proaches to collaboration based on sound 
analysis of present patterns of function. 
We will need to know far more about the 
sociology of the profession than we now 
know—and how to use the knowledge. 
The implication here is that we need to 
take a new look at the caseload and the 
way we deal with it. We need to probe 
deeply into the social structure of social 
work and into the social roles of practi- 
tioner and client. 

I quote again from Stein on the impli- 
cations of a broader approach to integra- 
tion of services as is developed in this paper. 
Stein suggests the impact of social science 
knowledge can be significant in many fields 
of social work practice. 

“In child welfare a better-grounded approach to 
the social environment will lead us to add con- 
siderations in this area to those of the physiologi- 


cal and psychological needs of the child. In foster 
care, for example, more attention to class and eth- 
nic factors in foster families in relation to the 
foster child’s backgrounds and changes in family 
to be reckoned with; in hospital 
social work greater attention to such matters as 
the role relationships of hospital personnel, the 
nature of the patient's environment in the ward, 
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balance will have 


ethnic components in reactions to pain and ill- 
ness. In family agencies we will have more concern 
with all the significant figures in the client’s 
family, more attention to pressures and satisfac- 
tions in occupational settings, and in social class 
and ethnic factors in behavior. In group work, 
differing conceptions of the group leader in class, 
ethnic, age, sex, and occupational terms, program 
objectives and perceptions of the agency's function, 
will become of increasing relevance. In community 
organization, power structure in community life, 
differential patterns of community participation, 
and class as well as ethnic factors in intergroup 
relations, will become increasingly important. In 
psychiatric clinics the significance of ethnic in- 
fluences on symptom choice, of class and ethnic 
variables in communication and diagnostic per- 
ceptions in the relationships between therapist 
and patient, will become increasingly prominent 
considerations” (4). 


The ability with which we can apply a 
broadened approach to ongoing practice 
depends on our capacity to remain open- 
minded in our analysis of current concep- 
tions of casework, group work, and com- 
munity organization practice. If we see 
ourselves as working within a closed system 
our chances for change (and improved in- 
teragency collaboration) are much dimin- 
ished, 

The vast amount of social and mental 
ill health will simply increase as the popu- 
lation increases if we do not find some 
means of applying our social work skills 
in an integrated way closer to the roots of 


the problem. It remains for us to face up 
to the demands for growth and develop- 
ment we must inevitably meet if we are 
to accomplish the goals we envision. 
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ENJAMIN MALZBERG, PH.D. 


PART I 
Of Russian Birth 


Foreign-born of Russian nativity (U.S.S.R.) 
ave decreased in significant number in 
New York State. 
- On January 1, 1930, there were 481,306 
of such nativity in the state. By 1940, this 
‘was reduced to 436,028. By 1950, the total 
was further reduced to 353,835.1 Despite 
the reduction, Russian-born constituted 
the second largest foreign-born group in 
ew York in 1950, being exceeded only by 
those of Italian nativity. 
“In general, all foreign-born have de- 
creased in number in New York State, pri- 
marily as a result of restrictive immigra- 
ion laws enacted by the United States since 
920. In the case of Eastern Europe, how- 
ever, and especially in the case of Russia 
U.S.S.R.), there has been an additional 
- factor as a result of limitation of emigration 
due to political factors. 


Mental disease among Russian-born 
and native-born of Russian-born parentage 


in New York State, 1949-1951 


The decennial census of the United States 
classifies the population in broad racial 
groups; i.e., Negro, white, etc. The white 
population is not further subdivided into 
ethnic groups, but the foreign-born whites 
are classified according to nativity. Several 
of these nationalities, such as Italian, Irish 
and Scandinavian, are sufficiently homo- 
geneous ethnically to permit inferences as 
to the ethnic distribution of mental disease. 


waa aa INL 2. ET 
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Foundation for Mental Hygiene, Inc., Albany, N. Y. 
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This is the fourth of a series of eight studies 
describing the frequency of mental disease among 
ethnic and national groups in the United States. 
1 United States Census of Population, 1950. General 
Characteristics of New York (Washington, D. C.: 


p. 64. 
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Foreign-born of Russian nativity, living 
in New York State, do not possess this eth- 
nic homogeneity. They consist primarily 
of two distinct groups, Jews and Slavs. 
Even in the absence of official statistics, it 
is certain that the great majority are Jews. 
Hence, an analysis of the distribution of 
mental disease among Russian-born must 
be first a study of nativity, and secondly an 
indirect measure of mental disease among 
Jews. 

This investigation is limited to the Rus- 
sian-born living in New York State. No 
comparisons will be made with the inci- 
dence of mental disease in Russia, as meas- 
ured by rates of first admissions to hospi- 
tals for mental disease. Such data are not 
available in the case of Russia. But even 
if they were, such international compari- 
sons would still be largely futile, because 
the level of hospital admissions varies 
from country to country for reasons unre- 
lated to the true incidence of mental dis- 
ease. Hence, our data, which are limited to 
New York State, will deal only with emi- 
grants of Russian nativity and their off- 
spring. 

Some early statistics with respect to the 
incidence of mental disease among Rus- 
sian-born are inconclusive, In 1910, the 
rate of total admissions to all hospitals for 
mental disease in the United States was 
128.2 per 100,000 Russian-born, including 
Lithuanians, compared with 116.3 for total 
white foreign-born,? and 68.7 for total 
whites. 


? Cited in Bureau of Census, Patients in Hospitals 
for Mental Disease, 1923(Washington, D. C.: Gov- 
emment Printing Office, 1926), p. 25. 


# Bureau of Census, Insane and Feebleminded in 
Institutions, 1910(Washington, D. C.: Government 
Printing Office, 1914), p. 25. 


4 See footnote 2. 
5 Ibid. 
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In 1922, Russian-born had a rate of 
109.7 first admissions per 100,000, compared 
with 113.2 for all foreign-born whites.4 
The total white population had a rate of 
69.5.5 

A more detailed investigation is pre- 
sented in the following study, which is 
based upon statistics of first admissions 
among Russian-born to all hospitals for 
mental disease in New York State from 
October 1, 1948, to September 30, 1951. 
This period was selected because the mid- 
point, April 1, 1950, coincided with the 
date of the census of population, and made 
it possible to compute annual rates of first 
admissions, 

There were 1,925 Russian-born first ad- 
missions during 1949-1951. Of this total, 
617, or 32.1 per cent, were psychoses with 
cerebral arteriosclerosis. Senile psychoses 
included 370 cases, or 19.2 per cent. To- 
gether these two groups included 51.3 per 
cent of the total. Involutional psychoses 
included 377 cases, or 19.6 per cent. De- 
mentia praecox included only 183, or 9.5 
per cent. General paresis and alcoholic 
psychoses included only 16 and 32 cases, 
respectively. 

Native whites showed a markedly differ- 
ent distribution. Of the total of such first 
admissions, psychoses with cerebral arterio- 
sclerosis included 14.9 per cent, senile psy- 
choses, 10.4 per cent, and inyolutional psy- 
choses, 7.6 per cent. However, dementia 
praecox included 33 per cent, 

Rates of first admissions per 100,000 
population varied similarly. Thus, average 
annual rates for psychoses with cerebral 
arteriosclerosis were 58.1 and 15.4 for Rus- 
sian-born and native whites, respectively. 
For senile psychoses, they were 34.9 and 
10.8, respectively. For dementia praecox, 
the rates were 17.2 and $4.3, respectively. 

The differences resulted in large part 
from the varying age structures of the two 
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TABLE 1 


First admissions, born in Russia, to all hospitals for mental disease in 
New York State, 1949-1951, classified according to mental disorders 


Average annual rate per 


Number Percent 100,000 population 
Mental 
disorders Males Females Total Males Females Total Males Females Total 
General paresis 13 3 16 1.6 0.3 0.8 2.4 0.6 1b. 
Alcoholic 31 1 32 3.9 0.1 iby 5.8 0.2 + 3.0 
With cerebral 
_ arteriosclerosis 298 319 617 37.1 28.4 32.1 56.1 60.1 58.1 
Senile 131 239 370 16.3 21.3 19.2 24.7, 45.1 34.9 
Involutional 105 272 377 13.1 24.2 19.6 19.8 51.3 35.5 
Manic-depressive 42 61 103 5.2 5.4 5.4 7:9 MS 9.7 
Dementia praecox 66 117 183 8.2 10.4 9.5 12.4 22.1 17.2 
Other 117 110 227 14.6 9.8 11.8 22.0 20.7 21.4 
Total 803 1,122 1,925 100.0 100.0 100.0 151.2 211.5 181.8 
populations. Russian-born had a median New York State as follows: Age data for 


age of 57.3 years, compared with 29.0 years 
for native whites, Of the Russian-born, 
25.4 per cent were aged 65 and over, com- 
pared with only 6 per cent of native whites. 
On the other hand, 69 per cent of the latter 
were under age 40, compared with only 
6.2 per cent of the Russian-born. Obyi- 
ously, the older age level of the foreign- 
born was associated with the higher level 
of arteriosclerotic and senile disorders, 
whereas the younger age level of native- 
born influenced their frequency of de- 
mentia praecox. 

The average annual rate of first admis- 
sions was 181.3 per 100,000 for Rus- 
sian-born and 103.9 for native whites, a 
ratio of 1.74 to 1. This excess was due in 
part to differential age distributions. More 
appropriate comparisons come from age- 
specific rates, Such rates were computed 
directly for native whites from appropriate 
data. 

No age data are available, however, for 
Russian-born by individual states. This 
was therefore determined indirectly for 


Russian-born are given for the Middle At- 
lantic division of the United States (New 
York, New Jersey and Pennsylvania). 
There were 461,190 Russian-born in this 
division on April 1, 1950, of whom $53,835, 
or 76.7 per cent, were living in New York." 

We therefore assumed that the age and 
sex proportions of the Russian-born in 
New York State were the same as those for 
the Russian-born in the entire Middle At- 
lantic division. Age-specific rates of first 
admissions were computed from the result- 
ing distribution, and are shown in Tables 
2 and 8. 

Instead of being in excess, as indicated 
by the crude rates, Russian-born had lower 
rates at almost all ages. This was especially 
true of males. But even among females, 
the contrasts were striking. Thus, Russian- 
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6 United States Census of Population, 1950. Nativity 
and Parentage (Washington, D. C.: Government 
Printing Office, 1954), Census Report P-E No. 3A, 
p. 96. 

1Ibid, p. 77. 
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TABLE 2 


First admissions, born in Russia, to all hospitals for mental disease in 
New York State, 1949-1951, classified according to age 


ee ae | 


Average annual rate per 
Number Per cent 100,000 population 
Age 

(years) Males Females Total Males Females Total Males Females Total 
Under 15 . es om sts He 60 
15-19 2 e 2 0.2 + 0.1 579.7 -» $49.0 
20-24 1 2 3 0.1 0.2 0.2 104.4 166.7 139.1 
25-29 5 3 8 0.6 0.3 0.4 205.0 99.9 147.0 
80-34 6 7 13 0.7 0.6 0.7 113.6 91.1 100.3 
35-39 15 21 36 1.9 1.9 1.9 82.9 83.4 83.1 
40-44 26 55 81 3.2 4.9 4.2 71.2 121.6 99.1 
45-49 49 101 150 6.1 9.0 7.8 76.8 143.6 111.9 
50-54 87 145 232 10.8 12.9 12.1 105.0 175.2 140.1 
55-59 89 133 ` 222 11.1 11.9 11.5 94.6 158.0 124.5 
60-64 117 151 268 14.6 13.3 13.9 131.6 195.0 161.1 
65-69 125 137 262 15.6 12.2 18.6 180.6 202.5 191.4 
70-74 109 141 250 13.6 12.6 138.0 287.4 390.8 337.8 
75 and over 172 225 397 21.4 20.1 20.6 576.4 783.4 677.9 

Unascertained wa 1 1 ve 0.1 0.1 
Total 803 1122 1,925 100.0 100.0 100.0 151.2 211.5 181.3 

TABLE 3 


Average annual rates of first admissions to all hospitals for mental 
disease in New York State, 1949-1951, per 100,000 population, 
among native whites and Russian-born, classified according to age 


Ta Native white (a) Born in Russia (b) Ratio (a) to (b) 
URE ar SN peau EEANN A 

(years) ‘Males Females Total Males Females Total Males Females Total 
Under 15 7.3 3.4 5.4 Hs oe MS A i; -e 
15-19 81.1 71.1 76.0 579.7 AN $49.0 0.14 éi 0:2 
20-24 141.6 94.7 117.0 104.4 166.7 139.1 1.36 0.57 0.84 
25-29 128.3 111.5 119.6 205.0 99.9 147.0 0.63 1.12 0.81 
30-84 ‘ 105.8 114.9 110.6 113.6 91.1 100.3 0.93 1.26 1.10 
35-39 107:4 121.1 114.4 82.9 83.4 83.1 1.80 1.45 1.38 
40-44 114.2 122.2 118.3 71.2 121.6 99.1 1.60 1.00 1.19 
45-49 123.7 125.2 194.4 76.8 143.6 111.9 1.61 0.87 1.1 
50-54 135.2 124.8 129.8 105.0 175.2 140.1 1.29 10:71 = 0:93 
55-59 159.3 132.7 145.2 94.6 158.0 194.5 1.68 0.84 1.17 
60-64 186.7 151.2 167.7 131.6 195.0 161.1 1.42 0.78 1.0% 
65-69 236.3 180.9 206.1 180.6 202.5 191.4 1.31 0.89 1.08 
70-74 368.8 313.4 336.9 287.4 390.8 337.8 1.28 0.80 1.00- 
75 and over 740.1 683.4 705.7 576.4 783.4 677.9 1.28 0.87 1.0% 
All ages 104.8 103.1 103.9 151.2 211.5 181.3 0.69 0.49 0.57 
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TABLE 4 


Average annual standardized * rates of first admissions to all hospitals 
for mental disease in New York State, per 100,000 population, 
1949-1951, among Russian-born and selected nativity groups 


Males Females Total 
Ratio to Ratio to Ratio to 
Nativity Rate native Rate native Rate native 
Russia 169.8+6.61 1.08 153.0+6.27 1.08 164.14+4.59 1.08 
All foreign-born 168.2+2.50 1.07 180.54+2.57 1.27 178.7+1.82 1.18 
Native 157.14+1.85 1.00 141.84+1.22 1.00 152.0+0.91 1.00 


* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 years) 
taken as standard. 


born females had lower rates than native 
females at younger ages, but were in excess 
by 10 to 30 per cent at older ages, the latter 
contrasting with an excess of over 100 per 
cent on the basis of crude rates. The higher 
crude rate of Russian-born was therefore 
associated in part with unequal weighting 
of age-specific rates. 

The rates were therefore standardized. 
(See Table 4.) Russian-born had an aver- 
age annual rate of 164.1 per 100,000, com- 
pared with 178.7 for all foreign-born whites. 
Native whites had a rate of 152.0, which 
was exceeded by that for Russian-born by 
only 8 per cent. The difference, on the 
basis of crude rates, had been 74 per cent. 

Further consideration must be given to 
degree of urbanization. Rates of first ad- 
missions are higher in urban than in rural 
areas, and are especially high in cities. 
Urban-rural standardization cannot be em- 
ployed because the definitions employed 
in 1950 were not the same for the 
general population and for first admissions 
to mental hospitals in New York State. 
The comparison was therefore limited to 
New York City, which was essential, since 
89 per cent of the Russian-born living in 
New York State on April 1, 1950, were in 
the metropolis. 


Standardization of rates for New York 
City required age-specific rates. These 
were computed directly for native whites 
and all foreign-born whites from data for 
the general populations and for correspond- 
ing first admissions. But since age data 
were not available for the Russian-born 
living in New York City, this was derived 
by assuming it to be the same as the age 
distribution of Russian-born living in the 
urban area of the Middle Atlantic divi- 
sion. In fact, 71 per cent of this urban 
group were living in New York City. 

Resulting average annual standardized 
rates for New York City show that Russian- 
born had a standardized rate of 162.9 per 
100,000, significantly less than that for all 
foreign-born whites. Instead of an excess, 


` Russian-born had a lower rate than native 


whites, although the difference is not signi- 


ficant. 
Thus, after adjustments for differences 


in age and sex proportions, and after con- 
sideration of gross environmental factors 
such as residence in New York City, it ap- 
peared that there was no significant differ- 
ence in rates of first admissions between 
Russian-born and native whites. Of the 
DA AAA RSA, A e E ATLET 
8 Ibid. 
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TABLE 5 


First admissions with general paresis, born in Russia, to all hospitals 
for mental disease in New York State, 1949-1951, 
classified according to age 


m ee ġo 


Average annual rate per 
Number Per cent 100,000 population 
Age — —— c 
teen Males Females Total Males Females Total Males Females Total 
Under 20 oe +. . . we e on 
30-34 + Ss w s$ $s ra x. 
35-39 + oH oe ` ws ve . 
50-54 2 -a 2 15.4 .. 12.5 2.4 + 1.2 
55-59 4 1 5 30.8 33.3 31.8 4.3 1.2 2.8 
60-64 2 1 3 15.4 33.3 18.8 2.3 1.3 1.8 
65-69 3 1 4 23.1 33.3 25.0 4.8 1.4 2.9 
70-74 1 on 1 7.7 =f 6.8 2.6 be 1.4 
75 and over 1 1 T 6.3 3.4 127; 


Total 13 3 16 


1,925 first admissions, 1,688, or 87.7 per 
cent, were Jews. The Russian-born popu- 
lation, living in New York State, is also pre- 
dominantly Jewish. It is evident, there- 
fore, that the relatively low rate among 
Russian-born must be due to the Jewish 
element. This agrees with results estab- 
lished in a previous study.9 


General Paresis 


There were 16 Russian-born first admis- 
sions with general paresis during 1949- 
1951, or an average annual rate of 1.5 per 
100,000, compared with a rate of 1.1 for 
all native whites. ` 

General paresis occurs primarily between 
ages 35 to 64. This age range included 
72.4 per cent of the Russian-born, com- 


—_— 
? Malzberg, Benjamin, Mental Disease Among Jews 
in New York State. Part I. (New York: International 
Medical Book Corp., 1960). 
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pared with 33 per cent of native whites. 
The difference in rates may therefore have 
been influenced by the age factor. The 
rates were therefore standardized. (See 
Table 6.) 

Russian-born had a standardized rate of 
0.6 per 100,000, which was significantly 
less than the rate of 1.9 for native whites, 
and the rate of 2.0 for all foreign-born 
whites. There was no significant differ- 
ence between foreign-born and native-born. 

In view of the few Russian-born female 
first admissions with general paresis, the 
rates were restandardized on an indirect 
basis. The standard consisted of the aver- 
age annual age-specific rates of general 
paresis for native whites in New York dur- 
ing 1949-1951, beginning with age 15, On 


this basis, the rates became 0.8 per 100,000 » 


for Russian-born, 1.6 for native whites, and 
1.8 for all foreign-born whites, 


e radii S T 
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TABLE 6 


Average annual standardized* rates of first admissions with general 


paresis to all hospitals for 


mental disease in New York 


State, per 100,000 population, 1949-1951, among 
Russian-born and selected nativity groups 
maa Or 


Males 
Ratio to 
Nativity Rate native 
Russia 1.10.52 0.42 
All foreign-born 8.1+0.34 1.19 
Native 2.6+0.17 1.00 


* White population of New York State aged 15 years and over on April 1, 1950 ( 


taken as standard. 


The incidence of general paresis is signi- 
ficantly higher in urban areas than in New 
York State as a whole, It is therefore 
necessary to adjust for this factor. For 
reasons explained previously, it is neces- 
sary to limit the urban comparison to New 


Females Total 
Ratio to Ratio to 
Rate native Rate native 
0.2+0.24 0.17 0.6+0.29 0.82 
1.0+0.19 0.83 2.0+0.19 1.05 
` 1,240.11 1.00 1.9+0.10 1.00 


in intervals of 5 years) 


York City, using the same standard as for 
New York State. 

Russian-born, living in New York City, 
had a standardized rate of 0.6 per 100,000. 
Native whites had a rate of 2.0. The latter 
did not differ significantly from the rate of 


TABLE 7 t 


White first admissions 


hospitals for mental disease in New York State, 


with alcoholic psychoses, born in Russia, to all 


1949-1951, 


classified according to age 


Average annual rate per 


7 Number Per cent 100,000 population 
ge ral ee, VUNE MAA AELS PENT ANE LeTo 
Under 20 om oe es oo a . Oki te rn 
20-24 x i a ji Xi bY P “ 5 
30-34 n G Ma ee be a - 7 = 
35-39 We te s; iF RH M 5s Pe ie 
45-49 6 4i 6 19.4 aioe CE 9.4 seg 1 
50-54 5 j 5 16.1 Ei EIS 6.0 Sen OEN 
55-59 5 1 6 16.1 100.0 18.8 5.3 1.2 3.4 
60-64 4 E 4 12.9 EEDI, 4.5 e 2.4 
65-69 8 J 8 25.8 RE G EAA 
10-74 2 R 2 6.4 st 6.3 5.8. TAIE L 
15 and over 1 X 1 3.2 enol si 3.4 serie eee 
Total 31 1 32 100.0 100.0 100.0 P Oe ean 


TABLE 8 


Average annual standardized * rates of first admissions with alcoholic 
psychoses to all hospitals for mental disease in New York 
State, per 100,000 population, 1949-1951, among 
Russian-born and selected nativity groups 


Males 


Ratio to 
native 


Nativity Rate 


Russia $.2+0.90 0.20 
All foreign-born 11.7+0.66 0.71 
Native 16.4+0.46 1.00 


Females Total 3 
Ratio to Ratio to | 
Rate native Rate native 
hae Gád 1.6+0.45 016 
3.4+0.85 0.85 7.40.37 0.74 3S 
4.0+0.22 1.00 9.9+0.24 1.00. 


* White population of New York State aged 20 years and over on April 1, 1950 (in intervals of 5 years) d 


taken as standard, 
** Data too few for standardization. 


1.9 for all foreign-born white. On the 
basis of indirect standardization, the rates 
became 0.8 for Russian-born, and 1.7 each 
for native whites and all foreign-born 
whites, 

It is evident that the incidence of gen- 
eral paresis is significantly less among Rus- 
sian-born, Census statistics do not classify 
the Russian-born so as to differentiate be- 
tween Jews and Slavs. It is probable, how- 
ever, that the great majority are Jews. 
The low rate of general paresis among 
Russian-born must therefore be attributed 
to Jews, which confirms evidence from 
other sources.!° 


Alcoholic Psychoses 


There were 32 Russian-born first admis- 
sions with alcoholic psychoses, or an aver- 
age annual rate of 3.0 per 100,000. Native 
whites had a rate of 5.8. 

As with general paresis, the factor of age 
entered into the comparison, and the rates 
were therefore standardized. (See Table 8.) 

The standardized rates, per 100,000 popu- 


10 Ibid. Part IL. 
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lation, were 1.6 for Russian-born, and 9.9 — 
for native whites. The latter was in excess — 
in the ratio of 6.19 to 1. All foreign-born 
also had a lower rate than natives. i 
As there was only 1 Russian-born female — 
first admission with an alcoholic psychosis, — 
the rates were restandardized on an in- 
direct basis. Age-specific rates of alcoholic 
psychoses for native whites in New York — 
State during 1949-1951 were used as stand- 
ard, beginning at age 20. The rates then 
became 1.9 for Russian-born, 7.0 for all 
foreign-born, and 8.9 for native whites. 
Because of the relation of rates of alco- 
holic psychoses to degree of urbanization 
the comparisons were repeated for New 
York City. Standardized rates of first ad 
missions from New York City were 1.3 for 
Russian-born, 7.3 for all foreign-born, and 
11.3 for native whites. Thus, the differ- 
ences in rates between native and foreign 
born were increased. The differences wer 
confirmed on the basis of indirect stand 
ardization. Such rates were 1.6 for Rus- 
sian-born, 7.1 for all foreign-born, and 10.: 
for native-born, ; 
The low rate for Russian-born, who ul 
doubtedly consisted of a large majority Ol 
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TABLE 9 
3 First admissions with psychoses with cerebral arteriosclerosis, born in 
Russia, to all hospitals for mental disease in New York 
State, 1949-1951, classified according to age 
Average annual rate per 
A Number Per cent 100,000 population 

e © ARN 8 E eae, 

d (years) Males Females Total Males Females Total Males Females Total 
Under 40 . 
45-49 3 3 3 a 0,9. 0.5 T E T Y] 
50-54 6 7 13 D0 S E B. 72 84 78 
55-59 18 13 26 TA Sea ee 13.8 15.4 14.6 
60-64 58 62 120 19.4 19.4 19.4 65.8 80.1 72.1 
65-69 73 82; 155 24.5 207 W1 | 100.4 IRLS 118.2 
10-74 64 76 1m0 91.4 28.8 22.7 108.8. 210.6 189.2 

75 and over 84 76 160 28.2 28.8 95.9 81.4 204:0 278.2 
Total 298 39 617 100.0 100.0 100.0 56.1 60.1 58.1 


* Jews, rather than Slavs, confirms the well- Native whites had a corresponding rate of 


known low incidence of alcoholic psychoses 15.4. 
among Jews.1+ A major factor in the difference is the 


disproportionate numbers of advanced age. 
Of the Russian-born, 25.4 per cent were 

There were 617 Russian-born first ad- > ie ie and over mio wae eee 
missions with psychoses with cerebral ar- A Table 10. 
teriosclerosis during 1949-1951, giving an fore standardized. (See Table 10) 
average annual rate of 58.1 per 100,000. = Tbid. Part II. 


Psychoses with Cerebral Arteriosclerosis 


TABLE 10 
| standardized * rates of first admissions with psychoses 
i mental disease 


with cerebral arteriosclerosis to all hospitals for 
in New York State, per 100,000 population, 1949-1951, > 


among Russian-born and selecte 


TrA 


Average annua 


ra Males Females Total 
eaii E Een nm 
i Ratio to 
Ratio to Ratio to 

Nativity Rate native Rate native Rate native 
Russia 560.94+4.05 0.75 64.044.021.14 aa gsi ost 
All foreign-born 73.71.95 1.04 66.341,82 1-18 76th Lit 

Native 75.440.74 1.00 56,041.83 1.00 81. ; 


er on April 1, 1950 (in intervals of 5 years) 


* White population of New York State aged 45 years and ovi 
taken as standard. 
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TABLE 11 


First admissions with senile psychoses, born in Russia, to all hospitals 
for mental disease in New .York State, 1949-1951, 
classified according to age 


Average annual rate per 


Number Per cent 100,000 population 
Age poses Se i ee Ia 
(years) Males Females Total Males Females Total Males Females Total 

Under 50 
50-54 “sr E vS we f is hie 
55-59 ts 1 1 os. 0.4 0.3 Ra 1.2 0.6 
60-64 6 10 16 4.6 4.2 4.3 6.8 12.9 9.6 
65-69 15 25 40 11.4 10.4 10.8 21.7 37.0 29:2 
70-74 32 58 90 24.4 24.3 24.3 84.4 160.7 121.6 
75 and over 78 144 222 59.5 60.3 60.0 261.6 501.4 $79.1 
Unascertained on 1 1 .. 0.4 0.3 at ay, 

Total 131 239 370 100.0 100.0 100.0 24.7 45.1 34:9 


Russian-born had a standardized rate of 
63.9 per 100,000, compared with 76.3 for 
all foreign-born whites, a significant differ- 
ence. The former also had a lower rate 
than native whites (68.8), due to a low rate 
among Russian-born males. 

The rates were standardized still further 
by limiting comparisons to the respective 
populations living in New York City. By 
making this partial adjustment for degree 
of urbanization, the disparity between Rus- 
sian-born and native whites was increased. 


The standardized rates were 69.2 and 83.2, 


respectively, 

Thus, it is evident that Russian-born had 
a relatively low rate of first admissions with 
psychoses with cerebral arteriosclerosis. Of 
the 617 Russian-born first admissions, 550 
were Jews. This points to an excess of 
Jews among the Russian-born, and implies 
that Jews have a low rate of psychoses with 
cerebral arteriosclerosis. This is in accord 
with previous studies.12 


“12 Ibid, Part IV. 
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Senile Psychoses 


There were 370 Russian-born first ad- 
missions with senile psychoses during 1949- 
1951, or an average annual rate of 34.9 per 
100,000. Native whites had a rate of 10.8. 

The disparity between crude rates was 
due to the higher proportion of aged among 
the Russian-born. The rates were therefore 
standardized. (See Table 12.) 

Russian-born had a standardized rate 
of 46.3 per 100,000, which was less than that 
for all foreign-born whites. Russian-born 
males had a lower rate than native males, 
but Russian-born females had a higher 
rate than native females. 

The incidence of senile psychoses is 
greater in urban areas, especially in New 
York City. An approximation to adjust- 
ments for gross environmental differences 
was made by limiting the comparisons to 
New York City. 

The revised standardized rate for Rus- 
sian-born was 46.9 per 100,000, compared 
with 64.9 for native whites, The rate for 
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TABLE 12 


$ Average annual standardized * rates of first admissions with senile 


l Nativity 


Russia 


All foreign-born 


Native 


psychoses to all hospitals for mental disease in New York 
State, per 100,000 population, 1949-1951, among 


Russian-born and selected nativity groups 


Males Females Total 
Ratio to Ratio to Ratio to 
Rate native Rate native Rate native 
27.72.84 0.76 52.7+4.01 1.19 46 .3--2.63 1.01 
44,841.48 1.23 59.41.72 1.34 59.9+1.28 1.30 
36.4+1.14 1.00 44.2+1.18 1,00 46.03-0.88 1.00 


* White population of New York State aged 45 years and over on April 1, 1950 (in intervals of 5 years) 


| taken as standard. 


all foreign-born whites did not differ sig- missions was below the average, which im- 

nificantly from that for native whites. plies a low rate for Jews. This, in turn, 
. Of the 370 first admissions with senile confirms previous findings of a low rate of 
» psychoses, 342 were Jews, pointing to the senile psychoses among Jews.18 

large proportion of Jews among Russian ©—@§ 

born. Nevertheless, the rate of first ad- +8 Jbid. Part v. 


TABLE 13 


First admissions with involutional psychoses, born in Russia, to all 


hospitals for mental disease in New York State, 
1949-1951, classified according to age 


Average annual rate per 
id Number Per cent 100,000 population 
Age 
i] ae Males Females Total Males Females Total Males Females Total 
Under 30 
30-34 a 
» 35-39 3 8 1.1 0.8 11.9 6.9 
40-44 2 13 15 1.9 4.8 4.0 BAT ANIB S:S 
T 45-49 10 42 52 95 15.4 18.8 15.7 59.7 38.8 
5054 32 78 110 30.5 28.7 29.2 38.6 94.2 66.4 
55-59 32 72 104 30.5 26.4 27.6 34.0 85.5 58.8 
60-64 15 44 59 14.3 16.2 15.7 16.9 56.8 35.4 
65-69 u 17 28 10.4 6.3 7.4 15.9 25.1 20.4 
10-74 2 2 4 Lg RROA IE adel 53o 55 54 
75 and over 1 1 2 1.0 0.4 0.5 Bah aga Gay IA 
AR E eek Ree te os Ro ae 
2 Total 105 272 377 100.0 100.0 100.0 19.8 51.8 35.5 


TABLE 14 


Average annual standardized * rates of first admissions with involutional 
psychoses to all hospitals for mental disease in New York 
State, per 100,000 population, 1949-1951, among 
Russian-born and selected nativity groups 


Males Females Total 
Ratio to Ratio to Ratio to 
Nativity Rate native Rate native Rate native 
Russia 16.1+2.05 1.12 46.9+3.52 1.62 81.142.02 _ 1.45 
All foreign-born 17.9-+0.86 1.24 42.0+1.31 1,44 29.50.78 1.38 
Native 14.40.56 1.00 29.0+0.74 1.00 21.40.47 1.00 


* White population of New York State aged 35 years and over on April 1, 1950 (in intervals of 5 years) 


taken as standard. 


Involutional Psychoses 


There were 377 Russian-born first ad- 
missions with involutional psychoses, or 
an average annual rate of 35.5 per 100,000, 
compared with 7.9 for native whites. The 
difference is, in part, a consequence of their 
age structures. i 

Of the ‘Russian-born, 72.4 per cent were 
within the usual age range of these dis- 
orders, compared with 33 per cent of native- 
born whites. The rates were therefore 
standardized. (See Table 14.) 

Russian-born had a standardized rate of 
31.1 per 100,000, which was in significant 
excess over the rate of 21.4 for native 
whites. This was due to the relatively high 
rate of 46.9 among Russian-born females, 

It is necessary to consider the effect of 
degree of urbanization. As explained pre- 
viously, an approximation to a uniform en- 
vironment was made by limiting compari- 
sons to the populations living in New York 
City. On this basis, the standardized rates 
became 31.4 per 100,000 for Russian-born, 
and 24.6 for native whites. Thus, an ex- 
cess of 349 per cent on the basis of crude 
rates was reduced to 28 per cent, when ad- 


14 Ibid. Part VI. 
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justments were made for differentials with 
respect to age, sex, and degree of urban- 
ization, The latter difference is barely 
significant statistically. 

Of the 877 first admissions, 341 were 
Jews. The standardized rate of 31.4 for 
Russian-born was therefore due primarily 
to the Jews of Russian nativity, Other 
studies, using better controlled data, in- 
dicated that there is no significant differ- 
ence in the relative incidence of involu- 
tional psychoses between Jews and non- 
Jewish whites.14 It is possible, therefore, 
that the rate for Russian-born may have 
been influenced by a higher rate among 
Russian-born of Slavic origin. 


Manic-Depressive Psychoses 


There were 108 Russian-born first admis- 
sions with manic-depressive psychoses dur- 
ing 1949-1951, giving an average annual 
Tate of 9.7 per 100,000. Native whites had 
a corresponding rate of 5.2, 

Of the Russian-born, only 6 per cent 
were within the primary age range of these 
Psychoses, compared with 70 per cent of 
native-born. One should therefore expect 
a lower crude rate among Russian-born. 
The actual result suggests the probability 


i 


cs 
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TABLE 15 


First admissions with manic-depressive psychoses, born in 
Russia, to all hospitals for mental disease in New York 
State, 1949-1951, classified according to age 


Average annual rate per 


P Number Per cent 100,000 population 
ge 
(years) Males Females Total Males Females Total Males Females Total 
Under 15 
15-19 $ de .. A + 
20-24 és si an sA o ‘ vie irs A 
25-29 1 1 2.4 1.0 41.0 ite 18.4 
30-34 2 1 3 4.8 1.6 2.9 37.9 13.0 23.1 
35-39 ne 1 1 .. 1.6 1.0 . 4.0 2.8 
40-44. 2 10 12 4.8 16.4 11.7 5.4 22.1 14.7 
45-49 6 12 18 14.3 19.7 17.4 9.4 17.1 13.4 
50-54 10 15 25 23.8 24.6 24.3 12.1 18.1 15.1 
"55-59 9 9 18 21.4 14.8 17.4 9.6 10.7 10.1 
60-64 6 9 15 14.3 14.8 14.6 6.8 11.6 9.0 
65-69 3 3 6 7.1 4.9 5.8 4.3 4.4 4.4 
10-74 2 1 8 4.8 1.6 2.9 5.3 2:9 4.1 
75 and over 1 oe 1 2.4 os 1.0 3.4 aie ET 
Firtina l. SUAS DAA Ab PTAA eee S PATS E ee Ec EREA AE 
Total 42 61 103 100.0 100.0 100.0 7.9 11.5 9.7 


A Total. Ot EA S aE ee 


that Russian-born had a significantly higher sian-born had a rate of 10.3, compared with 


incidence. 7.1 for native whites. The rate was espe- 
This is verified by a consideration of cially high for Russian-born males. 
standardized rates. (See Table 16.) Rus- Consideration must be given to the de- 
TABLE 16 


Average annual standardized * rates of first admissions with manic-de- 
pressive psychoses to all hospitals for mental disease in New 
York Siate, per 100,000 population, 1949-1951, among 
Russian-born and selected nativity groups 


Males Females Total 
Ratio to Ratio to Ratio to 
Nativity Rate native Rate native Rate native 
Russia 12.0+1.76 2.35 8.94151 0.99 10.31.15 1.45 
All foreign-born 4,8+0.42 0.94 10.6+0.62 1.18 7.7+0.38 1.08 
Native 5.140.24 1.00 9.040.381 1.00 7.140.20 1.00 
, * White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 years) 


taken as standard. 
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) 
gree of urbanization, and an adjustment 
was made by limiting comparisons to New 
York City. 

The standardized rates were 12.0 for Rus- 
sian-born and 7.3 for native whites, a 
significant difference. There was a marked 
sex difference, the rate for Russian-born 
males exceeding that for native males by 
202 per cent, whereas there was no signifi- 
cant difference among females. 

Jews born in Russia represented 95 of 108 
Russian-born first admissions with manic- 
depressive psychoses. Previous studies 15 


that the high rate among Russian-born 
derives in general from the high rate among 
Jews. 


Dementia Praecox 


There were 183 Russian-born first ad- 
missions with dementia praecox during 
1949-1951, or an average annual rate of 
17.2 per 100,000. Native whites had a rate 
of 34.3, 

As with other groups of mental disorders, 
adjustments must: be made with respect to 


TABLE 17 


First admissions with dementia praecox, born in Russia, 
to all hospitals for mental disease in New York 
State, 1949-1951, classified according to age 


Average annual rate per 


wee Number Per cent 100,000 population 

(years) - Males Females Total Males Females Total Males . Females Total 
Under 10 
10-14 3 Mo ag S m kaa 
15-19 2 ws 2 3.0 yh 1.1 579.7 by $49.0 
20-24 1 2 3 1.5 1.7 1.6 104.4 166.7 139.1 
25-29 4 1 5 6.1 0.9 RET, 164.0 33.3 91.9 
80-34 3 4 7 £5 3.4 3.8 56.8 52.0 54.0 
35-39 10 il 21 15.2 9.4 11.5 55.2 43.7 48.4 
40-44 14 20 34 21.2 17.1 18.6 38.3 44.2 41.6 
4549 13 30 43 19.7 25.6 23.5 20.4 42.7 32.1 
50-54 5 19 24 7.6 16.2 13.1 6.0 23.0 14.4 
55-59 9 18 27 13.6 15.4 14.8 9.6 21.4 15.1 
60-64 2 9 11 3.0 Te) 6.0 2S 11.6 6.6 
65-69 1 1 2 1.5 0.9 1.1 1.4 1.4 r4 
70-74 2 1 3 3.0 0.9 1.6 5.3 2.8 4.1 
75 and over Ao 1 1 ae 0.9 0.5 Ne, 3.4 1:7 

Total 66 117 183 100.0 100.0 100.0 12.4 


showed a rate of such psychoses among 
Jews in New York State definitely higher 
than the average. We may therefore infer 


15 Ibid., Part VII. 
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age and sex proportions. The results are 
summarized in Table 18. 


Russian-born had a standardized rate of 
65.4 per 100,000, compared with 41.3 for 
native whites. This was due to a signifi- 
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TABLE 18 


Average annual standardized * rates of first admissions with dementia 


praecox to all hospitals 


for mental disease in New York 


State, per 100,000 population, 1949-1951, among 
Russian-born and selected nativity groups 


Males Females Total 
Ratio to Ratio to Ratio to 
Nativity Rate native Rate native Rate native 
Russia 90.94-4.84 2.17 41.148.26 1.01 65.4+2.90 1.58 
All foreign-born 57,241.46 1.37 50.31.36 1.24 52.70.99 1.28 
Native 41,820.70 1.00 40.60.65 1.00 41.30.48 1.00 


* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 years) 


taken as standard. 


"cantly high rate among Russian-born males. 

When. limited to New York City, Rus- 
sian-born had a standardized rate of 61.8, 
compared with 48.9 for native whites. This 
represents a difference of 26 per cent, com- 
pared with 58 per cent for New York State. 
There is a sex difference, the rate for Rus- 
sian-born males being in excess, but Rus- 
sian-born females having a lower rate than 
native white females. 


Number 
Mental — 
disorders Males Females Total 
General paresis 3 3 6 
Alcoholic psychoses 12 2 14 
Psychoses with cere- 
bral arteriosclerosis 49 19 68 
Senile 1 4 5 
Inyolutional 45 137 , 182 
Manic-depressive 68 128 196 
Dementia praecox 407 495 902 
Other 202 270 472 
Total 787 1058 1845 


Of the 183 Russian-born first admissions, 
146 were Jews. Previous studies suggested 
that there is no significant difference in 
the level of rates of dementia praecox be- 
tween Jews and non-Jews in New York 
State and New York City. It is possible 
that better controlled data for Russian- 
born would show a similar trend. It is also 
n 


16 Ibid., Part VIII. 


TABLE 19 


Native white first admissions, parents born in Russia, to 
all hospitals for mental disease in New York State, 
1949-1951, classified according to mental disorders 


Average annual rate per 
Per cent 100,000 population 

— 

Males Females Total Males Females Total 
0.4 0.3 0.3 0.4 0.3 0.3 
1.5 0.2 0.8 1.4 0.2 0.8 
6.2 1.8 3.7 5.8 2.2 4.0 
0.1 0.4 0.3 0.1 0.4 0.3 
5.7 12.9 9.9 5.3 15.6 10.6 
8.6 12.1 10.6 8.1 14.6 11.4 

51.7 46.8 48.9 48.3 56.4 52.4 

25.7 25.5 25.6 24.0 30.8 27.4 


act EE AE AS SR ER B ere ee 


100.0 100.0 93.4 120.7 107.4 
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possible that Russian-born Slavs may have 
a rate of first admissions with dementia 
praecox sufficiently high to raise the average 
for all Russian-born. 


PART II - 
Native-born of Russian Parentage 


There were 572,890 natives of Russian- 
born parentage in New York State on April 
1, 1950,47 constituting 13.3 per cent of the 
total native white of foreign or mixed 
parentage. They were exceeded only by 
natives of Italian parentage. 


although it is almost self-evident that the 
Vast majority were Jewish. The ensuing 
generation in New York State is composed 
similarly of two differing stocks, but again 
the probability is high that Jews predomin- 
ate among them. The incidence of mental 
disease in the second generation will be 
compared with that of the Russian-born, 
and some inferences will be drawn as to the 
incidence of mental disease among Jews. 

There were 1,845 first admissions among 
natives of Russian-born parentage. De- 
mentia praecox included 902 cases, or al- 
most half the total. In contrast to Russian- 


TABLE 20 


Native white first admissions, parents born in Russia, to 
all hospitals for mental disease in New York 
State, 1949-1951, classified according to age 


OT ES RSI SE OE Goi eb i) 


Average annual rate per 


dee Number Per cent 100,000 population. 
eee ese Ss Tarn 
(years) Males Females Total Males Females Total Males Females Total 
Under 10 4 2 6 0.5 0.2 0.3 8.2 4.3 6.3 
10-14 11 9 20 1.4 0.9 1.1 27.9 24.3 26.2 
15-19 70 74 144 8.9 7.0 720) 125.1 130.4 127.8 
20-24 141 118 259 17.9 11.1 14.0 165.6 182.5 148.7 
25-29 128 152 280 16,3 14.4 15.2 122.0 128.4 125.4 
80-34 92 182 274 11.7 17.2 14.9 74.7 133.7 105.7 
35-39 91 154 245 11.6 14.6 18.3 72.3. "113.0 93.4 
40-44 64 141 205 8.1 13.3 11.1 61.2 138.0 99.1 
45-49 50 70 120 6.4 6.6 6.5 80.7 110.8 95:9 
50-54 52 73 125 6.6 6.9 6.8 108.5 150.4 129.6 
55-59 32 44 76 4.1 4.2 4.1 120.1 180.1 148.8 
60-64 16 24 40 2.0 2.3 2.2 148.3 228.4 187.8 
65-69 ` 18 8 26 2.3 0.7 1.4 411.8 176.6 292.1 
70-74 10 6 16 1.3 0.6 0.9 644.7 344.2 485.8 
75 and over 8 EOT 1.0 0.1 0.4 846.6 80.5 411.5 
Total 787 1,058 1,845 100.0 100.0 100.0 93.4 120.7 107.4 


Emigrants from Russia consisted of two 
different stocks, Jewish and Slav. Their 
proportion is not given in census statistics, 


born, psychoses with cerebral arterioscle- 
rosis included only 68 cases, or 3.7 per cent. 
There were only 5 cases of senile psychoses. 
Natives of native parentage had a higher 
percentage of psychoses of advanced age 


17 See footnote 6, p. 77, 
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than natives of Russian parentage. De- 
mentia praecox included $1 per cent of 
first admissions of native parentage, com- 
pared with 48.9 per cent for natives of Rus- 
sian parentage. 

Corresponding differences occurred with 
respect to average annual rates of first ad- 
missions per 100,000 population. Thus, 
the rate for dementia praecox was 52.4 for 
natives of Russian parentage, 24.0 for na- 
tives of native parentage, and 17.2 for Rus- 
sian-born. On the other hand, the rates for 
psychoses with cerebral arteriosclerosis 
were 4.0 for natives of Russian parentage, 
10.5 for natives of native parentage, but 
58.1 for Russian-born. Obviously, these 
differences were related to the age distribu- 
tions of the several populations. 
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average annual rate of 107.4 per 100,000. 
Russian-born had a rate of 181.5, the latter 
being in excess by 69 per cent. But this 
is due in part to the higher age level of the 
Russian-born. It is therefore necessary to 
compare corresponding age-specific rates of 
first admissions. Such rates were computed 
for Russian-born, as shown previously. 
For similar reasons, it is necessary to de- 
rive an age distribution for natives of Rus- 
sian parentage in a similarly indirect man- 
ner, This was done by assuming that they 
had the same age distribution as natives of 
Russian parentage living in the Middle At- 
lantic division. This was a reasonable as- 
sumption, since 74 per cent of natives of 
Russian parentage, living in this division 
on April 1, 1950, were living in New York 


Natives of Russian parentage had an State. On the basis of this age distribution, 


TABLE 21 


Average annual rates of first admissions to all hospitals for mental 
disease in New York State, per 100,000 population, 1949-1 951, 
among native-born of Russian parentage * and Russian-born, 
classified according to age 


Native of Russian 
parentage* (a) Born in Russia (b) Ratio (a) to (b) 
Age 
(years) Males Females Total Males Females Total Males Females Total 
Under 15 A720' 218.2 15:1 Ae D = if F 
15-19 125.1 130.4 127.8 579.7 a% 349.0 0.22 Been 0:37, 
20-24 165.6 132.5 148.7 104.4 166.7 139.1 1.59 0.79 a] 
25-29 122.0 128.4 125.4 205.0 99.9 147.0 0.60 1.29 0.85 
30-34 74.7 183.7 105.7 113.6 91.1 100.3 0.66 1.47 1.05 
35-39 72.3 118.0 93.4 82.9 983.4 83.1 0.87 «1.85 «1.12 
40-44 61.2 188.0 99.1 71.2 121.6 99.1 0.86 1.18 1.00 
45-49 80.7 110.8 95.9 76.8 143.6 111.9 1.05 0.77 0.86 
50-54 108.5 150.4 129.6 105.0 175.2 140.1 1.03 0.86 0.93 
55-59 120.1 180.1 148.8 94.6 158.0 124.5 1.27. 1.14 — 1.20 
me 00-64 148.3 228.4 187.8 131.6 195.0 161.1 AAL aS. 
E So.. 411.8 176.6 292.1 180.6 202.5 191.4 2.28 0.87 1.58 
E 10-74 644.7 344.2 485.8 287.4 390.8 337.8 2.24 0.88 1.44 
75 and over 846.6 80.5 411.5 576.4 783.4 677.9 1.47 0.10 0.61 
*y All ages 93.4 120.7 107.4 151.2 211.5 181.3 0.62 0.57 0.59 


* Includes one parent native, other born in Russia. 
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TABLE 22 


Average annual rates of first admissions to all hospitals for mental 
disease in New York State, per 100,000 population, 1949-1951, 
among native whites of native parentage and native 
whites of Russian parentage,* classified according to age 


ce a IO EE RUN Pe 


Native of native Native of Russian 
parentage (a) parentage (b) Ratio (a) to (b) 
Age 

(years) Males Females Total Males Females Total Males Females Total 

Under 15 x 6.2 2.9 4.6 17.0 13.2 15.1 0.36 0.22 0.30 
15-19 69.6 63.0 66.3 125.1 130.4 127.8 0.56 0.48 0.52 
20-24 119.7 81.3 99.4 165.6 132.5 148.7 0.72 0.61 0.67 
25-29 110.4 97.6 103.7 122.0 128.4 125.4 0.90 0.76 0.83 
30-34 92.2 99.6 96.1 74.7 133.7 105.7 1.23 0.74 0.91 
35-39 104.4 108.2 106.4 72.3 113.0 93.4 1.44 0.96 1.14 
40-44 103.8 105.1. 104.4 61.2 138.0 99.1 1.70 0.76 1.05 
45-49 108.3 105.9 107.1 80.7 110.8 95.9 1.34 0.96 1.12 
50-54 114.9 96.6 105.4 108.5 150.4 129.6 1.06 0.64 0.81 
55-59 120.6. 114.1 117.2 120.1 180.1 148.8 1.00 0.63 0.79 
60-64 `140.9 122.7 131.3 148.3 228.4 187.8 0.95 0.54 0.70 
65-69 163.3 185.2 148.2 411.8 176.6 292.1 0.40 0.77 0.51 
70-74 262.8 223.8 240.4 644.7 344.2 485.8 0.41 0.64 0.49 
75 and over 507.5 490.1 497.1 846.6 80.5 411.5 0.60 6.09 1.21 
Total 78.1 16.3 77.2 93.4 120.7 107.4 0.84 0.63 0.72 


* Includes one parent native, other born in Russia. 


age-specific rates were derived, as shown in sian parentage had higher rates than Rus-, 
Tables 20 and 21. i sian-born males at all ages beyond 45, This 
It now appears that native males of Rus- was reversed among females. Native fe- 


TABLE 23 


Average annual standardized * rates of first admissions to 
all hospitals for mental disease in New York State, 
per 100,000 population, among native-born of 
Russian parentage and selected nativity groups 


Males Females Total 
eased has eee (a chs 
Nativity Ratio to Ratio to Ratio to 
of parents Rate native Rate native Rate native 
Riesa 160.2+5.88  . 1.26 146.94+5.03 1.26 157.14+3.72 1.28 
All foreign-born 201.9+2.28 1.59 177.0+2.03 1.52 197.84+1.56 1.61 
Native 126.94+1.64 1.00 116.34+1.49 1.00 123.24+1.11 1.00 


* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 years) 
taken as standard. 
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males of Russian parentage had higher 
rates than Russian-born females under age 
45, but generally lower rates at older ages. 

Table 22 presents a comparison between 
natives of Russian parentage and natives 
of native parentage. Among males, the 
“former had lower rates between ages 30 
and 54. However, native females of Rus- 
sian parentage had higher rates at all ages. 

The age-specific rates were applied in 
standardizing the rates of first admissions, 
and the results are summarized in Table 
23, 

Natives of Russian parentage had a stand- 
= ardized rate of 157.1 per 100,000, which was 
less than that for all natives of foreign 
parentage. The rate exceeded that of na- 
tives of native parentage by 28 per cent. 

However, it was significantly less than the 
rate of 164.1 for Russian-born. 
| A further correction must be made for 
© degree of urbanization, since rates of first 
admissions are higher in urban areas. For 
reasons explained previously, the compari- 
son must be limited to New York City. 
This required age-specific rates for the 
populations of New York City, which, in 
turn, required an age distribution. This 
was obtained for natives of Russian parent- 


MALZBERG 


age in New York City on the assumption 
that it was the same as the distribution for 
all natives of Russian parentage in the 
urbanized area of the Middle Atlantic divi- 
sion. This age distribution was then used 
in obtaining age-specific rates, which were 
employed in standardizing rates of first ad- 
missions for New York City. 

Natives of Russian parentage had a 
standardized rate of 141.1 per 100,000, com- 
pared with 191.7 for all natives of foreign 
parentage, and 125.9 for natives of native 
parentage. Compared to the latter, the 
rate for natives of Russian parentage was 
in excess by 12 per cent, which is not sta- 
tistically significant. This may be com- 
pared with an excess of 39 per cent, based 
upon crude rates for the entire state. We 
may also note that natives of Russian par- 
entage had a lower rate than Russian-born. 

In general, natives of Russian parentage 
had a lower rate than the parental genera- 
tion, and a lower rate than all natives of 
foreign parentage, But they had a higher 
rate than natives of native parentage. Of 
the 1,845 first admissions, 1,660 were Jews. 
The rate for those of Russian-born parent- 
age must have been influenced by the high 
percentage of Jews in the general popula- 


TABLE 24 


Average annual standardized* rates of first admissions, from New 
York City, to all hospitals for mental disease in New York State, 


per 100,000 population, 


1949-1951, among native-born of 


Russian parentage and selected nativity groups 


Males 
Nativity Ratio to 
of parents Rate native 
one 141,345.45 1.12 
Il foreign-born 190,842.81 1.51 
Native 126.38+2.78 1.00 


Females _ Total 
A DC EAE STENE TAL EA EAN 
Ratio to Ratio to 
Rate native Rate native 
141.44+5.80 1.14 141.14+3.80 1.12 
184.6+2.63 1.50 191.74+1.94 1.52 
123,142.54 1.00 125.94+1.87 1.00 


* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 years) 


taken as standard. 
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tion, But it has been shown that Jews first admissions, the rates were standardized 
have a low rate in New York State18 Itis on an indirect basis. The standard con- 
therefore probable that the rate for those sisted of average annual age-specific rates 
of Russian origin must have been raised of general paresis among the native white 
unduly by the Slavic element. population of New York State in 1949-1951. 
Native-born of Russian parentage had an 
average annual standardized rate of 0.4 per 
100,000. This was less than the rate of 1.4 
There were 6 native-born first admissions for native whites of native parentage, and 
of Russian-born parentage with general less than the rate of 1.8 for all native whites 
paresis during 1949-1951, or an average an- of foreign parentage. The rate for Russian- 
nual rate of 0.3 per 100,000, Russian-born born, 0.8, was twice that for the second gen- 
had a rate of 1.5. Native whites of native eration of Russian origin. 
parentage had a rate of 0.9. These popu- Because the frequency of general paresis 


General Paresis 


TABLE 25 


Native white first admissions with general paresis, parents 
born in Russia, to all hospitals for mental disease in New 
York State, 1949-1951, classified according to age 


Average annual rate per 
We Number Per cent 100,000 population 
(years) Males Females Total Males Females Total Males Females ‘Total 
Under 15 ny cP a is Br os naat oo 
15-19 és ae ee <é ss ts a ‘a . 
20-24 haa ese pe Se A ger cs: «dees 
35-89 W i $ g a : X H ms 
40-44 F i RES H pat Seca EA a 
45-49 2 1 3 66.7 33.3 50.0 3.2 1.6 2.4 
50-54 1 1 2 33.3 33.3 33.3 IA 2.1 21 
55-59 . 1 1 ET E SE CN) is 4.1 2.0 
65-69 .. me cs oa ais ne S a 
‘70-74 . s e F a oy) is E oo 
75 and over ee .. rep De ais ay ea a Zi 
Total 3 3 6 100.0 100.0 100.0 0.4 0.3 0.3 


lations all had varying age structures, which is higher in urban areas, and is especially 
may have affected the crude rates of general high in New York City, it is necessary to 
paresis. It is therefore necessary to adjust adjust for this factor. The rates were there- 
with respect to age. Because of the few fore limited to New York City, and stand- 
ardized indirectly, using the same stand- 
18 See footnote 9, Part I. ard as for the state. This gave a rate of 
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0.3 for natives of Russian-born parentage, 
compared with 1.5 for natives of native par- 
entage, and 1.6 for all natives of foreign 
parentage. Russian-born had a rate of 0.8. 
It is therefore evident that natives of Rus- 
sian parentage had a lower rate than all 
natives of either native or foreign parent- 
age. They also had a lower rate than Rus- 
sian-born. 

Of the 6 first admissions with general 
paresis, 4 were Jews. The low rate of first 
admissions among those of Russian-born 
parentage therefore implies a low rate 
among Jews. This agrees with results ob- 
tained from a direct study of Jews in New 
York State.?® 


York State, 1949-1951, 


Number 
Age 


(years) Total 


Males Females 


Under 20 
20-24. 
25-29 
30-34 
35-39 
40-44 
45-49 
50-54 
55-59 
60-64 
65-69 
‘70-74. 

75 and over 


wehbe ene: 
= 
nenene: 


_ 
= 


Total 12 14 


Alcoholic Psychoses 


There were 14 first admissions with alco- 
holic psychoses among natives of Russian- 
born parentage during 1949-1951, or an 


a 
Males Females Total 
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average annual rate of 0.8 per 100,000. Na- 
tive whites of native parentage had a rate 
of 4.4. Russian-born had a rate of 3.0. 

These differences were due, in part, to 
differences in age structure, and the rates 
were therefore standardized. (See Table 
27.) 

Natives of Russian-born parentage had a 
standardized rate of 2.1 per 100,000, com- 
pared with 11.9 for all natives of foreign 
parentage, and 8.4 for natives of native 
parentage. Russian-born had a rate of 1.6. 

There is a spurious factor in the preced- 
ing rates, because of the few. female first 
admissions. The rates were therefore 
standardized again on’ an indirect basis, 


TABLE 26 


Native white first admissions with alcoholic psychoses, parents 
born in Russia to all hospitals for mental disease in New 


classified according to age 


Average annual rate per 


Per cent 100,000 population 


pus easseanrene 
Males Females Total 


8.3 7A 1.0 + 0.4 
16.7 ays 14.3 1.6 a 0.8 
16.7 50.0 21.4 1.6 0.7 1.1 

8.3 50.0 14.8 1.0 1,0 1.0 
8.3 i 7.1 1.6 5 0.8 
16.7 14.3 4.2 2.1 
8.3 7 3.8 2.0 

8.3 7.1 9.3 4.7 
8.3 7.1 64.4 80.4 
100.0 100.0 100.0 1.4 0.2 0.8 


using age-specific rates for native whites as 
standard. Such rates were 1.0 for natives 
of Russian-born parentage 7.2 for all na- 


19 Ibid., Part I. 
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TABLE 27 


Average annual standardized * rates of first admissions with alcoholic 
psychoses to all i ik for mental disease in New York State, per 
100,000 population, 1949-1951, among native-born of 
Russian parentage and selected nativity groups 


Males 
Nativity Ratio to 
of parents Rate native 
Russia 4.20.91 0.30 
All foreign-born 19.9+0.74 1,48 
Native , 138.94+0.58 1.00 


* White population of New York State aged 20 years and over on April 1; 1950 (in intervals of 5 years) 


taken as standard. 
** Data too few for standardization. 


tives of foreign parentage, and 7.9 for na- 


tives of native parentage. Russian-born. 


had a rate of 1.9, 

Because the foreign stock lives in dispro- 
portionate numbers in New York City, 
where the incidence of alcoholic psychoses 
is high, the admissions were limited to that 
city, and the rates were standardized, 

The standardized rates were 2.2 for na- 
tives of Russian-born parentage, 11.6 for 
all natives of foreign parentage, and 9.9 
for natives of native parentage. Russian- 

born had a rate of 1.3. Because of the 
spurious factor noted above, the rates were 
restandardized on an indirect basis, giving 
rates of 0.8 for natives of Russian parent- 
age, and 8.8 each for all natives of foreign 
parentage and natives of native parentage. 
Russian-born had a rate of 1.6. 

Thus, natives of Russian-born parentage 
had a low rate of alcholic psychoses, They 
also had a lower rate than the parental 
generation. 

We may note that of the 14 first admis- 
sions with alcoholic psychoses, only 6 were 
Jews. This is a low proportion, and im- 
plies a low rate of alcoholic psychoses 


20 Ibid., Part III. 
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Females Total 
Ratio to Ratio to 
Rate native Rate native 
ba bin 2.10.44 0.25 
4,640.34 1.31 11.90.40 1.42 
3.5+0.28 1.00 8.4+0.31 1.00 


among Jews. It confirms a similar conclu- 


sion based upon direct evidence, as shown 
in a previous study,20 


Psychoses with Cerebral Arteriosclerosis 


There were 68 first admissions with psy- 


choses with cerebral arteriosclerosis during 


1949-195} among native whites of Russian- 
born parentage, or an average annual rate 
of 4.0 per 100,000. Russian-born had a 
rate of 58.1. Natives of native parentage 
had a rate of 10.5. 

Higher rates for the two latter groups 
were due to their greater proportions at 
advanced ages. The rates were therefore 
standardized. (See Table 29.) 

Natives of Russian-born parentage had a 
standardized rate of 94.3 per 100,000, com- 
pared to 102.0 for all natives of foreign 
parentage. However, their rate was twice 
that for natives of native parentage, 47.6. 
Russian-born had a rate of 63.9, which is 
significantly less than that for the second 
generation, 

For reasons given Previously, compari- 
sons were further limited to New York City. 

Natives of Russian-born parentage had 
a standardized rate of 76.6, which was signi- 
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ficantly less than the rate of 95.0 for all 
natives of foreign parentage. They had a 
significantly higher rate than natives of 
native parentage, Russian-born had a rate 
of 69.2. ? 
Thus, natives of Russian parentage had 
a lower rate of psychoses with cerebral 


Males 
Nativity Ratio to 
of parents Rate native 
Russia 145,42411.84 2.61 
All foreign-born 108.4 8.06 1.94 
Native 55.74 1.86 1.00 


taken as standard. 
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TABLE 28 
Native white first admissions with psychoses with cerebral 
arteriosclerosis, parents born in Russia, to all 
hospitals for mental disease in New York State, 
1949-1951, classified according to age 
Average annual rate per 
7 Number Per cent 100,000 population 
ge Hiu 
(years) Males Females Total Males Females Total Males Females Total 
Under 40 oy . .. . .. .. a . 
40-44 1 M 1 2.0 BA i s 1.0 l 0.4 
45-49 H aa v an + . . . on ae 
50-54 4 1 5 B.R OA BAS Te BB vate. ))) 18.2 
55-59 7 3 10 14.3 15.8 14.7 26.8 12.8 19.6 
60-64 8 6 14 16.3 31.6 20.6 74.1 57.1 65.7 
65-69 13 4 17 26.5 21.0 25.0. 294.1 88.8, 191.0 
10-74 8 4 12 16.8 21.0 17.6 — 515.8 229.4 864.8 
75 and over 8 1 9 16.3 5.8 18.2 846.6 80.5 411.5 
Pls eM A LAE raa a TAREE AU Te 
Total 49 19 68 100.0 100.0 100.0 58 22 4.0 
O Oo Mae ek ae sri at SDD a fan Senn Ace NN aa E NE PN 


arteriosclerosis than all natives of foreign 
parentage. But they had a higher rate 
than natives of native parentage, and a 
higher rate than Russian-born. 

Because of the lack of census data on an 
ethnic basis, we do not know the propor- 
tion of Slavs among the Russian-born in 


TABLE 29 


Average annual standardized * rates of first admissions with psychoses 
with cerebral arteriosclerosis to all Pon for mental disease in 
New York State, per 100,000 population, -19 
native-born of Russian parentage and selected nativity groups 


1949-1951, among 


Females Total 
Ratio to Ratio to 
Rate native Rate native 
42.6+6.14 1,18 94.846.146 1.98 
85.4+2.51 2.86 102.04+2.01 2.14 
86.2+1.41 1.00 47,641.18 1.00 


en eA oo Ib Ce, 
* White population of New York State aged 45 years and over on April 1, 1950 (in intervals of 5 years) 
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TABLE 30 


Native white first admissions with senile psychoses, 


parents born in 
Russia, to all hospitals for mental disease in New 


York State, 


1949-1951, classified according to age 


Number 
Age a 

(years) Males Females Total 
Under 50 
50-54 
55-59 
60-64 1 1 
65-69 2 2 
70-74 1 1 2 
75 and over 


New York State, We know from other 
sources, however,*4 that Jews in New York 
State have a rate of such psychoses below 
the average. It is possible that the excess 
rate shown by those of Russian-born par- 
entage may be due to a higher rate among 
the Slavic element. 


Senile Psychoses 


There were 5 native-born first admis- 
sions, of Russian-born parentage, with 
senile psychoses during 1949-1951, or an 
average annual rate of 0.8 per 100,000. 
Russian-born had a rate of $4.9, Natives 
of native parentage had a rate of 7.0, The 
low rate for second generation of Russian- 
born parentage and the high rate for Rus- 
sian-born were obviously related to their 
age structures, It was therefore ni 
to standardize the rates. This was done 
indirectly, using as standard the average 
annual age-specific rates of senile psychoses 
for native whites in New York State dur- 

“ing 1949-1951, beginning at age 45. 
PEUL a N BY 


21 Ibid., Part IV. 
22 Ibid., Part V. 
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Average annual rate per 


Per cent 100,000 population 
SOE TS A 
Males Females Total Males Females Total 


The standardized rate for natives of Rus- 
sian-born parentage was 12.6 per 100,000. 
All natives of foreign parentage had a rate 
of 69.2. The rate for natives of native par- 
entage, 29.9, was also in significant excess. 
The rate for Russian-born was 44.4, 

Because of the factor of degree of urban- 
ization, the rates were restricted to New 
York City, Using the same standards as 
for New York State, the indirectly stand- 
ardized rates were as follows: natives of 
Russian-born parentage, 14.6; all natives 
of foreign Parentage, 68.7; Russian-born, 
45.3; natives of native parentage, 39.6. 

Thus, not only did natives of Russian- 
born parentage have a lower rate than the 
parental generation, but they also had a 
lower rate than natives of native parentage. 
It has been shown that Jews have a lower 
rate of senile Psychoses in New York State 
than white non-Jews,22 This is confirmed, 
therefore, by the preceding data, since the 
two generations of Russian origin are pri- 
marily Jewish, 


Tnvolutional Psychoses 
There were 182 first admissions with in- 
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TABLE 31 


Native white first admissions with involutional psychoses, parents born 
in Russia, to all hospitals for mental disease in New York 
State, 1949-1951, classified according to age 


Average annual rate per 
a Number Percent 100,000 population 
ge ee are re S SS, 
(years) Males Females Total Males Females Total Males Females Total 
Under 30 a 1 1 0.7 0.5 .. 0.3 0.1 
30-34 . 2 2 1.5 1.1 45 1.4 0.8 
35-39 a 3 3 oe 2.2 1.7 . 2.2 1.1 
40-44 4 21 25 8.9 15.3 13.7 3.8 20.6 12.1 
45-49 10 33 43 22.2 24.1 23.6 16.1 52.3 $4.4 
50-54 14 39 53 31.1 28.4 29.1 29. 80.8 54.9 
55-59 10 24 34 22.2 17.5 18.7 87.5 98.2 66.6 
60-64 3 13 16 6.7 9.5 8.8 27.8 128.7 75.1 
65-69 4 1 5 8.9 0.7 2.7 91.5 22.1 56.2 
10-74 as .. . 
75 and over a bis ee oe . oe ee .. .. 
Total 45 137 182 100.0 100.0 100.0 5.8 15.6 10,6 
volutional psychoses among natives of Rus- Natives of Russian parentage had a 


sian-born parentage during 1949-1951, or standardized rate of 34.3, which was in sig- 
an average annual rate of 10.6 per 100,000, nificant excess over the rate of 16.8 for na- 
compared with 35.5 for Russian-born, Na- tives of native. parentage. The rate was 
tives of native parentage had a rate of 5.4. especially high for native females of Rus- 
The difference is due, in part, to the fac- _sian-born parentage. - Russian-born had a 
tor of age. The rates were therefore stand- rate of 31.1, which was not significantly 
ardized. (See Table 32.) less than that for the second generation. 


TABLE 32 


Average annual standardized * rates of first admissions with involutional 
sychoses to all hospitals for mental disease in New York State, 
per 100,000 population, 1949-1951, among native-born 


of Russian parentage and selected nativity groups 
Par sic eE iS AEE os Zien e OT Sepa ea EE, 


Males Females Total 
Nativity Ratio to Ratio to Ratio to 
of parents Rate native Rate native Rate native 
Russia 21.3+2.75 , 1.97 48,844.12 2.19 34,342.45 2.10 
= All foreign-born 20.0+0.98 1.85 37.641.26 1.69 28.44+0.80 1.74 
Native 10.8+0.66 1.00 22.84+0.89 1.00 16.840.55 1.00 


* White population of New York State aged 35 years and over on April 1, 1950 (in intervals of 5 years) 
taken as standard. 
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Greater comparability was sought by 
limiting the rates to New York City. 

Natives of Russian-born parentage and 
natives of native parentage had standard- 
ized rates of 81.3 and 18.1, respectively, All 
natives of foreign parentage had a rate of 
27.2. There was no significant difference, 
however, between the two generations of 
Russian origin. 


Manic-Depressive Psychoses 


There were 196 first admissions with 
manic-depressive psychoses among natives 
of Russian-born parentage during 1949- 
1951, or an average annual rate of 11.4 per 
100,000. Russian-born had a rate of 9.7. 
Natives of native parentage had a rate of 
3.6. 


TABLE 33 


Native white first admissions with manic-depressive psychoses, parents 
born in Russia, to all hospitals for mental disease in New York 
State, 1949-1951, classified according to age 


Average annual rate per 
ee Number Percent 100,000 population 

(years) Males Females Total Males Females Total Males Females Total 
Under 15 . 1 1 .. 0.8 0.5 +e 1.2 0.6 
15-19 4 8 7 5.9 2.8 8.6 7.1 5.8 6.2 
20-24 7 9 16 10.3 7.0 8.2 8.2 10,1 9.2 
25-29 5 a 26 74 16.4 13.8 4.8 17.7 , 11.6 
30-4 10 15 25 14.7 11.7 12.8 8.1 11.0 9.6 
55-39 9 26 35 13.2 20.3 17.9 7.1 19.1 18.4 
40-44 10 29 39 14.7 22.7 19.9 9.6 28.4 = 18.9 
45-49 10 7 7 14.7 5.4 8.7 16.1 11.1 13.6 
50-54 9 7 16 13.2 54 8.2 18.8 14.4 16.6 
55-59 y $ H 4.4 6.3 5.6 11.8 82.7 21.5 
O- 14 1.6 1. . 19, 41 
65-69 .. .. s. ú. ss p be ý 4 . 
Pr e 

Total 68 128 196 100.0 100.0 100.0 8.1 14.6 11.4 


Of the 182 firs admissions, 175 were 
Jews. It has been shown, however, that 
Jews in New York had a rate of first admis- 
sions with involutional psychoses which did 
not differ significantly from that for non- 
Jewish whites. It is therefore, possible 
that the high rate for natives of Russian- 
born parentage may be due to a high rate 
among the Slavic element. 


23 Ibid., Part VI. 
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Because the latter included a higher 
proportion at ages under 40, the difference 
in crude rates appears significant. This is 
confirmed by reference to standardized 
rates, (See Table 34.) 

Natives of Russian-born parentage had 
a standardized rate of 12.2, compared with 
5.7 for natives of native parentage. The 
former had a higher rate than Russian- 
born, although the difference is not signi- 
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TABLE 34 


SH States, 
ad of 


Males 
Ratio to 
ts Rate native 
8.941,27 2.17 
m-born 6.50.41 1.59 
4.10.29 1,00 


_ Average annual standardized * rates of first admissions with manic-de- 
pressive psychoses to all hospitals for mental disease in New York 
pa 100,000 population, 1949-1951, among native-born 
ussian parentage and selected nativity groups 


Females Total 
Ratio to Ratio to 
Rate native Rate native 
15.0+1.61 2.08 12.21.04 2.14 
11.10.51 1.54 9.0+0.83 1.58 
7.240.387 1.00 5.70.24 1,00 


White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 years) 


standard. 


standardized rates were restricted 
er to New York City, and the relative 
ence between natives of Russian-born 
and natives of native parentage 
y 


_ Native 


was repeated, the rates being 10.8 and 4.8, 
respectively, Russian-born had a higher 
rate than the second generation, but the 
difference is not significant, 


TABLE 35 


white first admissions. with dementia praecox, 
Russia, to all hospitals for mental disease in 
State, 1949-1951, classified according to age 


ents born in 
ew York 


Average annual rate per 

Number Percent 100000 population 

Males Females Total Males Females Total Males Females Total 
8 1 4 0.7 0.2 0.4 6.1 22 42 

6 5 n 1.5 1,0 1.2 15.2 13.5 144 

46 45 9 11.8 91 101 82.2 79.3 80.7 
105 80 185 25.8 16.2 20.5 123.3 89.8 106.2 
99 88 187 24.3 17.8 20.7 4.4 74.83 887 
58 105 163 14.3 21.2 18.1 41 7A 02.9 
47 86 133 1.5 174 AT 57.5 69.1 50.7 
25 54 79 6.1 109 8.8 25.9 52.9 38.2 
9 15 24 2.2 3.0 2.7 14.5 23.8 19.2 

6 10 16 1.5 2.0 1.8 12.5 20.7 16.6 

2 5 7 0.5 1.0 0.8 7.5 20.4 ° 18.7 

1 1 2 0.2 0.2 0.2 9.8 9.5 9.4 

407 495 902 100.0 100.0 100.0 48.5 56.4 524 


Of the 196 first admissions, 187 were 
Jews. The excessive rate among those of 
Russian-born parentage must be due to the 
high proportion of Jews in this population. 
This is confirmed by previous investiga- 
tions,?* which showed a higher rate of such 
psychoses for Jews than for non-Jews, 


Dementia Praecox 


There were 902 first admissions with 
dementia praecox among native-born of 
Russian parentage, or an average annual 
rate of 52.4 per 100,000. Russian-born had 
a rate of 17.2. Natives of native parentage 
had a rate of 24.0. Since the several popu- 


The standardized rate for natives of Rus- 
sian parentage was 45.9, compared with 
41.9 for natives of native parentage. This 
represents a difference of 10 per cent, which 
is not significant. The rate for Russian- 
born was 61.8, which exceeded that for the 
second generation. 

Of the 902 first admissions, 805 were 
Jews. A previous study showed that Jews 
in New York had an incidence of dementia 
praecox comparable to that for non-Jewish 
whites. Since those of Russian origin had 
a higher rate than the average, it may be 
inferred that Russian-born Slavs had a rate 
above the average. 


TABLE 36 


Average annual standardized * rates of first admissions with dementia 
praecox to all hospitals for mental disease in New. York State, 
per 100,000 population, 1949-1951, among native-born 
of Russian parentage, and selected nativity groups 


Males 
Nativity Ratio to 
of parents Rate native 
Russia 41.8+2.74 1.27 
All foreign-born 52.4+1.16 1.59 
Native $2.9+0.83 1.00 


Females Total 
Ratio to Ratio to 
Rate native Rate native 
47.42.86 1.44 46.0+2.01 1.39 
49.7+1.08 1.51 52.40.80 1.59 
32.90.80 1.00 33.00.58 1.00 


* White population of New York State aged 15 years and over on April 1, 1950 (in intervals of 5 years) 


taken as standard. 


lations differed in age structure, it‘is neces- 
sary to standardize the rates. 

The standardized rate for natives of Rus- 
sian-born parentage was 46.0, compared 
with 33.0 for natives of native parentage. 
The difference is. significant. 
Russian parentage had a lesser rate than 
Russian-born. 

The order of differences was the same 
when rates were limited to New York City. 


24 Ibid., Part VII. 
25 Ibid., Part VIII. 
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SUMMARY 

There were 1,925 Russian-born first ad- 
missions to all hospitals for mental disease 
during 1949-1951. The outstanding cate- 
gory was psychoses with cerebral arterio- 
sclerosis, which included 617 cases, or 32.1 
per cent of the total. Other large cate- 
gories were senile psychoses and involu- 
tional psychoses with 370 and 377 cases, r€- 
spectively. Dementia praecox included 
only 183 cases, or 9.5 per cent. On the 
other hand, dementia praecox included 33 
per cent of first admissions among native 
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whites, but psychoses with cerebral arterio- 
sclerosis included only 14.9 per cent. The 
relative frequencies of senile psychoses and 
involutional psychoses were also low among 
native-born. 

These differences were due to the age 
distributions of the two populations. The 
Russian-born had a median age of 57.3 
years, and included 25.4 per cent at ages 
65 and over. The corresponding data for 
native whites were 29 and 6, respectively. 
The average annual rates were affected by 
the varying proportions at advanced age. 
Thus, the crude rates per 100,000 were 
181.8 for Russian-born and 103.9 for native 
whites, the former being in excess by 74 per 
cent. The rates were then standardized 
with respect to age and sex proportions and 
became 164.1 for Russian-born and 152.0 
for native whites. The excess was reduced 
to 8 per cent. 

The comparisons were next limited to 
New York City, to provide a relative ad- 
justment for urban-rural differences in dis- 
tribution, When standardized, the rates 
became 162.9 for Russian-born and 168.8 for 
native whites. Thus, instead of an excess, 
Russian-born had a lower rate than natives, 
although the difference is not statistically 
significant. 

Russian-born had lower standardized 
rates than native whites with respect to 
general paresis, alcoholic psychoses, psy- 
choses with cerebral arteriosclerosis and 
senile psychoses. ‘They had higher rates for 
involutional psychoses, manic-depressive 
psychoses and dementia praecox. 

In general, Russian-born had a lower 
incidence of mental disease than all foreign- 
born whites. Rates were lower for dis- 
orders of organic origin, and were equiva- 
lent for involutional psychoses. They were 
higher only with respect to manic-depres- 
Sive psychoses and dementia praecox. 

There were 1845 first admissions during 
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1949-1951 among natives of Russian-born 
parentage. Contrary to Russian-born, the 
major diagnosis was dementia praecox, 
which included 902 cases, or 48.9 per cent 
of the total. Psychoses with cerebral ar- 
teriosclerosis included only 68 cases, or 3.7 
per cent. The distribution of mental dis- 
orders also differed significantly from that 
for natives of native parentage. 

The average annual rate of first admis- 
sions per 100,000 was 107.4 for natives of 
Russian-born parentage, and 77.2 for na- 
tives of native parentage. The former was 
in excess by 39 per cent. The difference 
was obviously due in part to the older age 
level of the second generation of Russian 
origin. When standardized, the rates be- 
came 157.1 and 123.2, respectively. The ex- 
cess was reduced to 28 per cent. When 
limited to New York City, the rates became 
141.1 and 125.9, respectively, the excess be- 
ing reduced still further to only 12 per 
cent. t 

There were differences with respect to 
the major psychoses. Thus, natives of Rus- 
sian-born parentage had lower standardized 
rates of general paresis, alcoholic psychoses, 
and senile psychoses. They had a higher 
rate of first admissions with psychoses with 
cerebral arteriosclerosis. They also had 
higher rates of involutional psychoses, 
manic-depressive psychoses and dementia 
praecox. 

Compared to all natives of foreign par- 
entage, those of Russian parentage had a 
lower over-all rate. They had lower rates 
for all major groups of psychoses, except 
involutional and manic-depressive. 

Finally, we may compare the two gen- 
erations of Russian origin. The native- 
born generation had a significantly lower 
rate than the foreign-born. Only with re- 
spect to alcoholic psychoses and those of 
arteriosclerotic origin did the native-born 
group have higher rates. The rates for in- 
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volutional psychoses were equivalent, but 
the native-born generation had a lower rate 
of dementia praecox. 

Thus, natives of Russian-born parentage 
had, in general, lower rates than Russian- 
born. But they had a higher over-all rate 
than natives of native parentage. This 
should be considered in relation to the fact 
that natives of Russian parentage consti- 
tuted a second generation in New York 
State, whereas those of native parentage in- 
cluded third and older generations in un- 
known proportions, It is possible that the 
rate of mental disease decreases as the gen- 
erations increase. This cannot be tested 
as the census does not give the necessary 
data, 

We have directed attention to the fact 
that Russian-born living in New York State 
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and native-born of Russian parentage are 
composed almost entirely of two ethnic 
groups—Jews and Slavs. The census popu- 
lation does not differentiate Russian-born 
and their descendants on this basis. It is 
probable, though, that Jews constitute the 
majority, but the proportion is not known. 
Rates of first admissions for Russian-born 
and natives of Russian parentage are there- 
fore an average of the rates for the two 
ethnic groups. In some groups of psy- 
choses, such as general paresis and alco- 
holic psychoses, Jews have rates below the 


` average, and therefore influence the com- 


bined rate accordingly. It is known, how- 
ever, that Jews have a high rate of manic- 
depressive psychoses, and it is probable that 
this is responsible for the high rates among 
those of Russian origin. 


B 


| 


je 


Book Reviews 


PERCEPTIONS OF ILLNESS AND 
MEDICAL PRACTICE 


By Stanley H. King 
New York, Russell Sage Foundation, 1962, 405 pp. 


“Too few physicians,” as Dr, G. P. Berry, 
dean of the Faculty of Medicine at Harvard 
University, states in the preface to this 
book, “are yet aware of the contributions 
that the behavioral sciences are making 
today, and will be making even more ‘sig- 
nificantly tomorrow, to the optimal care 
of patients.” 

This book, written for physicians and 
students in the health professions, intends 
to fill this gap. It consists of four parts: 
(1) trends and concepts; (2) disease and its 
interpretation; (3) the people who treat 
disease; and (4) the place where disease is 
treated. 

Basic psychological, sociological and 
anthropological concepts and their bear- 
ing on disease perception are presented in 
Part One. Beliefs held and attitudes 
adopted toward disease by scientific medi- 
cine, folk medicine and primitive medicine 
are discussed in Part Two. -The main 
feature of Part Three is an analysis of the 
tights and duties, the demands and expec- 
tations, of various roles in our society that 
bear upon the treatment of disease; physi- 
cians, nurses and medical social workers are 
dealt with from these points of view. An 
analysis of the major factors that influence 
the process of social interaction between 
Patient and hospital is the topic of Part 
Four. 

Of special interest to the psychiatric 
Teader is Chapter Five of Part Two, enti- 
tled “Beliefs and Attitudes About Mental 
Disease.” In this chapter the author dis- 


cusses the findings of several studies of the 
beliefs and attitudes held by the general 
public about mental illness. These results 
show that there is a wide gap between the 
views held by the general public and those 
held by specialists in the field. 

While most people have some knowldege 
of the facts about mental disease, the pre- 
vailing opinions still show traces of the 
conceptions that only psychoses are mental 
illness and that they are caused by sinful 
living. While the majority of people know 
what a psychiatrist is, few are clear about 
what he does, and most feel that psychiatry 
is a branch of medicine which has no rele- 
vance to themselves or anyone they know. 
Thus, we are in a period where the modern 
definition of mental illness has been widely 
disseminated without equal acceptance of 
a realistic point of view about the factors 
in human personality that support the 
term. 

This book contains a wealth of material, 
is clearly and lucidly written, and should 
prove exceedingly useful to physicians, 
public health specialists, nurses and medi- 
cal social workers. It leaves the psychiatric 
reader somewhat dissatisfied: (A) because 
in the chapter dealing with beliefs about 
and attitudes toward mental illness (in 
contrast to other chapters), the author con- 
fines himself solely to work concerning 
North America; (B) because of his emphasis 
on descriptive, behavioral science observa- 
tions he disregards dynamic motivational 
considerations. For instance, while he 
states correctly that psychiatrists and men- 
tal illness are regarded by the general pub- 
lic as “funny” and afterwards also as “fear- 
some,” he fails to interpret the apparent 
contradictory connection between these two 
attitudes. 
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The author is to be congratulated on his 
easy, nontechnical style, but even this can 
be overdone. For instance, one can think 
of a more learned definition of ambivalence 
than “as watching your mother-in-law drive 
over a cliff in your brand-new Cadillac 
convertible.” —E. D. Wirrkower, M.D. 
Allan Memorial Institute, Montreal, Que., 
Canada, 


MAN’S PRESUMPTUOUS BRAIN 


By A. T. W. Simeons 
New York, E. P. Dutton & Co., 1961, 290 pp. 


The author presents no specificially origi- 
nal contribution insofar as psychosomatic 
medicine is concerned; however, he has a 
most interesting, even fascinating way of 
transmitting to his reader an understanding 
of the conflict between mind and body in 
psychosomatic disease. 

He explains the conflict between the ego 
and the id in terms of an evolutionary 
rather than a psychoanalytic approach. 
The book is beautifully written and reflects 
the author’s keen sensibilities as a deep 
thinker and as a physician aware of man’s 
ills and sufferings. 

Laymen will find it highly informative 
and appealing. Physicians and those in 
allied fields who are interested in psycho- 
somatic medicine will find its simplicity of 
style refreshing and its contents provoca- 
tive. 

In a comprehensive, illuminating man- 
ner the author explains how the conflict 
between ego and id produces psychosomatic 

illness. A number of disorders and ill- 
nesses are considered; among them, coro- 
nary artery disease, ulcerative colitis and 
obesity.—June THomas, M.D., and ABRAM 
Brau, M.D., The Mount Sinai Hospital, 
New York, N. Y. 
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SOCIAL DYNAMITE: THE REPORT 
OF THE CONFERENCE ON UNEM- 
PLOYED, OUT-OF-SCHOOL YOUTH 
IN URBAN AREAS 


The National Committee for Children and 
Youth 
Washington, D.C., National Committee for Children 
and Youth, 1961, 265 pp. 
Social Dynamite reports the findings and 
recommendations of the 1960 White House 
Conference on Children and Youth. 
James B. Conant used the term “social 
dynamite” in his keynote address to the 
conference. It refers to the syndrome 
consisting of the currently growing and 
projected ever-increasing number of un- 
employed youth in the 16-21 year age 
group; the great proportion of school drop- 
outs among those unemployed; the further 
disproportionately large amount of unem- 
ployed Negro youths (and other minority 
groups, as Puerto Ricans in New York), 
and the concomitant unemployment of a 
steadily extending number of adults. One 
cause of this complex of economic-educa- 
tional problems is that automation and 
other industrial changes result in fewer 
openings for unskilled workers and more 
positions for better-educated, trained and 
experienced white-collar workers. 
Another cause is, discrimination. It is a 
social problem indigenous to urban slums, 
where it becomes clear that the American 
value of “equal opportunity” is a myth. 
The sociocultural background of the youths 
in the slums tends to isolate them physi- 
cally and psychologically from the mores 
of the surrounding suburban communities. 
Former farm youngsters and other white 
children suffer from deprivation in the 
slums. The condition of many Negro 
youths becomes even more depressed be- 
cause they are deprived of the hope of ever 
getting out. 


Given the facts of a decrease in demands 
for unskilled and semiskilled workers, and 
discrimination against Negroes, what will 
happen to the high school graduate of the 
1960's? What of the drop-out who came 
from a school less well-equipped to help 
him than the high school from which the 
college student graduated? What of the boy 
whose I.Q. is lower than average? How can 
these youths be trained? For what kinds 
of work? By whom? City, state, federal 
government, unions, management? 

Thirteen workshops produced 200 rec- 
ommendations relating to these questions. 
A follow-up report on some action taken 
as a result of the conference, and an appen- 
dix of federal and local programs and a 
selected bibliography useful to researchers 
conclude the book. 

Those who attended the conference 
hoped that their findings and recommenda- 
tions would arouse the public to take steps 
to prevent further social disaster. Unfor- 
tunately, this report will not capture the 
attention, imagination and emotions of the 
general public. Social Dynamite will be 
tead by the educators and social workers 
who were already aware of the implications 
of the data they had compiled for the 
Meeting. This sad conclusion was fore- 
shadowed at the conference, when it was 
lamented that the representatives from la- 
bor and management were so few. We still 
need a book dynamic enough to stimulate 
public concern and interest in solving the 
problem.—Irene R. Kiernan, Ph.D., Fash- 
ee of Technology, New York, 


SCHIZOPHRENIA 
By F. J. Fish 
Baltimore, Williams & Wilkins Co., 1962, 190 pp. 


Since so many important questions about 
Schizophrenia remain unanswered, anyone 
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writing a new book on the subject must 
choose a novel approach rather than just 
resynthesizing the known facts. In his 
own words, Dr. Fish has chosén “to present 
those aspects of the subject which had been 
neglected in English-speaking countries 
and to relate them to the well-known cur- 
rent views.” He rightly stresses that the 
duty of a young science is to pay more 
attention to observations and to facts than 
to theories. Much of his book, then, is a 
clear if sometimes pedantic presentation 
of the observations of the German psychia- 
trists Kleist and Leonhard. Dr. Fish con- 
trasts their concepts with more familiar 
theoretical approaches to schizophrenia— 
including those of Goldstein, Bleuler, Jas- 
pers, and Freud. 

Fish believes that Kleist’s and Leonhard’s 
reclassification of schizophrenia (founded 
upon lifelong observations) represents 
genuine subgroups presumably based on 
differing etiologies and clinical outcomes. 
No real evidence, however, is presented to 
support the contention that their groupings 
are more valuable than those in current use. 

Dr. Fish believes that “the form and con- 
tent of the symptoms in these disorders 
[schizophrenia] cannot be understood as 
arising emotionally or rationally from the 
affective state, the previous personality or 
the current situation.” The author reveals 
that he is familiar with the work of Hill, 
Federn, Rosen, and Maxwell Jones and is 
not unsympathetic to their points of view. 
But in his attention to schizophrenic symp- 
toms, Dr. Fish seems unaware that they 
can often be understood in terms of the 
patient’s psychological defenses. _Although 
he admits that experienced physicians may 
understand many of the schizophrenics 
symptoms, the author suggests such acu- 
men might lead to misdiagnosis! 

On the positive side, Dr. Fish has no 
ax to grind, and he pays attention to the 
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significant work from every psychiatric 
camp. His discussion of etiology and of 
treatment—chapters where he permits his 
own breadth of reading and of thought to 
emerge—are brief; they are also lucid and 
well-balanced. His book can be recom- 
mended as a detailed summary of recent 
German contributions (Binswanger and 
Heidegger included) to the problem of 
schizophrenia. This is of interest to the 
serious student of schizophrenia, but Dr. 
Fish’s book is inadequate for the interested 
general physician or the psychiatric resi- 
dent. This is too bad because, when he is 
not summarizing the work of others, the 
author demonstrates that he is capable of 
writing such a book.—Grorce E. VAILLANT, 
M.D., Massachusetts Mental Health Center, 
Boston, Mass. 


THE MENTAL WARD: A 
PERSONNEL GUIDEBOOK 


By Morgan Martin 
Springfield, Il., Charles C Thomas, 1962, 84 pp. 


The Mental Ward: A Personnel Guide- 
book is presented as an outline of ward 
management for all types of personnel. It 
is concise and brief in its presented ideas, 
almost to the point of incompleteness. 
There are far too many footnote references, 
some of which are poorly organized in the 
bibliography. 

Dr, Martin’s ideas, however, would be 
an excellent addition to the library of any 
of the more sophisticated ward personnel, 
especially physicians. His outline is one 
containing the most advanced theories and 
practices of ward administration. One of 
the weaknesses in Dr. Martin’s guidebook 
is an almost naive impression that all ward 
personnel are well-educated, well-trained 
and dedicated. The great majority of at- 
tendant personnel in most mental hospitals 
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would not understand his premises, nor 
would they spend the additional time nec- 
essary to read his basic references. 

On the whole, this book should be added 
to the physician’s references on mental hos- 
pital ward administration, but it should 
not be used as a textbook or training for 
all levels of ward personnel—Harry H. 
Brunt, Jr., M.D., New Jersey State Hospi- 
tal at Ancora, Hammonton, N. J. 


A MANUAL FOR PSYCHIATRIC 
CASE STUDY, SECOND EDITION 


By Karl A. Menninger 
New York, Grune & Stratton, Inc., 1962, 189 pp. 


This second edition of A Manual for 
Psychiatric Case Study is offered as a practi- 
cal guide to the physician entering the field 
of “the collection, organizing, and inter- 
preting of the data of psychiatric case 
study.” Considerable changes have been 
made in this edition since the first one 
was published in 1952. 

The present version is more concise, and 
illustrative case records have been deleted. 
Its character of a guidebook has been pre- 
served by limiting the theoretical formu- 
lations on the concept of personality and 
illness and reserving its full development 
for another volume. 

The manual contains much necessary in- 
formation which is well-presented, although 
at times possibly overclassified. The de- 
tails of technique are sufficiently rich to 
permit a certain degree of selection on the 
part of the student. The more general 
considerations and suggestions offered as 


` orientation in the approach to the patient 


should prove ' most helpful. They give a 
valuable indication of the meaning and 
philosophy of the psychiatrist-patient rela- 
tionship, particularly with regard to first 
contacts. This book suffers less than do 


most psychiatric guidebooks from the in- 
trusion of redundant common-sense obser- 
yations and suggestions. The theoretical 
frame of reference reflects the orientation 
of contemporary American psychiatry 
(resting on the formulations of Meyer and 
Sullivan), combined with psychoanalytic 
principles. 

The topics include, in addition to the 
techniques of examination and their re- 
cording, an outline. of diagnostic and 
prognostic conclusions, treatment recom- 
mendations, as well as methods of charting 
of the cause of illness. Considerations of 
time would rarely permit the psychiatrist 
to use the suggestions for charting to the 


full extent. 


The Manual for Psychiatric Case Study 
will prove of value to the physician enter- 
ing this field of specialization. It will aid 
the practicing psychiatrist to keep up with 
improvements in case study techniques.— 
Russert N. Carrier, M.D., The Carrier 
Clinic, Belle Meade, N. J. 


EGO AND MILIEU, THEORY AND 
PRACTICE OF ENVIRONMENTAL 
THERAPY 


By John Cumming and Elaine Cumming 


New York, Prentice-Hall, Inc., Atherton Press Divi- 
sion, 1962, 292 pp. 


The publication of this book is an im- 
mensely important event for all psychia- 
trists and social scientists interested in the 
field of social psychiatry. 

In the past, psychiatrists and others in- 
terested in the importance of the social 
environment in the treatment of psychiat- 
Tic patients have been handicapped for 
Want of an adequate theoretical formula- 

tion, In this sense they have been at a 
distinct disadvantage when compared with, 
Say, the psychoanalytic approach to treat- 
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ment. Now the Cummings’ book offers the 
beginning of a methodology which borrows 
heavily from current social science theory 
and from ego psychology. 

What emerges is the beginning of theoret- 
ical formulation as to how the social en- 
vironment can be ordered and manipulated 
in order to bring about change in social 
attitudes and ego organization. j 

In the latter part of the book the authors 
attempt to apply their theoretical formu- 
lation to actual clinical practice. The re- 
sult is an extremely valuable guide to those 
clinicians who are eager to make maximum 
use of the social environment in which 
patients live. 

The Cummings believe that the treat- 
ment milieu must offer to the patient a 
clear, organized and unambiguous social 
structure, problems to solve in protected 
situations and a variety of settings in which 
to solve these problems. It should also 
offer him a peer group and a helpful staff 
to encourage and assist him to live more 
effectively. Their method is aimed at mak- 
ing maximum use of the social environment 
and differs from psychoanalytic theory in 
stressing the conflict-free portion of the 
ego and in emphasizing the possibilities for 
personality change inherent in the struc- 
ture of the environment. Thus far, at- 
tempts to develop therapeutic communities 
or milieu therapy have been hampered by 
the lack of an adequate theoretical frame 
of reference. It is just this gap that Ego 
and Milieu begins to fill. Many of the 
views expressed are highly controversial 
and probably most conventionally trained 
psychiatrists will feel that the psychoanaly- 
tic dimension has been left out, to the dis- 
advantage of their theory. 

There seems no reason to the reviewer 
why they should not have included psycho- 
analytic concepts which would seem, in 
many ways, to be complimentary to their 
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own formulation. It is difficult to see how 
anyone involved in the treatment of pa- 
tients can afford to miss this book. It 
would seem to be the most important book 
to date on the theoretical aspects of milieu 
therapy—Maxwett Jones, M.D., Dingle- 
ton Hospital, Melrose, Scotland. 


LAW AND PSYCHIATRY: COLD 
WAR OR ENTENTE CORDIALE? 


By Sheldon Glueck 
Baltimore, Johns Hopkins Press, 1962, 181 pp. 


Although the title suggests “law” in gen- 
eral, Professor Glueck limits himself pretty 
much to the criminal law. The author 
won the Isaac Ray award in 1962, and this 
book was developed from lectures given at 
Tulane University under that award. 

Like many of us, Professor Glueck is 
unhappy over the several formulae pro- 
posed for measuring criminal responsibility. 
He is not enchanted by the rule in Dur- 
ham’s case, pointing out that since 1954 
(when the Durham decision was handed 
down), verdicts of “not guilty by reason of 
insanity” skyrocketed in the District of 
Columbia from less than 1 per cent to 
more than 14 per cent. 

Like many psychiatrists, he is dissatisfied 
with the vagueness of the phrase “mental 
disease” used in the Durham rule. He re- 
views the difficult burden of proof put on 
the prosecution under that formula. How- 
ever, the author is not pleased with the 
rule in M’Naghten’s case either. Nor does 
the draft of the American Law Institute 
seem much better. This yardstick: would 
exculpate a person who “as a result of 
mental disease or defect lacks substantial 
capacity to appreciate the criminality or 
wrongfulness of his conduct or to conform 
to the requirements of the law.” Professor 
Glueck sees trouble with the verbs “ap- 
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preciate” and “conform” in this formula- 
tion. 

The most effective measure, he suggests, 
should be whether “mental disease or de- 
fect impaired the defendant's powers of 
thinking, feeling, willing, or self-integra- 
tion to the extent that it probably made it 
impossible for him to understand or control 
his acts as the normal person does.” One 
unique addendum to this is the acceptable 
verdict of “partial responsibility’—a con- 
cept which many find as meaningless as 
“partial pregnancy.” In truth, however, 
Professor Glueck is right about the possi- 
bility of partial responsibility. There must 
certainly be a broad spectrum of responsi- 
bility; the “all or none” rule could hardly 
apply. 

The book is scholarly but highly read- 
able; constructive as well as analytical. It 
is a useful and thought-provoking addition 
to a not-too-big shelf of books on this sub- 
ject—Henry A. Davinson, M.D., Essex 
County Overbrook Hospital, Cedar Grove, 
N. J. 


OUTLINE OF PSYCHIATRY 


By Leonard Cammer 


New York, McGraw-Hill Book Co., Inc., Blakiston 
Division, 1962, 398 pp. 


Dr. Cammer indicates in his preface that 
this book is the outgrowth of his many 
years of teaching psychiatry to medical stu- 
dents and doctors. 

A careful reading leaves no doubt of this 
and impresses one with the fact that this 
“outline” is much more than that. Only 
in occasional instances does one find a mere 
listing of items without any amplification 
in the way of definitions or illustrative in- 
formation. The language is clear, with a 
phraseology and choice of words which 
generally makes for interesting reading. 


The type is a little small and too tightly 
spaced, and the pages are wider for their 
length than the eye usually expects. This 
requires getting used to. 

The author presents the subject within 
his conceptual framework of the “thinking, 
feeling, behaving” individual reacting 
and adjusting to stress. Other frames of 
reference are described, although courses 
which stress heavily the psychoanalytical 
“dynamic” approach might find it is not 
dealt with as fully as might be wished. 
Dr. Cammer gives his own classification of 
psychiatric disorders, as well as that of the 
standard nomenclature of the American 
Psychiatric Association. 

Several sections are, in this reviewer's 
opinion, particularly well-done. Among 
these are the section on somatic therapies, 
a section on treatment of causes and re- 
sponses, and one on psychophysiology. The 
section on forensic psychiatry is not only 
exceptionally good but was very interesting 
reading as well. 

The book is extremely well-proofread. 
At one place the reviewer was a little 
-startled to find Eugen Bleuler described 
as the dean of psychiatry in Germany. In 
an appendix he is named as a Swiss psy- 
chiatrist and Kraeplin is given his due. 

There is a very good appendix of im- 
portant figures in psychiatry, with a brief 
biographical note on each, followed by 60 
carefully selected references and a bibliog- 
taphy. The index seems quite full and ap- 
pears well-constructed indeed. 

This book should be a very good text 
for medical students if supplemented by 
the literature referred to and the more ex- 
panded texts. I can see it as particularly 
useful if it is introduced in the early part 
of the curriculum; i.e., in the first or second 
year so that the student might go through 
it several times during his medical school- 
ing—Oscar E, Huszarp, M.D., University 
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of Mississippi Medical Center, Jackson, 
Miss. 


DELINQUENTS, THEIR FAMILIES 
AND THE COMMUNITY 


By C. Downing Tait, Jr., and 
Emory F. Hodges, Jr. 
Springfield, Ill, Charles C Thomas, 1962, 199 pp. 


This book presents, in Part One, a study 
of juvenile delinquency in Washington, 
D.C. and, in Part Two, proposed solutions 
for this problem, with special emphasis on 
the family as a major target of preventive 
efforts through the establishment of “thera- 
peutic communities” or “family hospitals” 
for the treatment of the disturbed families. 

The manner of presentation, including 
many tables, is not overly technical and 
should interest not only professional groups 
and researchers working with delinquent 
children and their families, but others who 
are responsible for planning, legislating, 
financing, and administering various types 
of community programs. 

The study project described in Part One 
was started in 1954 and a follow-up was 
done in 1958. From two schools in the high 
crime rate district of Washington, D. C., 
teachers referred 179 problem students 
to the project. The Glueck Social Predic- 
tion Scale was used to predict the number 
of children in the project who would be- 
come delinquent. Although the results of 
these predictions were encouraging, the 
authors felt that insufficient time had 
elapsed by 1958 to evaluate adequately 
this portion of the study. The analysis of 
the results of treatment is based chiefly on 
73 cases referred to the project during the 
first year; 87 of these were in the treatment 
group and 36 in the untreated control 

up. 
TE oeit consisted largely of psycho- 
analytically oriented casework. In a typi- 
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cal case, there were 12 interviews with the 
child and a similar number with the par- 
ents over a period of one to one-and-one- 
half years. Limitations in this method 
were that the interviews were not usually 
requested by the parents; they were irregu- 
lar; and they were often held in the family’s 
home “in the presence of noisy children.” 
The follow-up results with this small 
number of subjects led the authors to con- 
clude that this type of treatment is not 
likely to reduce the incidence of delin- 
quency as measured by police and court 
experiences. There was also a lack of co- 
ordination in community services when 
referrals were made to outside agencies. 
Because of these difficulties, the authors 
felt that treatment of individuals with such 
problems should be approached in a dif- 
ferent manner. The authors tend to over- 
generalize from the rather specific condi- 
tions of their study and to minimize other 
present clinical approaches to the problem, 
although these other clinical approaches 
were not tried in their study. 
The methods described in the second 
part of the book are only proposals and 
have not been subjected to any investiga- 
tive study. The authors suggest integrating 
and co-ordinating the services offered by 
community agencies in order to avoid dup- 
lication and waste in their joint endeavors. 
For the more disturbed families, who could 
not respond to community help, the au- 
thors propose a “therapeutic subcommu- 
nity” or “family hospital,’ the goals of 
which would be to assist the family to re- 
habilitate themselves and in the meantime 
to help them to compensate for their own 
internal failures in family functioning. 
The author’s hope is that a presentation 
in detail of the setting up and functioning 
of this proposed subcommunity will pro- 
voke executives and legislators to commit 
-this plan to action. The summary chapter 
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at the end provides a general and integrated 
discussion of both parts of the book— 
Ceci, R. CHAMBERLIN, Jr., M.D., The 
Menninger Foundation, Topeka, Kan. 


RORSCHACH’S TEST: I. BASIC 
PROCESSES. Third Revised Edition 


By S. J. Beck, A. G. Beck, E. E. Levitt 
and H. B. Molish 


New York, Grune & Stratton, Inc., 1961, 237 pp. 


This is the third and fully revised edition 
of an important introductory textbook on 
the Rorschach method. 

Beck rewrote his original book with three 
colleagues (one of whom is his wife). Delib- 
erately adhering to Rorschach’s own work 
as closely as possible, Beck has introduced 
some changes but indeed “they have not 
deviated critically from Rorschach’s origi- 
nal structural processing of the associational 
material, and they have served to confirm 
his own interpretive principles.” This 
volume, the first in a series of three, is 
limited to a description of the testing pro- 
cedure and to.a scoring of the responses to 
Rorschach’s original set of inkblots. The 
meaning of these scores has been reserved 
for the other volumes. 

A new list of good form and poor form 
Tesponses is the most significant change 
from the earlier editions. One-third of 
the book is devoted to a listing of good 
and poor form responses for each blot, 
preceded by a short explanation of the 
method used in compiling the long list. 
No doubt, the reliance on a list of this 
sort will standardize scoring and thus im- 
prove reliability. Whether it will also in- 
crease validity is debatable. For, not only 
does it matter what visual image the sub- 
ject associates with a blot area and what 
proportion of the population samples also 
produce the same image; it is important 


how the subject relates the visual associa- 
tion to the blot area which elicited it. 

Even a response frequently obtained 
from many subjects and projected onto a 
“popular” blot area may sometimes be 
poorly conceived and perceived. The pa- 
tient may be unable to point out details 
and be puzzled as to whether there is cor- 
respondence between the shape of the 
imagined object, (the associated image) and 
the respective blot area, although others 
can “see” the good correspondence easily 
and can point it out convincingly. 

If there is such subjective mental insecu- 
rity and inability to evaluate the degree 
of fit, there is an inferior sense of reality 
and an inadequate conscious control over 
the thought processes (and the F+% was 
designed to measure these abilities). It 
is in the study of cases in which the F+% 
is of greatest descriptive and diagnostic 
significance that the uncritical application 
of the list’ (based chiefly on frequencies) is 
most likely to mislead. Beck and his col- 
laborators stress more than any other writer 
that “the F- response is a cornerstone of 
his [Rorschach’s] experiment.” The F+% 
is certainly the most important single fac 
tor to be considered when making predic 
tions of overt (as contrasted with potential) 
behavior. 

Precision requires a great deal of time 
and effort. The authors were not sparing 
of either in. preparing the text, with its 
clear definitions of the, scoring categories 
and the numerous examples which are very 
helpful in teaching. 

This is an important introduction to the 
Rorschach test for beginners. It is a real 
contribution, especially in this period when 
so many psychologists avoid accurate scor- 
ing of the test responses and rely on their 
own free associations to interpret the test 
records in a rather unreliable and fre- 
quently haphazard manner. The formal, 
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scorable aspects of the test responses as well 
as the anecdotal (“symbolic”) verbal con- 
tent are essentials. Beck rightly stresses 
this fundamental point—Zyemunr A. Pro- 
TROWSKI, Ph.D., The Jefferson Medical Col- 
lege of Philadelphia, Philadelphia, Pa. 


CHILDHOOD SCHIZOPHRENIA 
By. William Goldfarb 


Cambridge, Mass., Harvard University Press, 1961, 
216 pp. 


This book represents a major contribution 
to our knowledge of childhood schizo- 
phrenia. 

It is also an important guide to the clini- 
cal researcher who is also staff director in 
the ways of co-ordinating the services of 
various specialists in a useful way. Part 
of the problem of co-ordination lies in the 
assignment of tasks at an appropriate time. 
Part of the problem, too, is in deciding 
which task is best performed by someone 
outside the group. 

An example of the first problem is in 
knowing the most expeditious time in 
which to compare the residential patient 
group and the control group; an example 
of the second problem is to have the neuro- 
logical investigation made by an observer 
who is outside the group. 

The procedures used to overcome the in- 
yestigator’s bias are given constant consid- 
eration. These are essential in all investi- 
gations, particularly in clinical psychiatry, 
in which adherents of a particular school 
of thought may, with all good intent, misfit 
an observation. ‘Their errors are less likely 
to be found in specific tests or measure- 
ments than in clinical observations. 

Thus, in a family evaluation study the 
observer who strongly favors a psychogenic 


e -687 


theory of childhood schizophrenia is very 
likely to find in any mother’s conversation 
with her schizophrenic child, as he observes 
both of them, substantial proof that the 
mother produced the disease. The ob- 
server who adheres to a “somatic” theory 
may find, while observing the same pair, 
evidence that the child is manifesting, in 
his manner of speech and behavior, proof 
of brain damage. 

A main feature of Dr. Goldfarb’s investi- 
gation is an attempt, by various devices, to 
attain objectivity and measurement of the 
“organicity” and the “psychosocial” factors, 
arranging all his cases along a scale of 
values from the most to the least evidence 
of brain damage and arranging families 
from the most to the least disturbed in 
accordance with criteria of “family ade- 
quacy.” By means of such comparisons he 
has found that the “organic” schizophrenic 
child is more likely to belong to a family 
that is relatively more adequate than the 
family of a “nonorganic” schizophrenic 
child. The comparisons include also 
families that constitute a control group. 

The use of a control group has also been 
very helpful in determining the value of a 
number of diagnostic signs. The “whirl- 
ing” test response belongs in this category. 
It does occur frequently among schizo- 
phrenic children in the “organic” group. 
It is less frequent in the “nonorganic” 
group of schizophrenics, less so among the 
controls, although it may still be present 
among them. ` 

There is one chapter on “The Families.” 
This very important chapter apparently is 
a condensed report of a very large under- 
taking. As compared with the carefully 
detailed studies of the various Psychologic, 

physiologic, and, more specifically, neuro- 
logic and psychiatric studies, it is rather a 
brief résumé, 
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A number of examples are given of direct 
mother-child interactions, but these are 
rather few. It is readily inferred from 
notations in this chapter that there is a 
good deal of ongoing research, since refer- 
ences are made to numerous papers already 
published and to a number that await 
publication. We may expect a number of 
studies on interrelationships, on various 
psychodynamic observations and interpre- 
tations, and particularly on the kind of © 
communication that occurs between moth- 
ers and children, 

The author's concept of the schizophrenic 
process can nevertheless be formulated on 
the basis of the studies already made. 
When one considers the modification by 
therapy of the “organic” cases, the so-called | 
schizophrenic manifestations become less _ 
and less evident. The latter are therefore 
regarded by the author as interactional 
products that occur in families in which 
certain kinds of aberrant psychic influences 
take place. 

When these influences (in the form of 
“schizophrenic symptoms”) are alleviated, 
the picture is, in most cases, one of mental 
retardation. Hence, the so-called “organic” ` 
schizophrenic child is a brain-injured child 
who would, theoretically, turn out to be 
simply mentally deficient under other con- 
ditions of family life. 

The “nonorganic” schizophrenic child 
is seen largely in terms of psychological and 
social forces operating within the family 
setting. That kind of reasoning would 
help explain the finding that the family 
psychodynamics of the “nonorganic” group 
are found to be generally more pathologi- 
cal than those of the “organic” group. 

Exactly what the aberrant influences are 
that result in the various forms of schizo- 
phrenic behavior are discussed in terms 
of “parental perplexity” and other parental 
foibles. It is to the closer study of these 
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findings that present investigations are di- 
rected—Davip M. Levy, M.D., New York, 
N. Y. 


THE FEMININE MYSTIQUE 


By Betty Friedan 
New York, W. W. Norton & Co., Inc., 1963, 410 pp. 


This eloquent, racily written book by a 
wife and mother of three children who not 
only is a professional magazine writer, but 
who also has had training and experience 
in psychology and social science, should be 
required reading for everyone who treats 
or counsels women. From dozens of direc- 
tions, it turns brilliant, withering light on 
the premise that women find self-fulfill- 
ment through devotion to their husbands 
and children. 

Wifehood and motherhood are impor- 
tant, says Mrs. Friedan, but they are not 
everything, “As the Victorian culture did 
Not permit women to accept or gratify their 
basic sexual needs,” so today’s feminine 
Mystique does not permit them “to accept 
or gratify their basic need to grow and ful- 
fill their potentialities as human beings.” 
The core of their problem today is a prob- 
lem of identity, Interviewing 80 women 
in depth, questioning her 200 classmates, 
(Smith, 1942), reading enormously and 
consulting experts in many fields, she dis- 
Covered that the very housewives living ex- 
clusively by the feminine mystique are the 
least fulfilled and most maladjusted. 

Diverse influences create and reinforce 
the current fallacy that usefulness, hap- 
Piness and satisfaction for women result 
from her functions in the home. Analyzing 
Women’s magazines from 1939 to today, 
Mrs. Friedan found that since 1950 the only 
fictional heroine has been “The Happy 
Housewife.” Service pages glorify house- 
Work, the body beautiful, getting and keep- 
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ing a man. Articles on actresses do not 
portray them as getting satisfaction from 
their talents, but as housewives who love 
to be in the kitchen. Few articles deal with 
such subjects as world affairs or politics. 
Neatly Mrs. Friedan skewers the successful 
writers like Jean Kerr and Phyllis McGin- 
ley who pose as “just housewives” like 
their readers. 

The nineteenth and early twentieth cen- 
tury feminists began woman’s growing up, 
found their identity as human beings. Mrs. 
Friedan debunks the notion that they were 
man-hating spinsters; most were happily 
married. Women’s basic rights once won, 
feminism became “dead history,” But then 
came the influence of Freud, whose concept 
of women was partly a product of his own 
nature but more of his period—they were 
born only to breed and to serve men, to 
whom they were inferior. The Freudian 
theories, which were “used to brainwash 
two generations of educated women,” ac- 
cording to Mrs. Friedan, permeated the 
mass media and marriage courses. Some of 
Freud's followers, like Marya Farnham and 
Helene Deutsch, stressed woman's biologi- 
cal role even more than he did. Education, 
freedom, rights were inevitably wrong for 
women who must find satisfaction purely 
as women and get over their neurotic de- 
sire to be like men. In Freud's time, wo- 
men’s inferiority was caused by lack of 
education and by confinement to the home. 
His followers and popularizers made the 
Freudian image more real than the twen- 
tieth century women in a changed society. 

The next sacred cows penetratingly 
slaughtered are the social scientists who 
froze women into adjustment to things as 
they are, not what should be. Margaret 
Mead, says Mrs. Friedan, was the most 
powerful influence on the women of her 
generation. Mead went beyond Freud by 
insisting that women were not just men 
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with something lacking, but were different 
from men. But after 1931 she reinforced 
the mystique by shifting from the malle- 
ability by culture, about which she had 
written, to the “Freudian ‘anatomy is 
destiny.’ ” 

Educators began to teach women to play 
their role as women rather than to think 
and aspire; substituting cooking for chem- 
istry is an extreme example; pseudoscien- 
tific marriage courses for philosophy more 
usual. Girls fell easily into the mystique 
that marriage is the be-all and end-all of 
life. More were going to college, but fewer 
went on to take graduate work. In a mid- 
western university, 70 per cent of the girls 
asked “What do you hope to get out of 
college?” answered “The man for me.” At 
Smith, senior honors students in psychology 
would not attend a seminar because they 
were too busy with kitchen showers. 

Horrifying tales like these are not new 
to most of us; what is new is the way Mrs. 
Friedan puts them together to produce a 
consistent, remarkably unified picture of 
why and how women are “buried alive,” 
as she puts it, in the home today. Adver- 
tisers help to keep them there by glorifying 
housework and multiplying new products 
for “the mindless and thing-hungry.” 

An amusing and valid chapter, “House- 
wifery Expands to Fill the Time Avail- 
able,” treats of busy work like the revival 
of home sewing and the hours spent in 
gourmet cookery. Labor-saving machines 
are used to expand labor; for instance, 
with the new washer-drier, sheets are 
changed not once a week’ but twice. Moth- 
erhood expands, too; one more baby post- 
pones the dreaded empty day when func- 
tion will be gone. The baby boom results 
from the feminine mystique. So does the 
boom in teen-age marriages which arrest 

women’s self-development at an immature 
stage. 
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No review can do justice to the wealth 
of documented detail, the originality and 
effective organization of material with 
which straws in the wind become a sturdy 
structure. No other book or article on 
women, known to this reviewer, so clearly 
and convincingly explains the dilemma of 
the educated American woman, how it 
came about, and why it persists. 

Unfortunately, in the last third of the 
book the theme is stretched somewhat. 
One gets the impression that actresses, ar- 
tists, writers and their like are not subject 
to commiting adultery, habitually taking 
tranquilizers, or becoming alcoholics or 
neurotics, while such weaknesses and mal- 
adjustments are prevalent in women who 
live by the feminine mystique. 

One has accepted a comparison with 
Nora of Ibsen’s “Doll's House,” but it is 
harder to swallow an analogy of the pas- 
sivity, lost sense of identity, and existence 
on a low level of food and things of the 
inhabitants of a concentration camp, with 
those of American women in their “com- 
fortable concentration camp,” the home. 

It is also not easy to accept such sugges- 
tions as that the battered child syndrome, 
juvenile delinquency and other evils result 
from the frustrations of women trapped in 
the feminine mystique. 

The book concludes with a passionate 
exhortation to women to grow to their full 
human capacities, to commit themselves to 
a life plan of their own and to work it out 
despite the difficulties involved. The 
feminists said this but, as Mrs. Friedan so 
ably has explained, it needs to be said 
again. Whatever its minor flaws—tighten- 
ing would be an improvement—this book, 
marvelously fresh in its approach, bril- 
liantly analytical, skillful in style, sincere, 
incisive and illuminating, is certain to 
stimulate every reader’s thinking and 
change that of many. It is an original, 


' important book on an important subject— 


|. perhaps, indeed, it is even a great book!— , 


Epiry M. Stern, Washington, D. C. 


THEY STUDIED MAN 
By Abram Kardiner and Edward Preble 


New York, New American Library of World Litera- 
ture, 1963, 255 pp. 


' Probably every book is a complex weave of 
_ threads drawn by many shutters of more or 
"less clearly perceived purposes. It can thus 
i be criticized, praised or dispraised on its 
= own terms in many different ways, depend- 
_ ing on what one assumes was (or ought to 
_ have been) the paramount purpose. 

So it is with this interesting offering; the 
reviewer is in the position of a man study- 
| ing two men (the authors) studying about 
ten men (from Darwin to Freud) who 
studied men, and it is obvious that the 
authors, like their subjects, are doing many 
things at once. 

First, at the most ostensible level: the 
authors introduce the reader in a fashion 
_ that manages to be competent and clear, 
as well as sprightly, to a significant part of 
the thought of Darwin, Spencer, Tylor, 
Frazer, Durkheim, Boas, Malinowski, 
‘Kroeber, Benedict, Freud. The selection 
of authors is not random or anthological 
because Kardiner and Preble are telling the 
Story of a development in the history of 
ideas: the emergence of cultural anthropol- 
gy and, finally, of a psychologically 
` Oriented or mediated cultural anthropology. 
Nor is their selection from within the 
_ thought of these prolific writers accidental; 
they report what is relevant to their own 
central theme, which is, in effect, that there 
_ May be descried an evolution in our think- 
tng about our study of man. 

_ While the table of contents suggests that 
It is a two-part book (Part 1: “The New 


Book Reviews 


Dimension: Culture;” and Part 2: “The 
New Dimension: Man”), it is, in reality, a 
three-part effort—Culture, Man, and Man- 
in-Culture. In this sense, arithmetically, 
it is most unbalanced: Culture (Professor 
Preble) gets 188 pages; Man (Dr. Kardiner) 
about 21; and Man-in-Culture (Dr. Kar- 
diner again) gets about 29 more. In fact, 
nine writers represent the first, one the 
second, and essentially one (Kardiner on 
Kardiner) the third. Freud alone speaks 
for “Man,” other would-be contributors 
such as Erikson, Fromm, Horney, Sullivan, 
Adler, Jung, getting bare acknowledgment 
or none. Perhaps this is not good for the 
general reader. But it is understandable, 
when a less ostensible level of such a book 
is considered. 

The senior author, who conceived the 
plan of the book, is himself an eminent 
student and writer on psychodynamics, and 
therefore may well feel and write that not 
much more is necessary than the first word 
of his psychoanalytical father and the last 
word of his own. In fact it is in the report 
of that last word (Kardiner on Kardiner) 
that we have one of the best and most con- 
vincing chapters of the book: his report 
of what he did (with and without Cora 
Dubois and Emil Oberholzer) and how and 
why is a model of lucid exposition of a 
most interesting latter-day scientific adven- 
ture. In one sense, then, the book is an 
apologia for his position, and a plea for 
renewal of interest in its continuation. It 
makes a good case. i 

It is at the third level that, to me, the 
book seems less convincing—the level where 
the book is or pretends to be a sociology of 
anthropology and an accounting for an 
author’s work in terms of his personality, 
or both. To have achieved this would have 
been a tremendous triumph, and a con- 
firmation of the productiveness of the per- 
sonality-in-society approach, here account- 
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ing for some of its most sensitive and 
seminal thinkers. The authors, unhappily 
for them, do say in the introduction, that 
“they have attempted to relate the seminal 
hypotheses of a few great innovators in 
the development of a ‘science of man’ to 
the ethos of the times and to the specific 
lives of the innovators.” I think this 
hardly comes off at all, and for the social 
theorist and the authors it is crucial that 
it should. The “ethos of the times” is 
virtually what these great men were saying. 
And as for the “specific lives of the in- 
novators” we have here biographical mate- 
rial but no suggestion of how it accounts 
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for the writing, or the writing for the life. 
Why Darwin wrote as he did or Franz 
Boas as he did is just as opaque, I think, 
at the beginning as at the end, except in- 
deed for the part that fate or chance en- 
counter seem, by admission, to have played. 
We are still a long way from a physiology 
of the creative act; perhaps when (or if) 
we get it, “creation” as a term or a. fact 
will be unnecessary or impossible. 

Meanwhile, judged as an interesting ac- 
count of some most interesting thinkers, 
the book is well worth its price in time 
and money.—Joun R. SEELEY, York Uni- 
versity, Toronto, Ont., Canada. 


Notes and Comments 


LEGISLATIVE MEASURES RELATED 
TO MENTAL ILLNESS, 
RETARDATION 


The House of Representatives on Septem- 
ber 10 approved a bill (S 1576) to authorize 
federal grants to states for the construction 
of community mental health centers. The 
bill approved by the House omitted the key 
provision contained in the Senate version 
| of the same measure, the provision for 
federal financial aid for initial staffing of 
the mental health centers. 

In this, the House followed the recom- 
mendation of its Committee on Interstate 
and Foreign Commerce, the committee as- 
signed to the consideration of this legisla- 
tion. The House also went along with its 
committee’s recommendation that funds for 
construction, as authorized in the Senate 
version, be cut in half. 

The measure now goes to a conference 
committee made up of members of the 
House and Senate committees concerned 
with this legislation. It is hoped that the 
conference will restore the cuts in staffing 

and construction funds. 

_ The Senate passed the President's $850 

million mental health bill by a vote of 72 
to 1 on May 27, 1963. The measure is 
designated officially as The Mental Retarda- 
tion, Facilities and Community Mental 
Health Centers Act of 1963. It calls for 
federal help in financing a system of com- 
munity mental health facilities and new 
facilities for the retarded. 


The Senate has voted $190 million for the 
fiscal 1964 budget of the National Institute 
of Mental ‘Health, an increase of $47 
Million over the total appropriated by 
Congress for fiscal 1963. 

The $190 million total was requested by 


President Kennedy for the Institute for the 
current fiscal year. The Senate total is 
$12.8 million over the figure voted by the 
House. 

Late last spring the House cut from 
President Kennedy’s proposed budget a 
$12 million item for a hospital improve- 
ment project. This new item would pro- 
vide funds to set up demonstration projects 
in the state mental hospitals on the utiliza- 
tion of new treatment methods and pro- 
cedures. 

It was expected that the differences in 
the budget totals voted by the House and 
Senate would be resolved in conference 
in late September. 

A WE 


The Executive Committee of the National 
Association for Mental Health has voted 
strong endorsement of proposed legislation 
providing for the creation of a National 
Service Corps, patterned after the Peace 
Corps. The National Service Corps Act 
was passed by the Senate by a vote of 47 to 
44 on August 14, 1963, and is now before 
the House of Representatives. 

The proposed national service program 
is designed to offer leadership for a grass- 
roots attack on the nation’s most urgent 
domestic problems: the mentally ill and the 
mentally retarded; American Indians; mi- 
gratory farm workers; school drop-outs; and 
the elderly. 

Under the provisions of the Act, local 
agencies requesting corpsmen would submit 
a plan demonstrating the need for a partic- 
ular project. A corpsman’s assignment to a 
local agency would be of a limited dura- 
tion. The bill expressly provides that 
corpsmen shall not displace local workers 
and that Corps projects shall not duplicate 
or replace existing services. 

The Act calls for a carefully selected 
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corps to reach a maximum strength of 
5,000 men and women over a three-year 
period. The corpsmen would enlist for 
one year and would receive subsistence but 
no pay. 
. + 

Rhode Island Congressman John E. Fogarty 
is urging revision of state laws unfairly 
affecting epileptics in the field of work- 
men’s compensation, drivers’ permits, mar- 
riage, and sterilization. 

In a foreword to The Legal Rights of 
Persons with Epilepsy, Volume II, pub- 
lished by the Epilepsy Foundation, Con- 
gressman Fogarty calls for action to im- 
prove “antiquated statutes that place 
severe restrictions upon the social and 
vocational lives of an estimated 1,800,000 
Americans,” 

To encourage employment of epileptics, 
the Foundation report recommends revi- 
sions of Workmen’s Compensation laws in 
48 states and the District of Columbia along 
the lines of statutes in Ohio and Kansas. 
These are the only states whose “Second 
Injury Fund” provides specifically for re- 
imbursing employers of epileptics for any 
additional compensation costs they may 
incur for on-the-job injuries, 

CARE AND TREATMENT 


An unusual new therapeutic village on the 
grounds of the Eastern State Hospital, near 
Knoxville, Ky., has been called “the fulfill- 
ment of an entirely new idea in American 
medicine and in the special field of psychi- 
atry.” The Village includes 12 homelike 
cottages, each different in design. Each ac- 
commodates about 20 patients; each has 
semiprivate bedrooms with adjoining bath, 
dining room, cozy living room and modern 
kitchen. 
The Continued Treatment Center is the 
main center of activity in the village, hous- 
ing the medical service and the community 
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service units. There is also a small church 
in a garden setting. | 
* * * 

New regulations have been established to 
guide and direct the operation of some 400 
licensed private institutions in California 
which provide psychiatric care to about 
30,000 patients a year. The new regulations | 
are designed to insure better and more uni- 
form services to patients in privately-oper- | 
ated facilities licensed by the state Depart- 
ment of Mental Hygiene. 

The revised regulations include new sec- 
tions which, for the first time, classify vari- 
ous facilities by type. These classifications 
are psychiatric hospital, day treatment hos- | 
pital, long-term care facility, resident treat- 
ment center, resident school, resident care 
facility, family home (mentally ill), family 
home (mentally retarded), day care center, 
alcoholism hospital and facilities for ad- 
mission of drug addicts. f 

Other new regulations require clear pub- 
lic statements of financial policy by licen- 
sees and call for every institution to provide | 
a recreation or activity space and an or- 
ganized activity program, Outdoor recre- 
ation facilities are also required. 


NEW PROGRAMS IN VETERANS 
ADMINISTRATION HOSPITALS 


Closed-circuit television is a valuable new 
tool for both doctors and patients on psy- 
chiatric wards, according to VA hospital of- 
ficials in Oklahoma City. The hospital has 
been telecasting patients’ group psycho- 
therapy sessions over closed circuit within 
the hospital. Participation of patients was 
optional but none refused. Viewing of the 
televised sessions was limited to selected 
hospital personnel who were expected to be 
able to use understanding gained from the 
sessions to improve treatment. 

Veterans Administration mental patients 


are finding a home away from home and 
a road to recovery by living with “adopted” 
parents, near the agency's hospitals. 

The veterans pay for their room and care 
in the carefully selected private homes 
from their own funds. Many who had 
reached a standstill on improvement in the 
hospital have responded to the home living 
with increased interest and further re- 
covery. 

Last year, 58 VA hospitals had 3,241 
patients in 1,240 foster homes, and the 
number continues to grow. Among those 
who have been rehabilitated in the foster 
homes are Spanish American War and 


- World War I veterans who had been hospi- 


talized for 20 years and more. 


s . + 
After successful pilot studies at five of its 
hospitals since 1958, the Veterans Adminis- 
tration has extended a revolutionary Unit 
System of psychiatric treatment to 16 of its 
35 mental hospitals. 

VA psychiatrists say the test programs 
indicate that patient stay in hospitals can 
be reduced. They also find that patients 
treated under the Unit System appear to 
make improved adjustments after hospital- 
ization, thus reducing the need for readmis- 
sion. 

The Unit System reorganizes a patient's 
hospital life to retain him in the same 
patient group with the same doctors, nurses, 
Social service workers and therapists. Under 
this system the patient is assigned immedi- 
ately to a group of from 200 to 400 patients, 
containing a cross-section of every type of 
mentally ill. There he remains until dis- 
charged, with only minimal changes, even 
in the professional staff. 


TRAINING AND TRAINING 
PROGRAMS 


New York University’s School of Education 
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is offering a new program for the profes- 
sional preparation of teachers especially 
qualified to teach emotionally disturbed 
children of elmentary school age. This is 
a one-year curriculum for a selected group 
of 15 graduate students, leading to the 
Master of Arts degree, or to a Sixth-Year 
Certificate of Proficiency for students 
already holding a Master's degree in educa- 
tion. 

An interdisciplinary approach, carried 
out by a faculty team representing educa- 
tion and the behavioral sciences, character- 
izes the entire program. 

A grant from the National Institute of 
Mental Health enables the University to 
award a limited number of training grants 
to qualified candidates, covering the cost 
of full tuition plus a stipend of $2,400. 
Requests for applications or for informa- 
tion should be directed in writing to: Pro- 
fessor Evelyn D. Adlerblum, New York 
University, School of Education, Depart- 
ment of Elementary Education, Washing- 
ton Square, New York 3, N. Y. 

AN ATI @ 
Young psychiatrists and psychiatric resi- 
dents interested in research training and 
careers in research have been invited to 
apply for the Veterans Administration pro- 
gram for Research Associates in Psychiatry. 

The year of training as a VA Research 
Associate is aimed at qualifying psychia- 
trists in techniques of laboratory and clini- 
cal psychiatric research and offering them 
an opportunity to become VA clinical 
investigators. 

Further information is available from the 
Chief, Psychiatric Research (151H), Depart- 
ment of Medicine and Surgery, Veterans 
Administration Central Office, Washington 
25, D. C. 

Oi Gy d 
Stipends are now available for selected 
nurses entering their collegiate junior or 
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senior years in a baccalaureate degree pro- 
gram in preparation for graduate study in 
psychiatric nursing. 

According to an announcement from the 
National Institute of Mental Health, the 
Mental Health Training Program estab- 
lished under the National Mental Health 
Act of 1946 has been expanded to permit 
stipend awards to collegiate nursing stu- 
dents and graduates of diploma programs 
interested in a career in psychiatric-mental 
health nursing. 

These awards, available in colleges and 
universities participating in the National 
Mental Health Training Program, provide 
an annual stipend of $1,800 plus tuition 
and registration fees required by the institu- 
tions. Trainees are selected by the educa- 
tional institution awarding the stipends. 

Further information is available from the 
Training Specialist in Psychiatric Nursing, 
Training Branch, National Institute of 
Mental Health, Bethesda 14, Md. 


The Southern Regional Education Board 
has initiated a regional program of train- 
ing for psychiatric nurses in mental hospi- 
tals, clinics and on psychiatric wards in 
general hospitals. 
Cl . +% 

The pioneer Law-Medicine Research In- 
stitute of Boston University, recognizing 
the need for trained legal psychiatrists to 
work with the courts, probation and parole 
programs and the correctional institutions 
of the country, has initiated a new post- 
graduate training program for psychiatrists 
in this specialty field. 

The training program, which began in 
the fall of 1962, is financed by a grant from 
the National Institute of Mental Health. 
The Institute will train a group of third- 
year residents and fourth-year fellows in 
legal psychiatry at the Boston University 
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Medical Center. The postgraduate pro- 
gram will involve advanced training in 
legal psychiatry with special emphasis on 
such areas as sociopathy, criminality, sexual 
psychopathy, alcoholism and drug addic. 
tion. 


REHABILIATION AND AFTERCARE 


Recovered mental patients may be em- 
ployed in almost any position in the federal | 
service for which they are qualified, ac- 
cording to a recent statement issued by 
Melvin T. Johnson, M.D., medical director, 
U. S. Civil Service Commission. 

Dr. Johnson pointed out that the only 
exception is “some positions in which a 
recurrence of the illness might adversely 
affect national security and a few positions 
in which it is necessary to bear firearms.” 

The present practice of the Commission 
in determining the employability of those | 
with a history of mental illness is based on 
five factors: 

1. Improved therapy is returning more 
recovered patients to normal productive — 
lives; 2. These patients represent a large 
pool of human resources the nation cannot 
afford to waste; 3. Records indicate these 
patients have been able to perform pro- 
ductively; 4. Through treatment, these 
patients may acquire a new insight which 
enables them to stabilize at an even higher _ 
level than before their illness; 5. In some 
disorders, such as an obsessive, compulsive 
neurosis, some residual symptoms may be 
an asset in a position requiring meticulous 
attention to detail. 

To assure that recovered patients receive 
fair and equal consideration for positions 
for which they are qualified, the Civil 
Service Commission has taken a number of 
steps: 

It has publicized to government agencies 
the change in criteria used for determining - 


"medical suitability; emphasized the need 
for a thorough and current medical evalua- 
“tion of all applicants with a history of 
“mental illness; broadened the authority of 

federal agencies to make temporary ap- 

pointments of all handicapped applicants; 
“encouraged agencies to be liberal in grant- 
‘ing leave to employees who become men- 
‘tally ill after appointment; discouraged 
the institution of proceedings seeking the 
disability retirement of mentally ill em- 
ployees until after treatment has been given 
a thorough trial; and encouraged agencies 
" to re-employ employees who have recovered 
from a mental illness which necessitated 
their separation. 


Even long-hospitalized schizophrenic pa- 
tients are being restored to community life 
"at the VA’s Fort Meade, S. D., mental hos- 
pital through an experimental program that 
increases their contacts with other people. 

The new program shows a discharge rate 
of 53 per cent for long-term chronic patients 
after 30 months, as compared to the hos- 
pital’s previous 3 per cent discharge rate 
for this kind of patient. Emphasis of the 
‘tehabilitation program was on psychiatric 
aides’ spending more time talking to pa- 
tients about matters related to the treat- 
Ment program and planning and participat- 
ing with them in treatment activities. 

Many recovering mental patients from 
Veterans Administration hospitals are prov- 
ing that a history of psychiatric illness need 
ibe no bar to return to full-time employ- 
ment. 

Through VA inhospital training and 
Motivating programs, patients are readied 
for employment and introduced to em- 
Ployers as productive workers in growing 

numbers. 
Representative of the many VA 
f mental hospital plans of this sort is 
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“Chirp” (Community-Hospital-Industry- 
Rehabilitation Project) in operation at the 
Brockton, Mass., VA Hospital. “Chirp” 
stresses medical rehabilitation keyed to 
paid-work incentive to help the patient 
bridge the gap between hospital and com- 
munity. 

Since “Chirp” was undertaken in July, 
1961, 147 neuropsychiatric patients have 
been selected for this factory-in-hospital 
training program, which pays the worker 
a $1.15 hourly minimum wage. Of these, 
124 were screened to go on paying jobs. 
One year later, 61 of the original 124 with 
assigned jobs had been separated from the 
hospital with medical approval. Thirty 
were being held for further training and 
motivation. Only 25 “washed out.” 


* . +*+ 


Striking success in rehabilitating chronic 
mental patients through use of a sheltered 
workshop is reported from the Veterans 
Administration Hospital, at Palo Alto, 
Calif. 

Roy S. Hubbs, M.D, a psychiatrist, after 
five years of experience with the workshop, 
reports it has been three times as successful 
in returning patients to paying jobs in the 
community—and keeping them there—as 
has treatment without the workshop experi- 
ence. 

Established in August, 1957, on the 
grounds of the Menlo Park Division of the 
Palo Alto VA hospital, the workshop is 
believed to be the first in this country en- 
tirely for psychiatric patients. 

The shop has had 48 patients as em- 
ployees. Of these, 25 are now out of the 
hospital and gainfully employed in the 
community. Of a group of 48 similar 
patients, chosen through the years to be 
valid for comparison, eight have been re- 
leased from the hospital to outside employ- 
ment. The workshop operates as a non- 
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profit corporation with jobs contracted 
from outside firms. Patients are paid on 
a production basis, rather than by the hour. 
* + * 

Much progress in rehabilitating formerly 
hospitalized mental patients is being shown 
by the Veterans Administration’s expand- 
ing day care center program. 

Begun in 1960, the VA day care center 
program now has 19 centers with an aver- 
age of nearly 1,000 patients. Early statis- 
tics from some of these centers show that 
nearly 13 per cent have been discharged to 
paying jobs in the community; 12.5 per 
cent have received maximum benefits from 
the program; and only 6.5 per cent have 
required return to the hospital. 


+ + + 


ELECTIONS AND APPOINTMENTS 


Bernard I. Heller, M.D., director of the 
Brooklyn, N. Y., Veterans Administration 
outpatient clinic, has been appointed di- 
rector of clinics for the VA in Washington, 
D. C. He succeeds Turner Camp, M.D., 
who became director of the VA’s St. Paul, 
Minn., area medical office. 

Dr. Heller will be responsible for opera- 
tions of nearly 100 VA outpatient clinics 
throughout the nation, as well as the VA 
hometown medical program. 

Stanley F. Yolles, Ph.D., has been named 

deputy director of the National Institute 
of Mental Health. Dr. Yolles, for the past 
three years, has been associate director for 
extramural programs for NIMH. NIMH 
is the first of the nine institutes comprising 
the National Institutes of Health to ap- 
point a deputy director. Robert H. Felix, 
M.D., director of the NIMH, said the new 
position was established to assist him in 
keeping pace with the Institute’s growing 
responsibilities. 
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AWARDS AND GRANTS 

A pioneering project to improve family 
mental health, made possible by a $160,000 
grant from the National Institute of Mental 
Health, will be undertaken jointly by the 
Child Study Association of America and the 
Family Service Association of America, 
The three-year program will train profes- l 
sional family counselors of accredited 
Family Service Agencies to develop and 
conduct group educational activities for 
parents. 

The long-term aid of the project is to 
Strengthen the mental and emotional 
health of more parents and children by 
increasing the number and improving the 
effectiveness of group educational activities 
provided by Family Service agencies. 


* * * 


The National Institute of Mental Health 
has awarded a two-year, $110,000 grant to 
foster the development of mental health 
activities within labor organizations to the 
National Institute of Labor Education 
(NILE). 

NILE is a nonprofit organization of 
universities and unions whose purpose is 
to sponsor programs of labor education. It 
has been conducting a study of the special 
mental health problems of working people 
for the past three years, and the new grant 
will enable it to work more extensively 
with mental health professionals and labor 
representatives on projects to meet these 
needs. 

The NILE Mental Health Program has 
opened new offices in New York City at 
250 West 57th Street. An information 
center and library is being established there 
for use by both professional and union 
personnel. 


MEETINGS, CONFERENCES, 
SEMINARS 


More than 300 persons from 29 countries 
attended the 16th annual meeting of the 
World Federation for Mental Health. The 
meeting was held in Amsterdam, Nether- 
lands, July 22-26, 1963. 

The plenary sessions were devoted to 
such subjects as population planning, 
urbanization and town planning, com- 
munity development, the role of social 
change, official and voluntary cooperation. 

The 17th annual meeting of the organiza- 
tion will be held in Bern, Switzerland in 
August, 1964. 


* * + 


Three broad goals and 12 specific tasks “to 
help the South in making plans for the 
mentally ill and mentally retarded” were 
presented to the Southern Governors Con- 
ference August 19, 1963, by North Carolina 
Governor Terry Sanford. Governor San- 
ford is chairman of the Southern Regional 
Educational Board (SREB) . 

Calling it a “platform for progress,” 
Governor Sanford urged the governors to 
give their closest attention to Commit- 
ment for Health, a goals report by the 
Commission on Mental Illness of the SREB. 

Written partly as a guide for the Com- 
mission’s regional campaign against mental 
disorders, the document is addressed chiefly 
to key elected officials and mental health 
leaders in the 16-member states of the 
SREB. 

Presentation of the report, first of its 
kind for any region in the nation, culmi- 
nates a year’s work by the Commission in 
formulating the goals for mental health in 
the south. 

The report sets forth three fundamental 
goals: 

1. “Preventing mental disorders before 
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they start, and preventing the needless 
crippling effects which result when help 
is too little and too late;” 2. “Providing the 
best care for the mentally disordered that 
we know how to give, with special emphasis 
on early, uninterrupted treatment and care 
close to the patient’s home; 3. “Helping 
people strengthen the ‘emotional muscle’ 
needed to overcome daily problems and 
occasionally major crises.” 

The bulk of the report is devoted to the 
tasks necessary to reach these goals. 


* * + 


Nationally prominent leaders in the fields 
covered by the four major program 
emphases of The National Association for 
Mental Health will address the 13th 
Annual Meeting and Mental Health As- 
sembly of the Association. The 1963 con- 
ference will be held at the Sheraton-Park 
Hotel in Washington, D. C., November 
19-23. 

Assembly sessions will center on the 
four major program areas: improved care 
and treatment for hospitalized mental 
patients; services and facilities for rehabili- 
tation and aftercare; treatment, schooling, 
and special services for mentally ill chil- 
dren; and community-based mental health 
facilities and services. 


The 2Ist Annual Conference and Eighth 
Annual Institute of the American Group 
Psychotherapy Association will be held in 
New York City January 22-26, 1964. 


< * + 


The proceedings of the Second Interna- 
tional Conference of the World Union of 
Organizations for the Safeguard of Youth 
may be obtained at $4.00 (20 French francs) 
from the World Union Office, Paris 14.383- 
78. The proceedings are available in 
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French or English. The conference was 
held in Brussels, Belgium, in May, 1963. 


‘The Academy of Psychoanalysis will hold 
its mid-winter meeting at the Hotel Com- 
modore in New York City December 14 
and 15, 1968. The theme of the meeting 
is “Experimental Approach to the Psycho- 
dynamics of Behavior.” Franz Alexander, 
M.D., is president of the Academy; Leon 
Salzman, M.D., is president-elect. 

+ o ¢@ 


More than 1,000 delegates from 46 countries 
were registered for the Third International 
Congress of Group Psychotherapy. The 
Congress was held in Milan, Italy, July 
18-21, 1963. The main subject of the 
Congress was “Why Group Psychotherapy?” 
Participants in the Congress also ad- 
dressed their attention to such topics as 
analytic group psychotherapy; psycho- 
drama; sociodrama; mental hospitals; 
milieu therapy; half-way houses; crim- 
inology, delinquency; family therapy 
and marriage; psychosomatic medicine; 
treatment of frigidity by group therapy; 
sleep-deprived patients; separation anxiety; 
behavior training; and work therapy. 


PUBLICATIONS 


A guide designed to help mental hospitals 
meet “the urgent need to improve the 
public relations” of psychiatric institutions 
has been issued by the Group for the Ad- 
vancement of Psychiatry. Formulated by 
the Group’s Committee on Hospitals, the 
guide is entitled “Public Relations: A 
Responsibility of the Mental Hospital Ad- 
ministrator.” 

Although directed primarily to the public 
mental hospital administrator, the public 
relations program and staff recommenda- 
tions in the 48-page report are applicable 
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to any mental hospital and to the entire 
range of psychiatric treatment facilities. 
Copies of the report may be obtained at 
$.75 each from the Publications Office, | 
Group for the Advancement of Psychiatry, — 
104 East 25th St, New York 10, N. Y. 
Quantity prices are available on request. 


“Services for Children with Emotional 
Disturbances,” a guide prepared by the 
Committee on Child Health of the Ameri- 
can Public Health Association, was issued 
recently by the APHA. The new publica- 
tion provides answers to such questions 
as: “who are our mentally ill children; 
what can be done to help them; how can 
our communities’ services for all handi- 
capped children be used to help emo- 
tionally handicapped children? The guide 
also reviews various kinds of community 
services with the aim of stimulating 
thoughtful discussion on how these services 
may be adapted to help children with 
emotional disturbances. 

The paperbound guide, at $2.50 per copy, 
is available from the American Public 
Health Association, 1790 Broadway, New 
York 19, N. Y. 


Since January, 1963, the psychiatric 
journal long known as the Journal of 
Mental Science has appeared as the British 
Journal of Psychiatry. It is the official pub- 
lication of the Royal Medico-Psychological 
Association, which is the only comprehen- 
sive organization of psychiatrists in the 
United Kingdom, with a membership of 
over 2,000. 
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TAX FORMS LIST 
MENTAL DISABILITIES 


In the new income tax instructions of the 
Internal Revenue Service, mental illness 
and mental retardation will appear as the 4 


first illustrative item in the list of diseases 
and disabilities for which contributions 
are deductible. 

The change was ordered as a direct re- 
sult of a request from Frank E, Proctor, 
president, The National Association for 
Mental Health, to Mortimer Caplin, com- 
missioner of the Internal Revenue Service. 
Mr. Proctor pointed out that many other 
diseases have been listed in previous edi- 
tions of the income tax instructions, but 
that the areas of mental illness and mental 
retardation were not mentioned. 

In addition to approving Mr. Proctor’s 
request that mental illness and mental re- 
tardation be cited as the first illustrative 
item, the Internal Revenue Service has 
directed that the instructions be changed 
to read “diseases and disabilities” rather 
than “diseases.” 


DEPLORES JAIL TREATMENT OF 
ALCOHOLICS 


A little more than half the total number 
of arrests for all offenses in 1961 were for 
drunkenness, disorderly conduct, drunk 
driving and vagrancy, according to the FBI 
Uniform Crime Reports, What happens 
to persons convicted and committed on 
charges of drunkenness or other related 
offenses is the subject of an article titled 
“Correctional Views on Alcohol, Alcohol- 
ism, and Crime,” by Austin H. MacCor- 
Mick, executive director of the Osborne 
Association. “Correctional institutions,” 
he asserts in the January, 1963, issue of 
Crime and Delinquency, quarterly journal 
of the National Council on Crime and 
Delinquency, “have not progressed very 
far in dealing with the problem” of alcohol- 
ism and crime. The nation’s county jails 
are a “disgrace to the country” and have 
“a destructive rather than beneficial effect” 
on the alcoholics committed to them. 


Notes and Comments 


DELAWARE BECOMES 25th STATE 
TO JOIN INTERSTATE COMPACT 


Delaware, in 1962, became the 25th state 
to join the Interstate Compact on Mental 
Health. All 10 Northeastern states which 
initiated the compact legislation are now 
members. 

A meeting on the compact was held in 
Toronto in May, 1962, in conjunction with 
the annual meeting of the American Psy- 
chiatric Association, A report from Penn- 
sylvania, one of the youngest members of 
the compact, stressed the smooth operation 
of the compact and the therapeutic benefits 
derived by patients who are eligible for 
transfer under its provisions. 

It was also noted that the compact was 
being applied for aftercare of an increas- 
ing number of patients who, with the aid 
of immediate, intensive treatment, recover 
quickly enough not to require further 
hospitalization in the receiving states. 
Similarly, a growing number of referral 
requests are withdrawn for the same rea- 
son. 

The Council of State Governments has 
revised a brochure titled “The Interstate 
Compact on Mental Health: What It Is and 
Does,” to bring information on the com- 
pact up-to-date and to expand on some 
aspects of its operations. Copies of the 
brochure may be obtained from the Coun- 
cil’s office, 1813 E. 60th St., Chicago 37, Ill. 


CARIBBEAN FEDERATION 

FOR MENTAL HEALTH OF 

NEW YORK 

The Caribbean Federation for Mental 
Health of New York was organized in 1962. 
The purpose of this new organization is 
to promote the mental health of persons 
deriving from the Caribbean area and now 
residing in New York; and to aid and sup- 
port the activities of the Caribbean Feder- 
ation for Mental Health. 
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The Federation has as its aims: to im- 
prove the treatment of the mentally ill; 
to prevent future mental illness through 
public interest and enlightenment, and 
expanded professional training; to pro- 
mote mental health through public edu- 
cation and co-operation among parents, 
schools, churches, private agencies and 
government; and to promote the exchange 
and sharing of knowledge about mental 
health and mental illness throughout the 
Caribbean region. 

There are member mental health asso- 
ciations in Aruba, Barbados, the Domini- 
can Republic, Haiti, Jamaica, Martinique, 
Puerto Rico, St. Croix, St. Kitts, St. 
Thomas, and Trinidad. 


COMMUNITY SERVICES 


An expanded staff of community organi- 
zation specialists will strengthen the em- 
phasis of California’s Department of Mental 
Hygiene on local mental health services. 
The staff will serve both as liaison between 
the department and local private and pub- 
lic agencies, and as consultants to local agen- 
cies in the development and broader utili- 
zation of community resources and services 
for both the emotionally disturbed and 
mentally retarded, 

In assisting with further develop- 
ment of the Short-Doyle Act for com- 
munity mental health services, the com- 
munity organization specialists will work 
on behalf of former patients or potential 
patients who—without such local pro- 
grams—would be headed for a state hos- 
pital. 

Another primary objective of the staff 
will be the development of alternatives to 
hospitalization for the mentally retarded. 


ARTICLES SCHEDULED FOR 
PUBLICATION IN FUTURE ISSUES 
OF MENTAL HYGIENE 
Psychiatric Hospitalization: 


“Employment after 
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An Orientation for Texas Employment Per- 
sonnel” by Philip G. Hanson, Paul Rothaus, 
Sidney E. Cleveland, Dale L. Johnson and Daniel 
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Disturbed Children” by Donald A. Leton. 
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by Ruth B. Caplan. 
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F. D. Seitz. 
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E. Goshen. 
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“The Child Psychiatrist in a State Industrial School” 
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“Psychiatric Consultation with Nurses on a Leuke- 
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“Unique Aspects of University Health Service Psy- 
chiatry” by Melvin L. Selzer. 

“Methodological Problems in Evaluating Follow-up 
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“A Tale of Moses: Post-Doctoral Interlude” by 
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“Symbiosis of Hospital and Community: Opinions 
of Residents, Employees and Volunteer Workers” 
by Charles V, Lair and Allen W. Byrnes. 

“Psychiatry Re-enters the Community” by C. H. 
Hardin Branch. 

“The Personal and Family Strength Research 
Projects: Some Implications for the Therapist” by 
Herbert A. Otto, 

“The Mental Health Professional in the Com- 
munity: Some Generalizations for Effectiveness” 
by Allen Hodges. j; 

“Bilingualism: A Brief 
Yamamoto. 

“Foster Homes for the Mentally Ill” by Helen 
Padula. 

“Developing Consultation Relationships with Com- 
munity Agents” by Fortune V. Mannino. 

“The Common Grounds Between Psychiatry and 
Religion” by Hector J. Ritey. 
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“Adjustment and Mental Health Attitudes in 
Foreign Students” by Arthur Nikelly, Mineyasu 
Sugita and Jack Otis. 

“A Study of the Membership and Program of a 
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Mabel B. Palmer and E. Lee Hoffman. 
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Mason and Gerald Caplan. 

“An Oblique Approach to Clients with Behavior 
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